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PREFACE

Dear Soon-to-be Registered Nurse,

The purpose of this book is to help you be successful on
the NCLEX-RN® examination so that you can obtain your
license as a registered nurse. You have worked long and hard
to successfully complete your basic nursing program. Now
the one thing between you and your license is the NCLEX-
RN examination.

This book is designed to guide your review study. There
is a vast amount of nursing knowledge and it can be organ-
ized and focused upon in different ways. This book is
designed to review the content most likely to appear on the
examination and approach it from the perspective of the
examination. Thus, the book begins with a discussion of the
test itself to direct your focus. Because time is a limited and
valuable commodity for all of you as you begin life after
nursing school, strategies for studying in the most effective,
time-efficient manner also are discussed.

A unique feature of this text is a preparatory chapter on
language. Despite advanced study, you may often have a few
words whose meanings were never clearly mastered.
Encountering one of these words in a test question can result
in a wrong answer. Hence, some of the words that are often
used in nursing but are prone to being misunderstood are
identified, defined, and their use illustrated in sentences
reflective of nursing practice. There is also a chapter on test-
taking strategies. You may have already used many of these,
but reviewing them as a unit helps to ensure that you are
approaching the NCLEX-RN with the sharpest test-taking
skills possible. The chapter even provides exercises to allow
you to practice key skills.

The next 30 chapters of the book present the review of
nursing content. The title of each chapter consists of one of
the major NCLEX-RN test plan categories followed by the
subcategories and topics from the plan to be covered in that
chapter. Precise headings found on the NCLEX-RN test plan
have been used to help you think about the content in the
same way that the test is organized and the questions are
designed. There are separate sections in the text dealing with
the child-bearing client and with gerontology just as there
are in the test plan. Care of the pediatric client is incorpo-
rated throughout the text. Icons in the margin are alerts that
the information applies specifically to a pediatric client or a
child-bearing client.

To help you recognize and learn critical points of con-
tent, the following alerts, which highlight key pieces of
information, have been included in the chapters:

Assessment Alerts are key considerations related to
assessing a particular type of client. These are factors
with potential for significant impact on the client’s
health status if they not recognized and usually repre-
sent variations from the norm.

Nursing Intervention Alerts are dos and don’ts of practice
that have significant import for the client’s well being and
that apply to a specific client problem not to all clients.
Clinical Alerts are specific items of information unique
to a health problem, treatment, or test, which if not
known can lead to incorrect interpretation of a clinical
situation and an incorrect nursing action.

Practice Alerts are critical guidelines such as legal
requirements or standards, which relate to the practice
of nursing in general.

In addition to the alerts, complications and client teach-
ing are highlighted areas because each is a separate section
on the NCLEX-RN test plan. A complications heading fol-
lows the Rx heading in the presentation of health problems,
surgery, treatments, and diagnostic tests whenever there are
significant complications that should be known. In addition,
there is a table summarizing complications related to major
disorders. A section on client teaching, which lists specific
information that needs to be taught to the client, is part of
the presentation of virtually every health problem and major
diagnostic or treatment modality.

Think Smart—Test Smart boxes found throughout the
book are designed to make you stop and think about the dif-
ferences between similar or frequently confused words or
concepts, the different ways the information could be
worded, how questions could be asked in different ways to
test the same content, or to identify a memory trick related
to content to be learned.

Also unique to this book are worksheets at the end of
each chapter. These worksheets allow you to actively engage
with the content; help to further “cement” content into
memory; and provide a check of your understanding of basic
facts and concepts. This is important because NCLEX-RN is
primarily a test of application of knowledge and one cannot
apply what one does not know.

xiii
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xiv.  PREFACE

Of course, the book also contains hundreds of practice
questions. Practice questions are given at the end of each
chapter as well as in the last chapter of the book, which con-
sists of 198 pages of questions. Questions are in NCLEX-RN
format and consist of both traditional multiple choice as well
as the newer alternative style items. For all questions, the
correct answer is explained; for multiple-choice questions,
reasons why options are incorrect are also given. In many
cases, these explanations are “mini lectures,” which serve to
synthesize and or highlight an area of information. Thus the

content review chapters and the final question chapter work
together to present key concepts for review.

[ believe that this book will help you be successful on
the NCLEX-RN. It is based on more than 25 years of teach-
ing nursing students and giving NCLEX-RN review classes. I
wish you success on the examination and hope that you find
nursing a fulfilling and rewarding profession.

Sincerely,

Fran Monahan, PhD, RN, ANEF



Part |

TESTING
SMART
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CHAPTER 1

Preparing for
NCLEX-RN®

PART 1: THE TEST
Purpose of NCLEX-RN®

The purpose of this examination is to protect the safety of
the public. The examination is designed to determine
whether candidates for licensure as registered nurses have
the minimum level of knowledge needed to practice compe-
tently, knowledgeably, and safely at an entry level.

In preparing for the examination, key words from the
stated purpose of the examination that you should think
about are minimum level, safely, and entry level. These
words can help focus your preparation and ease your
mind. What they tell you is that the examination questions
will test general principles and commonly encountered
patient care situations. The focus will not be on testing
obscure pieces of knowledge applicable only rarely in
practice. Neither will the test focus on situations that
demand a complexity of judgment, which can be expected
only with time and experience. What can be expected to
be stressed are nursing assessments and actions that pro-
tect patients from harm. This means that in preparing, you
must give special attention to facts and procedures that
promote physical safety, emotional safety, and protection
from, or early identification of, disease complications or
iatrogenic problems.

Development of the NCLEX-RN®

Knowing the basic process by which the examination is
developed will further help direct your preparation. It
will reinforce the fact that the questions focus on critical
information regularly used by new graduates in daily
practice.

NCLEX-RN® has been developed by the National
Council of State Boards of Nursing (NCSBN) and is updated
on the basis of a work-study analysis of what new graduates
do in the workplace. All aspects of nursing practice are
observed and then classified into categories and subcate-
gories. These categories and subcategories then form the
basis of the test plan, which specifies the content to be cov-
ered and the number of questions to be asked related to each
area. Job analyses are done periodically and the test plan is

changed, if required, according to the results. This ensures
that the test remains accurate and consistent with current
practice. Content of the examination is matched to the scope
of practice.

In selecting the content to be tested, there are two major
considerations: the frequency with which the information is
needed in day-to-day practice and the criticality of the infor-
mation to the patient.

The test questions are written by nurses who practice in
a setting where they work with new graduates. The ques-
tions are carefully edited for any type of bias. They are also
reviewed for clarity and correctness of the key by other prac-
titioners. This ensures that the questions and answers repre-
sent accepted principles of safe practice and not a regional
practice or opinion.

The Test Plan Content

The content is organized around four categories of human
needs, which have been identified by the NCSBN. The four
categories and their related subcategories are as follows:

¢ Safe, effective care environment
—Management of care
—Safety and infection control
¢ Health promotion and maintenance
—Growth and development through the lifespan
—Prevention and early detection of disease
¢ Psychosocial integrity
—Coping and adaptation
—Psychosocial adaptation

Physiological integrity

—Basic care and comfort
—Pharmacological and parenteral therapies
—Reduction of risk potential

—Physiological adaptation

Each of these subcategories constitutes 5-13% of the
test except for Reduction of Risk Potential and Physiological
Adaptation each of which accounts for 12-18% of the total
questions.

Copyright © 2008 by The McGraw-Hill Companies, Inc. Click here for terms of use.



4 PART I: Testing Smart

Integrated throughout each of the client needs cate-
gories are the steps of the nursing process, caring, commu-
nication and documentation, and teaching and learning.

NCLEX-RN® Style

In preparing for any examination, it is always helpful to
have some idea of what to expect in terms of style. This
helps prevent surprises, which can be distracting and can
create anxiety. Knowing about the examination style in
advance, helps free your mind to focus on the content of the
questions. Some key points about the style of the NCLEX-
RN® are that it

o uses the term “client,” not “patient,” to refer to the recipi-
ent of care.

* isan integrated examination, that is, it covers clients of all
ages, backgrounds, and levels of health or illness.

* is gender neutral.
* is reviewed to remove any culturally biased terms.
¢ has primarily a multiple-choice format: stem and four
options only one of which is the answer to the question.
¢ includes some other types of questions, for example,
—those that require the test taker to fill in the blanks with
numerals or words rather than selecting an answer from
a list of four options.

Example:
What is the normal heart rate in a newborn?
beats per minute.

—those that contain pictures/diagrams and ask the test
taker to identify a particular site by touching the correct
area on the diagram.

Example:
Where would the nurse auscultate for the apical pulse?

The test taker has to touch an area on a diagram of the
chest. If the test taker touches the correct area or “hot
spot,” the answer is correct.

—those that present a list of assessment findings or nurs-
ing actions, etc., and ask the test taker to identify all
those that are appropriate for a particular type of
patient.

Example:
Which of the following are risk factors for cancer of the
breast?

Mark all that apply.

= Family history

= Nulliparity

= Age over 50 years

= Late menopause

= Breast-feeding

= Cigarette smoking

= Provides a drop-down calculator as needed.

Administration of the NCLEX-RN®
To be admitted to the NCLEX-RN®, you need

* an Authorization to Text letter (This is sent to you upon
receipt of application and fees and verification of eligibility.)

o two forms of ID—one of which must be a photograph ID
and both of which must be signed

NCLEX-RN® is administered by computer. Taking the
test on the computer is not complicated; it only requires use
of the SPACE bar, the ENTER key, and for fill-in-the-blank
answers, the keyboard. For multiple-choice and other similar
questions, the cursor is moved to highlight the option
selected as the answer by pressing the SPACE bar. When the
option(s) selected is highlighted, the ENTER button is
pressed. Then there is an opportunity to check your answer
selection. If the option(s) highlighted is not the answer you
want to give, you may change to another. If the answer you
wish to give is highlighted, you press the ENTER key a sec-
ond time to register your answer. Some very important points
for you to remember about taking the examination are that

o after the ENTER key is pressed a second time to register
your answer, there is no returning to the question or
changing the answer.

* every question must be answered; you cannot skip a
question.

* there is no penalty for guessing.

Number of Questions on the NCLEX-RN®

As a test taker, you of course, would like to know as part of
your mental preparation and planning for the examination,
how many questions you will be asked. For the NCLEX-RN®,
there is no precise answer to this question because it is a com-
puter adaptive test (CAT). This means that the computer
selects the next question based on whether your answer to
the previous question was right or wrong. If the previous
answer was correct, the computer will select a slightly more
difficult question for the next one; if the answer was incor-
rect, the computer will present a slightly easier question.
Thus, each person takes a unique test. The maximum num-
ber of questions a candidate can have is 265. However, the
computer is programmed to make a decision of competent or
incompetent based on the level of difficulty of questions
answered correctly or incorrectly so relatively few candidates
receive 265 questions. The minimum number of questions a
candidate can receive is 75. Of these 75, 15 pretest items, i.e.,
items that are being tested for future use, are interspersed.
These pretest items do not influence your passing or failing.

Examination Time

In preparing for an examination, it is also important to know
how much time you will be allowed to complete it. The total
time allowed for the NCLEX-RN® is 6 hours. If at the end of
6 hours, you have not answered enough questions for the



computer to determine whether you are competent, you fail
by default. Based on the maximum of 265 questions and the
maximum time of 6 hours (360 minutes), there is slightly
more than one and a third minutes allowed per question.
However, since few candidates receive the maximum allow-
able number of questions, the time available is generally
more. Nonetheless, time is not unlimited so you should not
spend excessive time on any one question.

Report of Pass—Fail

Forty-eight hours after you take the test, the Board of Nurs-
ing in the state where you are applying for licensure gets the
pass/fail result. The Board then checks that all other require-
ments for licensure are met, and then sends out your results.
Results are only reported in writing and never by telephone.

If you have failed the examination, it may be taken again
in 3 months. How many times the test may be repeated
depends on the State Board of Nursing.

NCLEX Myths

The NCLEX-RN® is one of the most important examinations
that nurses ever take. To reach the point of taking the exami-
nation, much time, energy, and money have been invested and
many sacrifices have been made. Because of these facts, you
will hear many stories about the examination and receive
much advice. This type of impromptu shared information
often contributes to “myths” about the NCLEX-RN®, which
serve as sources of undue anxiety. Some of the more common
myths, and the corrections to them, are presented below.

The number of questions one receives indicates pass or fail.—This
is not true. Candidates can answer the minimum number of
questions, all of which are difficult, correctly and pass. Other
candidates can answer the minimum number of questions, all
of which are easy, and fail. It is not the number of items but the
difficulty of the items that determines pass or fail.

Extra long tests are given randomly to selected test takers.—This
is not true. The number of questions is determined by the
difficulty of questions you answer correctly or incorrectly.

One needs to memorize everything.—This is not true. The
test is looking at determining safe, entry-level practice
based on the job analysis of what new graduates actually
do in the work place. It is also testing generally accepted
standards/methods of care. It is not testing rare, regionally
variable information.

How good you are with the computer determines how well you
do on the examination—The Educational Testing Service
has done research on the question as to whether computer
skill influences examination performance. The results
show that the test-taker’s computer skill does not influ-
ence the score on the examination.

For more information about NCLEX, see the NCLEX
Candidate Bulletin which can be accessed at the NCSBN
Web site www.ncsbn.org.
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PART 2: STUDYING FOR THE TEST

Study smart and study well! Remember, this is your future. It
represents short-term sacrifice for a long-term gain.

Identify Areas for Intensive Review

Evaluate your own strengths and weaknesses. Often, it is a
temptation to spend most of your study time reviewing
material you already know quite well. This is because what
you know best is most often material that you like, find easy,
and are interested in (that is why you learned it well in the
beginning). It is comfortable material and makes you feel
good about taking the examination. Avoid this pitfall. Spend
most of the time on what you do not know so well.

Begin identifying what you do not know so well by think-
ing about what areas you did least well on in nursing school or
had the least experience with—write them down. These may
be broad areas of practice, for example, pediatrics or mental
health/psychiatric nursing or specific topics such as acid—base
balance, burns, or problems of the nervous system. If you are
not a recent graduate, also identify those things that you did
well in nursing school but have not had any recent experience
with; these areas will need review but not as much time as those
areas you did not know really well in the beginning. Be careful
about assuming that since you have a lot of experience in a
practice area you do not need to review. Remember NCLEX is
a theory/textbook-oriented examination. The questions and
answers are based on what “should be” in practice, not on the
shortcuts and improvisations that “are.” Whether you are a new
or a not-so-new graduate, review the list of topics in the
NCLEX-RN® test plan found in this book and judge your level
of comfort with each, referring of course to the list you made as
the first part of this exercise. Mark with two checks those top-
ics you feel you really do not know; make one check by those
that you probably do not know really well. This will serve as a
guide to make sure you review the areas most important to you.

Select Backup Review Materials

This book, like all review books, is written in an abbreviated
format that assumes basic understanding and focuses on key
points. If you never mastered an area well or you encounter
content in this book that you do not understand the basis of,
it is important to go to a basic classroom text for clarification
and additional discussion.

NCLEX-RN® utilizes selected texts as references. Lists of
text books are sent to schools of nursing with directions to
indicate those which are used in the curriculum and to add
any that are used but do not appear on the list. Reference
texts are selected based on the extent of use in schools of
nursing. Questions are designed to address basic principles
of practice about which all texts agree, not to test about
uncommon pieces of information, which are debatable. The
current list can be accessed at the NCSBN Web site.


www.ncsbn.org

6  PART I: Testing Smart

Develop a Realistic Schedule for Review

Dividing up material into achievable goals is smart. Each
time you meet a goal, you feel more positive about yourself
and your ability to deal with the material and the examina-
tion. This reduces stress and hence supports your ability to
be successful. There are different ways to develop a realistic
schedule. One way is to determine the number of days until
you are scheduled to take the NCLEX-RN®. Also, determine
how many hours on how many of these days can you realis-
tically study. Be sure to allow for down time. After all, no one
can study without a break and everyone must eat, sleep,
bathe, etc. Tally total available study times/hours. Now
assign study times/hours to the topics for review. Working
from the test plan topics that you have marked according to
how well you feel you know them, assign hours first to the
topics needing in-depth review. These are the most impor-
tant topics to review because you have already acknowl-
edged that you do not feel you know them. Next, assign
study times to those topics, which you decided you probably
do not know well, and then to those needing a less-detailed
review. Finally, place the topics in the order you will study
them. Alternate hard and easy topics and topics you like
with those you do not like—this will help keep you from
shortening your scheduled study time.

To have enough time to study well you may need to
make some temporary changes in your lifestyle. You may
need to take time off from work, negotiate sharing of house-
hold tasks with others in the house, delay some projects or
activities, and limit your social life. Only you can determine
what is the best approach to ensure the time you need
for study but as you consider your options remember—
cramming is not one of them. It will not work. There is way
too much material.

Select a Study Place That Works for You

Your study place should be quiet and convenient. A place
you will be undisturbed but with space for your study mate-
rials. It should have good light to facilitate reading without
developing eyestrain and/or a headache, a comfortable seat,
and an ambient temperature that is not so warm that it
makes you sleepy and not so cold that it distracts you from
studying. Lying in bed or on a couch to study is not a good
idea as it is at best relaxing, and at worst, sleep-inducing. A
certain level of awake alertness is necessary for successful
studying.

Select a Study Time That Works for You

Different people are most alert at different times of the day.
Some people are “morning people” and concentrate best on
first getting up; others are night people and concentrate best
in the evening. Some people have periods of best function at
two different times of the day. Analyze yourself to determine
when your most productive intellectual periods are and then

plan to study the most challenging material during these
times. Plan to review material that needs less intense study at
other times. If you have family responsibilities around which
you must organize study time, involve family members in
planning how to make your best study times available for
working on your NCLEX-RN® review.

Make Use of All Available Time for Study

You can learn a great deal, relatively painlessly, by making
good use of small amounts of available time throughout the
day. You may have done this during nursing school. If so,
recall some of your strategies. If not, begin to develop time-
effective study techniques now.

Examples of how you can capitalize on bits of unused
time:

* Review a brief set of laboratory values, the principles of a
nursing procedure, or assessment parameters for a specific
disease in the 5 minutes before you take a shower, then
use the time in the shower to repeat them to yourself.

e Write information to be learned on an index card(s) and
study when standing in line at the grocery store or when
waiting to pick children up at the school bus, etc.

Prepare Yourself for Studying

Collect your notes, books, pens, highlighters, etc.

Eliminate potential distractions: Shut off the cell phone; get
out of range of the land phone; shut off the TV, CD player,
and radio.

Go to the bathroom.

Refresh yourself: Wash your face and hands. Brush your
teeth.

Get something to drink.

Do whatever you need to do so that you will not feel uncom-
fortable or have to interrupt your studying.

Study Effectively

When you study, engage yourself with the content; mechan-
ical reading of notes is useless. Research shows that the
more actively you engage with the content, the better you
learn. So take notes, underline or highlight, repeat content
out loud; walk back and forth while you memorize; try to
think what questions could be asked about the subject
being reviewed.

Use a sequence of study—rest/reward—review. For
example, study for 50 minutes. Take a 10-minute break.
Reward yourself. Have a cup of tea or take a shower. Do not get
involved in a mentally demanding activity that will cause you
to lose your focus on the examination material. Take 10 min-
utes to review the material you just studied. As you review,
mark any areas for which you think, “I don’t really know that”
or “I had forgotten about that.” Go back and review the marked
areas at the beginning of your next day’ study.



To keep up your motivation, you can also do things like
putting signs on your wall that say “You can do it.” or “This
will be over in__days.” You can plan to go out to eat or buy
a new dress if you meet your goal. Again, think about what
motivational tricks work for you and use them.

Know When to Stop

When scheduling study, it is also important to recognize
when you have studied to your capacity. Your time is valu-

CHAPTER 1 Preparing for NCLEX-RN® 7

able and you do not want to waste it by trying to study
when you are beyond your ability to concentrate. It is better
to take a break or accomplish something else that needs to
get done and then return to studying with refreshed con-
centration. You will learn more in the end. So, again analyze
yourself. You did a lot of studying in nursing school. What
is the length of time you can usually concentrate? What are
the telltale signs of when you are no longer learning effec-
tively? Take these factors into consideration as you schedule
study.

WORKSHEET

QUESTIONS

you check.

4. Who are the writers of NCLEX-RN® test questions?

Do you have key facts from this chapter on your NCLEX-RN® knowledge ring? Complete the worksheet below to help

1. Why is passing the NCLEX-RN® a requirement for being licensed as a registered nurse?
2. At what level of practice is the NCLEX-RN® designed to measure competence?

3. What are the two major considerations in the selection of content to be tested on the NCLEX-RN®?

5. What is the predominant type of question found on the NCLEX-RN®?

6. How many questions does one have to get right in order to pass the NCLEX-RN®?

7. What is the maximum length of time that one can take to complete the NCLEX-RN®?

8. Do you need to be proficient in use of a computer in order to do well on NCLEX-RN®?

9. Can you skip a question on NCLEX-RN® and go back to it if you are not sure of the answer?

10. Does having the test stop when only 75 questions have been answered mean that you have failed?




8  PART I: Testing Smart

ANSWERS & RATIONALES

WORKSHEET ANSWERS

1. Why is passing the NCLEX-RN® a requirement for being licensed as a registered nurse?

Answer
To protect the safety of the public by limiting the practice of Registered Nursing to those individuals who have passed
an examination, which documents ability to practice competently, knowledgeably, and safely.

2. At what level of practice is the NCLEX-RN® designed to measure competence?

Answer
Entry-level Registered Nurse Practice.

3. What are the two major considerations in the selection of content to be tested on the NCLEX-RN®?

Answer
Frequency with which the information is needed in day-to-day practice and the criticality of the information to the
patient.

4. Who are the writers of NCLEX-RN® test questions?

Answer
Registered nurses who work with new graduates in their practice.

5. What is the predominant type of question found on the NCLEX-RN®?

Answer
Multiple-choice question.

6. How many questions does one have to get right in order to pass the NCLEX-RN®?

Answer
It varies because NCLEX-RN® is a computer adaptive test and the decision on whether a test taker passes or fails is
based on the difficulty of the questions answered and not on the absolute number.

7. What is the maximum length of time that one can take to complete the NCLEX-RN®?

Answer
6 hours.

8. Do you need to be proficient in use of a computer in order to do well on NCLEX-RN®?

Answer
No, studies have shown that computer proficiency has no effect on passing or failing.

9. Can you skip a question on NCLEX-RN® and go back to it if you are not sure of the answer?

Answer

No, a question cannot be skipped and once a question has been answered and the ENTER key has been hit the sec-
ond time to register the answer, one cannot go back to the question.

10. Does having the test stop when only 75 questions have been answered mean that you have failed?

Answer

When the test stops after the minimum of 75 questions have been answered can mean one either passed or failed. The
pass/fail decision is based on the difficulty of the questions answered correctly or incorrectly, not on the number.




CHAPTER 2

Test and Language

Basics

To answer an examination question correctly, knowing the
subject content is not enough. You have to clearly under-
stand each part of the question in the context of nursing
and correctly interpret the meaning of the question itself.
Because nursing is a practice profession and the NCLEX-
RN is measuring basic practice competencies, questions
typically contain a clinical scenario followed by the ques-
tion stem. In the case of multiple-choice questions, options
follow.

When taking an examination, it is important for you to
recognize each of these question parts, so read the following
definitions and look at the example carefully.

* Clinical scenario: This part of the question tells you about
the clinical situation.

o Stem: This part of the question contains the actual prob-
lem/question to be answered.

* Options: These are the answer choices provided. Options
are also called alternatives and in the case of traditional
multiple-choice questions, consist of one correct answer
(the key) and three distracters or incorrect answers.

It is important that you read and understand each of these
parts correctly for a lot of reasons.

* Facts provided in the scenario are often critical to select-
ing the best answer to the question. If these facts are not
correctly understood, it is difficult to select the best
answer.

o If the question being asked is not correctly understood,
distracters, which sometimes answer a different question
than the one asked in the stem or assume information not
provided in the stem or in the scenario, are more likely to
be perceived as the correct answer.

e Most questions also contain key words. These are
words that direct the answer; hence, attention to them
along with clear understanding of their meaning is
essential.

KEY WORDS

Because key words are so important in determining the cor-
rect answer to a question, a list of frequently used key words

is presented below for your review. Note that some of the
words are negative.

First

Priority

Next

Best

Most

Least

Appropriate

Inappropriate

Last

Suitable

Not

Early

Late

Immediately

Initial

Only

After

Every

Expected

Contraindicated

Partial

Unexpected

Independently

Common

Uncommon

The following question illustrates the use and impor-
tance of a key word:
When giving medications to a client, what should the

nurse do first?
1. Position the client
2. Check the client’s identity
3. Explain what he/she is going to do
4. Ask how the client is feeling

In this example, all options are correct nursing actions
when giving medications but which one is the correct

Copyright © 2008 by The McGraw-Hill Companies, Inc. Click here for terms of use.



10  PART I: Testing Smart

answer is determined by the qualifying word “first.” The first
action is to check the clients identity.

Practice identifying key words by completing the
following exercise:

Directions: Read each of the following questions. If the
question contains a key word, underline it.

1. Which clinical manifestation would the nurse expect
when assessing a client admitted with a diagnosis of
bacterial pneumonia?

2. Which sign should alert the nurse to a potential
problem in a client with a history of a CVA?

3. What is the primary goal for the hospice care of a
client with lung cancer?

4. Which nursing intervention should be given priority in
the plan of care for a teenager with sickle cell anemia?

5. The nurse is assessing the nutritional status of a
client who is 3 months pregnant. Which information
is most important for the nurse to obtain?

6. The nurse is obtaining a health history of a debili-
tated client with sacral pressure ulcers. Which ques-
tion should the nurse ask to elicit information effec-
tively about the clients dietary intake?

7. Which behavior by a client with a newly created
colostomy should alert the nurse to the need for
teaching regarding skin care?

WORKSHEET 1: IDENTIFICATION OF KEY WORDS

8. What is the best way to assess for shortness of
breath in a 3-year-old client with congenital heart
disease?

9. The nurse is assessing a family’s ability to provide
emotional support to a family member diagnosed
with cancer. Which observation is most essential?

10. In analyzing a teenage primipara’s need for teaching,
the clinic nurse should ask which question?

11. Which finding should the nurse expect when check-
ing urinary output of a client with SIADH?

12. Which information would be most helpful when
preparing to do a home assessment prior to discharge
of a low birth weight newborn?

13. Why is it important to monitor pulse rate in a client
on digoxin?

14. A 25-year-old woman comes to the clinic com-
plaining of lower left abdominal pain. Which
additional information should the nurse obtain
initially?

15. Which assessment question should receive priority?

FREQUENTLY
MISUNDERSTOOD/MISREAD
ENGLISH WORDS

Almost everyone has one or more words that he/she somehow
learned incorrectly and as a result misunderstands its precise
meaning. These can be very common, simple words and often
the person is unaware of the error. This can be a particular
problem when English is a person’s second language, or is not
the language of the household. Words that are similar in
spelling and in pronunciation are particularly at risk of being
misread, misused, or misunderstood. Because errors of this
type can cause an NCLEX-RN question to be answered incor-
rectly, a list of potentially misleading, common English words
follows. Each word is followed by its definition and a sentence
illustrating its use in nursing practice. You should read each
one carefully and ask yourself if you were clear about the use
of the word and its meaning. If your answer is Yes—great! If
the answer is No, mark the word to be reviewed again.

Accept—to agree or receive.

Examples:
The client accepted the diagnosis of breast cancer with
surprising calm.

The client accepted the nurse’s recommendation that all
his drugs be ordered at the same pharmacy.

Except—indicates something is to be omitted or left out.

Example: All the assessment findings except the rash are
consistent with a lower respiratory infection.

Advice—suggestion, guidance, or counsel.

Example: The client asked the nurse for advice on the
best way to apply the ileostomy bag.

Advise—to give a suggestion, guidance, or counsel.

Example: The nurse advised the new mother to nap in
the afternoon when the baby is sleeping.

Assent—to agree to.

Example: The nurse assented to a change in unit assign-
ment for the day.

Ascent—to rise or to climb.

Example: The ascent of carbon monoxide levels in an
enclosed area when a car is left running is rapid and can
result in fatality.

Breath—air pulled into the lungs in one inhalation.



Example: Take a deep breath and hold it while I listen
with the stethoscope over your lungs.

Breathe—the act of inhaling and exhaling air from the lungs.
Example: Breathe in slowly and deeply through your
mouth.

Caster—wheel on a swivel.
Example: Many pieces of hospital equipment such as IV
pumps and over-the-bed tables are on casters for ease of
transport.

Castor—oil from castor beans, used as a laxative.
Example: A single dose of castor oil was ordered as part
of the prep for the client’s upcoming bowel surgery.

Charted (Not chartered)—entered in the client record.
Example: The nurse charted the appearance of the
wound in the client’s record.

Sight (Not site or cite)—vision.
Example: Eyesight typically declines with age.

Site (not cite)—location.
Example: The planned donor site for the skin graft was
the left, upper, outer thigh.

Coarse (not course)—rough, uneven.
Example: The skin of clients with hypofunction of the
thyroid is often coarse in texture.

Course—progression, order, direction.
Example: The course of the disease is characterized by
exacerbations and remissions.

Compliment—praise.
Example: The supervisor complimented the nurse on
her efficient handling of the multiple emergency admis-
sions, which occurred during her shift.

Complement—add to or mix well.
Example: Participation in a support group can comple-
ment individual counseling.

Complaint—expression of something wrong.
Example: The clients chief complaint was a sharp pain
in the left chest.

Compliant—willing to follow requirements or directions.
Example: The client verbalized a desire to be compliant
with the medication regimen but stated he could not be
because he could not afford to buy the medications
ordered.

Continuous—going on without stopping.
Example: The client was receiving continuous feedings
via a nasogastric tube.

Continually—happening at regular intervals or again and
again.
Example: The client continually complained of nausea
while receiving the antibiotic.
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Defective—taulty or abnormal.

Example: The neonate was diagnosed with a defective
mitral valve.

Deficient—Ilack of.

Example: Genetic syndromes characterized by deficient
chromosomal material are more often fatal than those
characterized by excess chromosomal material.

Dessert (not desert)—sweet foods served at the end of a
meal.

Example: The nurse advised the client to eliminate
desserts as a step in controlling weight.

Uninterested (not disinterested)—not caring.

Example: The client appeared markedly uninterested in
learning about the prescribed diet.

FElicit—draw out information.

Example: The nurses questions while obtaining the
client history are designed to elicit complete, accurate
information on which to base a nursing diagnosis.

Micit—illegal.
Example: When obtaining a history, questions should
be asked about the use of prescription drugs, over-the-
counter drugs, herbal preparations, nutritional supple-
ments, and illicit drugs.

Imminent (not Eminent)—about to happen.

Example: An aura, unique to the individual, is often the
sign of an imminent seizure.

Farther—greater distance.

Example: The client should be ambulating farther than
the bathroom.

Further—more.

Example: Before discharging the client, the physician
decided further discussion with the family concerning
plans for home care was necessary.

Former—the first of two. (Latter refers to the second of
two.)

Example: Nausea and vomiting are common side effects
to some medications.The former is a symptom because
it cannot be seen, felt, or heard by an external observer;
the latter is a sign because it can be observed.

Healthy—mnot ill, well.
Example: The child appeared healthy.

Healthful—promoting wellness.
Example: Adequate daily intake of calcium is healthful.

Lose—misplace, be deprived of.
Example: Clients lose central vision with macular
degeneration; they lose peripheral vision with glau-
coma.
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Loose—opposite of tight.

Example: Loose bowel movements can be a problem for
clients following an intestinal resection.

Nauseous—inducing a feeling of nausea.

Example: The nauseous smell of the drainage made the
dressing difficult to change.

Nauseated—experiencing nausea.

Example: The client became nauseated 2 hours after the
chemotherapy was administered.

Past—time gone by, ago.
Example: The time is past that medications could have
helped; now surgery is the only option.

Passed—moved along, went away, departed, succeeded on
a test.

Examples:
The suppository passed the rectal sphincter without dif-
ficulty.

The client passed a renal calculus last evening.

Patient—recipient of care.
Example: The patient thanked the nurse for making her
comfortable.

Patience—tolerance or understanding.
Example: Patience is often needed when dealing with
sick children.

Peace—calmness, tranquility.
Example: Helping the client achieve peace of mind is a
goal of the hospice nurse.

Piece—part or section.
Example: The piece of the Foley catheter that inflates to
hold the catheter in the urinary bladder is called the
balloon.

Personal—private.
Example: Use of personal information about clients is
governed by the HIPAA regulations.

Personnel—employees.
Example: Nurses are licensed health care personnel.

Prescribe—order for.

Example: The nurse practitioner prescribed the
antibiotic Cipro for the client with a urinary tract
infection.

Proscribe—prohibit.
Example: Leaving the unit with the narcotics key is pro-
scribed.

Principal—of major importance.

Example: A principal use of digitalis is to strengthen
the contraction of the myocardium in cases of heart
failure.

Principle—a truth.

Example: The principle underlying use of a fan for cool-
ing is that one of the ways heat is lost from the body is
by convection.

Proceed—go on, continue.

Example: The nurse proceeded with the dressing
change after the client had stopped coughing.

Precede—go before.

Example: Mild signs of an upper respiratory infection
preceded the development of the rash.

Quite—a great deal.

Example: The client was quite verbal regarding his
opinion of his care.

Quit—Ileave or stop.
Example: The client stated he wished he could quit
smoking.

Rise—get oneself up.

Example: The client who had a CVA said to the nurse “I
look forward to the day I can rise out of the bed in the
morning without assistance.”

Raise—lift or elevate an object or person.

Example: During a breast examination, the client needs
to raise her arms over her head so the contours of the
breast can be inspected.

Stationary—not moving,.
Example: The brake on the wheelchair should be set
when the client is being moved in or out of the chair in
order to keep the chair stationary and help prevent the
client from falling.

Stationery—paper.
Example: Official letters should be written on stationery
imprinted with the agency letterhead.

Statute—legal restriction.
Example: The statute of limitation for malpractice cases
differs state to state.

Stature—person’s size.
Example: The client’s stature was consistent with a diag-
nosis of hypopituitary dwarfism.

Adequate—sulfficient.
Example: It is the nurse’s responsibility to determine if
the client’s 24-hour fluid intake and output is adequate.

Aggravate—make worse.
Example: Straining at stool will aggravate hemor-
rhoids.

Allay—put at rest or cause to subside.

Example: Providing the client with information about a
procedure to be done can allay anxiety.



Anticipate—take up or use ahead of time.

Example: Prior to entering an isolation room, it is impor-
tant that the nurse anticipate client needs so that she is
prepared with knowledge and equipment to provide the
needed care.”

Avoid—keep away from.

Example: Immunosuppressed clients need to avoid
crowds because of the risk of exposure to infection.

Competitive—contest between rivals.

Example: In competitive inhibition of enzyme activity,
the inhibitor competes with the substrate for binding on
the enzyme.

Compromised—to endanger.

Example: Circulation to the lower extremities is com-
promised when the client is in lithotomy position.

Assume—take for granted.

Example: The nurse should never assume the client has
understood instructions; validation of understanding by
repeating the instructions or by return demonstration is
always necessary.

At least—the very minimum.

Example: If the client refuses to lie in the prone posi-
tion, at least have him lie on his side.”

Confer—consult or to bestow.

Example: The Client Care team conferred to determine
the best approach to manage the bladder retraining pro-
gram of a newly admitted client.

Deny—declare not to be true.

Example: Clients sometimes deny use of illegal drugs
because they fear the reaction of the health care provider.

Determine—to come to a decision or to obtain first hand
knowledge.

Example: To determine the causative organism of a
wound infection, a culture is done.

Differentiate—discriminate or identify differences.

Example: When examining the chest, it is important to
differentiate between crackles and wheezes.

Exacerbate—worsen.

Example: Exposure to cold and damp can exacerbate
the symptoms of a sinus infection.

Enhance—augment.

Example: Comfort measures such as clean linen, a back
rub, and pleasant music can enhance the action of pain
medications.

Excessive—more than acceptable, exorbitant.

Example: The bleeding was excessive following the
surgery.

CHAPTER 2 Test and Language Basics 13

Expectorate—cough up and spit out mucus.
Example: To prevent spread of infection, the nurse
instructed the client to expectorate into a tissue and dis-
pose of it in the provided plastic bag.

Flushed—any tinge of red.
Example: The client’s face was flushed and he was warm
to the touch.

Flaccid—without resistance.
Example: A flaccid muscle is one with less than normal tone.

Tense—rigid, feeling nervous.

Examples:
A sign of increased intracranial pressure in a neonate is
a tense fontanelle.

The client complained of feeling extremely tense when-
ever an interview with the psychiatrist was scheduled.
Hoarseness—grating sounds.
Example: Hoarseness is a characteristic symptom of
laryngitis.
Impinge—come into close contact.
Example: The CAT scan showed that the tumor was
impinging on the recurrent laryngeal nerve thus
accounting for the hoarseness.
Inept—mnot apt, unable to do well.
Example: The client remained inept at handling the
insulin syringe, so additional teaching was planned.
Insulation—prevent transfer of electricity, heat, or sound.
The insulation in the walls of hospital rooms helps clients to
rest by decreasing nose heard from other areas of the unit.
Intact—without injury.
Example: The client’s skin remained intact despite the
long period of bed rest.
Isolation—loneliness, separation.
Examples:
Clients having intracavitary radiation treatments are at
risk for feelings of isolation.
Clients presenting with active, drug resistant tuberculo-
sis are placed in isolation.

Lead to—results in.
Example: An untreated streptococcal sore throat can
lead to glomerulonephritis in susceptible children.
Least likely—in the smallest degree, lowest chance.

Example: The client least likely to develop constipa-
tion is the one with a liberal fluid and roughage intake,
who exercises regularly, and obeys the urge to defecate.

Most likely—to the greatest degree, highest chance.

Example: Of antibiotics, diuretics, or calcium channel
blockers, the drugs most likely to cause allergic reactions
are the antibiotics.
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Liberally—ifreely, unchecked.

Example: The client should be encouraged to use the
Calamine lotion liberally to control the itch of the
poison ivy.

Predispose—create a tendency to.

Example: Use of immunosuppressant drugs predisposes
the client to infection.

Refrain—keep oneself from doing.

Example: The client was instructed to refrain from lift-
ing anything over 5 lbs following repair of his hernia.

Sparingly—frugally.
Example: It is important to apply the skin preparation
sparingly in accordance with the directions.

Permit—Iet.

Spasm—involuntary contracture.
Example: The client complained of repeated leg spasms

Example: Elevating a Foley catheter drainage bag above during the night.
the level of the client’s pelvis permits backflow of urine

into the bladder.

Profuse—pouring forth.

Sedentary—physically inactive.
Example: A sedentary lifestyle predisposes to obesity.

Example: Vaginal drainage was yellow, profuse, and Check your basic test vocabulary by completing the fol-

malodorous.

lowing vocabulary exercise.

WORKSHEET 2: VOCABULARY

Directions: Match the definitions in column B with the words in column A.

Column A Column B
1. Site a. something to be left out
2. Coarse b. progress
3. Imminent c. without intending to
4. Deficient d. rough
5. Former e. create a tendency to
6. ___ Enhance f. saturate
7. ___ Impinge g. location
8. ___ Tense h. atruth
9. ___ Predispose i. atany time
10. ___ Sedentary j. unable to do well
11. __ Except k. inactive
12. ___ Principal 1. shaky
13. ___ loose m. opposite of tight
14. ___ Exacerbate n. eliminate
15. __ Profuse 0. pouring forth
p. easy going
q. of major importance
r. cause discomfort
s. rigid
t.  worsen
u. about to happen
v. first of two
w. misplace
X. augment
y. lack of
z. come into close contact
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WORKSHEET 3
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QUESTIONS

Do you have key facts from this chapter on your NCLEX-RN knowledge ring? Complete the worksheet below to help you check.

Directions: For items 1 to 5, read each question. If the question contains a key word, underline it.

1.

Which nursing intervention should be given priority in the plan of care for a client with newly diagnosed tuberculosis?

. In formulating a teaching plan for home care of a client with lung cancer, which information is most essential to
include about the use of oxygen?

. In caring for a client receiving outpatient chemotherapy for metastatic breast cancer, which instruction should the
nurse include about the care of the central line?

. When administering an IM medication using Z-track technique, what is the next step the nurse should take after
injecting the medication into the muscle?

. When assessing a client’s response to Toprol XL, which finding would be unexpected?

Directions: For items 6 through 10, read each sentence carefully and decide if the underlined word is used correctly or
incorrectly in the sentence. Write Correct or Incorrect at end of each sentence.

6

10.

. The client’s nutritional status was compromised when he eliminated almost all sources of protein from his diet.
. The nurse reported that the client was inept after reviewing laboratory reports that showed immunosuppression.

. The medication allayed the pain as indicated by the client’s statement that her pain was almost gone.

. On first encountering a client, statute should be noted as part of the general assessment survey.

After the client drew up the incorrect amount of insulin and then contaminated the needle, the nurse concluded that
the client needed farther teaching.

ANSWERS & RATIONALES

ANSWERS FOR WORKSHEET 1: IDENTIFICATION OF KEY WORDS

Directions: Read each of the following questions. If the question contains a key word, underline it.

1

. Which clinical manifestation would the nurse expect when assessing a client admitted with a diagnosis of bacterial

pneumonia?

Answer
Which clinical manifestation would the nurse expect when assessing a client admitted with a diagnosis of bacterial
pneumonia?

(continued)
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2. Which sign should alert the nurse to a potential problem in a client with a history of a CVA?

Answer
Which sign should alert the nurse to a potential problem in a client with a history of a CVA?

3. What is the primary goal for the hospice care of a client with lung cancer?

Answer
What is the primary goal for the hospice care of a client with lung cancer?

4. Which nursing intervention should be given priority in the plan of care for a teenager with sickle cell anemia?

Answer
Which nursing intervention should be given priority in the plan of care for a teenager with sickle cell anemia?

5. The nurse is assessing the nutritional status of a client who is 3 months pregnant. Which information is most impor-
tant for the nurse to obtain?

Answer

The nurse is assessing the nutritional status of a client who is 3 months pregnant. Which information is most important

for the nurse to obtain?

6. The nurse is obtaining a health history of a debilitated client with sacral pressure ulcers. Which question should the
nurse ask to elicit information effectively about the client’s dietary intake?

Answer

The nurse is obtaining a health history of a debilitated client with sacral pressure ulcers. Which question should the

nurse ask to elicit information effectively about the client’s dietary intake?

7. Which behavior by a client with a newly created colostomy should alert the nurse to the need for teaching regarding
skin care?

Answer
Which behavior by a client with a newly created colostomy should alert the nurse to the need for teaching regarding

skin care? No keyword.

8. What is the best way to assess for shortness of breath in a 3-year—old client with congenital heart disease?

Answer
What is the best way to assess for shortness of breath in a 3-year—old client with congenital heart disease?

9. The nurse is assessing a family’s ability to provide emotional support to a family member diagnosed with cancer.
Which observation is most essential?

Answer

The nurse is assessing a family’s ability to provide emotional support to a family member diagnosed with cancer. Which

observation is most essential?

10. In analyzing the need for teaching a teenage primipara, the clinic nurse should ask which question?

Answer
In analyzing the need for teaching a teenage primipara, the clinic nurse should ask which question? No keyword.

11. Which finding should the nurse expect when checking urinary output of a client with SIADH?

Answer
Which finding should the nurse expect when checking urinary output of a client with SIADH?

12. Which information would be most helpful when preparing to do a home assessment prior to discharge of a low birth
weight newborn?

Answer

Which information would be most helpful when preparing to do a home assessment prior to discharge of a low birth

weight newborn?
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13. Why is it important to monitor pulse rate in a client on digoxin?

Answer
Why is it important to monitor pulse rate in a client on digoxin? No keyword.

14. A 25-year—old woman comes to the clinic complaining of lower left abdominal pain. Which additional information
should the nurse obtain initially?

Answer

A 25-year—old woman comes to the clinic complaining of lower left abdominal pain. Which additional information

should the nurse obtain initially?

15. Which assessment question should receive priority?

Answer
Which assessment question should receive priority?

17

ANSWERS FOR WORKSHEET 2: VOCABULARY

Column A Column B

1._g Site a. something to be left out
2._d_ Coarse b. progress
3. _u__Imminent c. without intending to
4. _y__Deficient d. rough
5. _v__Former e. create a tendency to
6. _x__Enhance f. saturate
7. _z__Impinge g. location
8. _s_ Tense h. atruth
0. _e_Predispose 1. atany time
10. _k__Sedentary j. unable to do well
11. _a_ Except k. inactive
12. _q__Principal 1. shaky
13. _m_ Loose m. opposite of tight
14. _t_ Exacerbate n. eliminate
15. _o__ Profuse o. pouring forth
p. easy going
q. of major importance
r. cause discomfort
s. rigid
t. worsen

u. about to happen
v. first of two

w. misplace

X. augment

y. lack of

z. come into close contact
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ANSWERS FOR WORKSHEET 3

Do you have key facts from this chapter on your NCLEX-RN knowledge ring? Complete the worksheet below to help
you check.

Directions: For items 1 to 5, read each of the following questions. If the question contains a key word, underline it.

1. Which nursing intervention should be given priority in the plan of care for a client with newly diagnosed tuberculosis?

Answer
Which nursing intervention should be given priority in the plan of care for a client with newly diagnosed tuberculosis?

2. In formulating a teaching plan for home care of a client with lung cancer, which information is most essential to
include about the use of oxygen?

Answer

In formulating a teaching plan for home care of a client with lung cancer, which information is most essential to include

about the use of oxygen?

3. In caring for a client receiving outpatient chemotherapy for metastatic breast cancer, which instruction should the
nurse include about the care of the central line?

Answer
No keyword.

4. When administering an IM medication using Z-track technique, what is the next step the nurse should take after
injecting the medication into the muscle?

Answer
When administering an IM medication using Z-track technique, what is the next step the nurse should take after inject-
ing the medication into the muscle?

5. When assessing a client’s response to Toprol XL, which finding would be unexpected?

Answer
When assessing a client’s response to Toprol XL, which finding would be unexpected?

Directions: For items 6 through 10, read each sentence carefully and decide if the underlined word is used correctly or
incorrectly in the sentence. Write Correct or Incorrect at end of each sentence.

6. The client’s nutritional status was compromised when he eliminated almost all sources of protein from his diet.
Correct

7. The nurse reported that the client was inept after reviewing laboratory reports that showed immunosuppression.
Incorrect, inept means unable to do well. The client was inept at changing his dressing is a correct use of the term.

8. The medication allayed the pain as indicated by the client’s statement that her pain was almost gone.  Correct

9. On first encountering a client, statute should be noted as part of the general assessment survey.

Incorrect, the word should be stature.

10. After the client drew up the incorrect amount of insulin and then contaminated the needle, the nurse concluded that
the client needed farther teaching.

Incorrect, the word should be further.




CHAPTER 3

Sharpening Your
Test-Taking Skills

To be as sharp as possible when answering test questions,
follow these steps:

¢ Identify the parts of a question
—the scenario which tells you about the situation

—the stem which contains the actual problem/question to
be answered

—for multiple choice questions, the options or alterna-
tives, which consist of one correct answer (the key) and
three distracters or incorrect answers. Distracters some-
times answer a different question than the one asked in
the stem or they may assume information not provided
in the stem. As a result, they can seem like a good choice
and hence are good distracters. Remember that if any
part of an option is incorrect, the whole answer is wrong.

* Read the words in the question carefully. Identify “tricky”

English words and think about their meaning. Jot down

the meaning over each such word and then reread using

the definition.

e Determine what the question is asking—read twice and
try rephrasing it in easier terms. Once you identify the
specific question and its subject, then you can focus on
what you know about it.

* Identify what facts provided in the stem or scenario are
relevant to the question.

o Ask if the option makes sense for this client—eliminate
the option from consideration if the answer is No—even if
under other circumstances it is a high-priority action.

* Look for key words—those that direct the answer—when you
read the question. Take special note of a negative key word.

* As you read the question, think of your answer and then
see if it is among the choices. Do not select the first answer
that looks right; however, read all the options carefully.

o Always select an answer within the RN scope of practice.

Example:

Which of the following is a basic nursing responsibility

related to drug administration?

1. Monitoring the client’s response to the administration
of the drug Correct

2. Determining the appropriate drug dosage
3. Selecting the best route of administration of the drug
4. Ordering the drug from the pharmacy

* When not certain of an answer, select the most complete
option.
Example:
Which is the best definition of a medication?
Chemical that treats symptoms of disease
Drug used for a therapeutic effect  Correct
Pharmacological preparation used to reverse disease

N

Plant, animal, or mineral substance which prevents
disease

e Do not change your answer unless you are certain it is
incorrect.

APPROACHES TO SPECIFIC TYPES
OF QUESTIONS

Questions That Require Priority Setting

Guidelines for establishing priorities are as follows:

e The nurse should always assess (gather pertinent data)
before deciding on and taking an action. This is reflected
in the steps of the Nursing Process: assess, diagnose, plan,
intervene, and evaluate.

¢ Physiological needs must be met first. The client must be
kept alive for anything else to be important. Next in
importance are safety needs and then come psychological
needs. This is outlined in Maslow’ hierarchy.

* When prioritizing physiological needs remember your
ABCs: airway, breathing, and circulation.

* Which answer will keep the client safe/prevent client
harm? It is especially relevant when the question deals
with laboratory values, drug administration, and nursing
procedures.

o Assessment of equipment never takes precedence over
assessment of the client.

19
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Communication Questions

Therapeutic communication promotes expression of feelings
and ideas and also conveys acceptance and respect. Like any
communication, it involves both verbal and nonverbal com-
ponents. Major techniques to facilitate therapeutic commu-
nication are as follows:

e Communicate in an accepting and respectful manner.
Address (refer to) the client by his/her given name—not
by a nickname, a room number, or “sweetie.” Names other
than the given name should only be used upon the client’s
request or permission. Clients should be asked, not told,
whenever appropriate. This allows for client decision
making and hence communicates respect for the client as
an able, intelligent individual.

Examples:
What would you like to do first?
What would you like to talk about?

» Use open-ended questions. These are questions that can-

not be answered with a Yes or a No.

Examples:

What do you think about this plan?

What questions do you have?

How do you feel about going home tomorrow?
Tell me about your headaches.

* Reflect feelings expressed by the client. Remember that
feelings are expressed verbally and nonverbally. These may
be contradictory but feelings expressed nonverbally are
usually true because nonverbal communication is harder
to control. Reflection indicates empathy, allows validation
of the perceived feelings, and allows the client to “look at”
his/her feelings. Words used in reflection should be neutral
unless the client uses an emotionally charged word.

Examples:

You seem sad.

You seem unsure.

You must feel lonely sometimes.
I get the feeling you are upset.

Do not say:
You are depressed.

You can’t make a decision.
It must be awful being alone all the time.
You must be really mad at your neighbor.

 Focus the conversation on important areas.
Examples:
Lets talk a little more about . . .

You were talking about the problem you had with chang-
ing your dressing, let’s go back and explore that further.

* Paraphrase or restate what the client has said in your own
words. This allows the client to validate the message or
correct misunderstanding.

Examples:
What you are saying is . . .

Let me make sure I understand . . .

What I hear you saying is . . .

e Summarize the communication.

Therapeutic communication also involves (a) active
listening, (b) stating observations made about the client
but never any that would embarrass or anger the client
(“You look rested” or “You seem quiet today.” Not “You
look terrible.”), (c) reflecting empathy or an understand-
ing of the importance of a situation to the client in a neu-
tral, nonjudgmental manner (“It must be very dishearten-
ing . ..”), (d) sharing hope, humor, and feelings, (e) using
touch and silence, (f) asking pertinent questions, and (g)
giving information.

Nontherapeutic (blocking) communication techniques
hinder further communication and expression of feelings
and may induce negative responses. Some examples of non-
therapeutic communication techniques are:

* Asking unnecessary personal questions: “Why are you just
living with Mary rather than marrying her?” “Why are you
still living at home?” “How come you havent bought a
house?”

* Giving personal advice or opinions: “If I were you I would
make my son move out.” “I think you should stop cooking
for the whole family.”

* Flip or automatic responses, use of cliches: “Everything
will work out.” “Don’t worry.” “It happens all the time but
it doesn’t mean anything.”

Redirecting the conversation or changing the subject,
expressing sympathy, asking “why,” verbalizing approval
or disapproval, responding defensively, passively or
aggressively, and arguing also block therapeutic communi-
cation.

When answering a communication question, begin by
reviewing the above principles. Then determine what the
question is asking. If the question is asking what is the
nurse’s best response, what is the most appropriate response,

what is the most therapeutic response, or what response will
best support a therapeutic relationship, eliminate nonthera-

peutic options. Do this by identifying options that involve
nontherapeutic responses: options that give opinions,
options that brush off the client’s concerns; options that con-
tain emotionally charged, defensive, accusatory, or otherwise
upsetting or offensive wording, and options that contain

judgmental wording.

Example:

A client who has been hospitalized for 2 weeks says to the
nurse “I can’t stay here anymore, I have to get back to my
family.” Which is the most appropriate response for the
nurse to make?

a. “Don’t worry. Your family will be fine.”



b. “If  were you, I'd take advantage of the rest you're get-
ting while away from the family.”

c. “Would you like to talk about how you feel?”  Correct

d. “Is your family unable to get along without you?”
In some cases, the question may be asking you to iden-
tify the nontherapeutic or inappropriate response. Be alert
for this when reading questions and then select the option

containing a response that would be incorrect for the nurse
to make as the answer.

Example:

A client states “My family doesn’t seem to understand my
illness.” Which response on the part of the nurse would
most likely block further discussion?

“They may not seem to, but I'm sure they do.” ~ Correct
. “In what way do they react to give you that feeling?”
“Your family doesn't seem to understand.”

“What makes you think that?”

a0 o

Client-Teaching Questions

There are different types of client-teaching questions. Some
are very straightforward simply asking what should the
nurse teach. This type of question addresses the planning or
implementation phase of the nursing process.

Example:

Which instruction/information should the nurse include
in the teaching plan for a client with genital herpes?
Which instruction/information should the nurse give to a
client with genital herpes?

A variation on this type of question asks you to identify
not what needs to be taught but when or by whom, teaching
is needed.

Example:

Which client should be taught about the need for potas-
sium in the daily diet?

a. Client taking daily NSAIDS for arthritis

b. Client taking Toprol XL daily for hypertension

c. Client taking Fosamax weekly for osteoporosis

d. Client taking Hydrodiuril daily for fluid retention
Correct
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Other client-teaching questions ask not what should be
taught but how does the nurse know the teaching was
understood. These are client-teaching questions that address
the evaluation phase of the nursing process. Was the teach-
ing effective? Did the client learn? These questions may be
phrased in a positive or negative way.

Positive questions ask you to select an answer that is a
correct statement or activity—something that should be
done or said.

Examples of positively phrased questions:

Which statement made by a client with hepatitis B fol-
lowing discharge teaching indicates that instruction was
effective?

Which statement made by a client with hepatitis B indi-
cates that discharge instructions were understood?

Negatively phrased questions ask you to identify the
answer that indicates the client does not know, has misun-
derstood, or has not learned. It requires that you identify an
incorrect statement—not a correct one. Negative questions
require that you choose from the options the one that is
incorrect or should not be said or done. Note that negative
questions do not necessarily have a negative word (not, no,
incorrect, etc.) in the stem.

Examples of negatively phrased questions:

Which statement made by a client taking Fosamax once a
week for the treatment of osteoporosis indicates that the
directions for taking the medication were not under-
stood?

Which action taken by a client who has been taught to
self-administer insulin indicates that further teaching/
instruction is necessary?

Which statement made by the mother of a child diagnosed
with bronchiolitis indicates a need for teaching?

A client’s daughter is assisting her to the bathroom.
Which observation by the nurse suggests that teaching is
needed?

Delegation Questions

These typically ask what duties can be assigned to a nurse
aide or an LPN/LVN and when a physician, social worker,
respiratory therapist, or other member of the health-care
team should be notified or consulted.
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WORKSHEET

IDENTIFYING FACILITATING AND
BLOCKING RESPONSES

Directions: Read each statement or set of statements and
decide if therapeutic communication is being facilitated
or blocked. Write your decision at the end of each.

1. Client: “T'm so worried about my surgery.”

Nurse: “We do 10 of these procedures every week
and they all come out fine.”

2. Client: “I keep thinking about my husband and how
he is managing at home by himself.”

Nurse: “You just have to put him out of your mind
and concentrate on getting better.”

3. Client: “I don't know how I am going to cope with all
the bills from being in the hospital.”

Nurse: “I'll have a social worker stop by to go over
your insurance.”

4. Clients daughter: “I don’t know how I am going to
arrange care for my mother at home while I work.”
Nurse: “If it were me I would put her in a nursing
home where she would have round-the-clock care.”

5. Client: “I am such a burden on everybody since I had
the stroke.”

Nurse: “What makes you say that?”

6. Client: “Tll never learn how to give myself this injection.”
Nurse: “Of course you will.”

7. Infant clients mother: “I'm afraid that I will forget how to
correctly prepare the baby’s formula when I get home.”
Nurse: “Would you like me to go over the procedure
with you one more time?”

8. Client: “Having that test was the worst experience
I've had in my whole life.”
Nurse: “Tell me what happened.”

9. Client: “I have to begin to have my husband help

with the housework when I get home.”
Nurse: “Do you have a plan in mind as to how you
are going to do this?”

10. Client: “I can’t use a diaphragm anymore; it’s just too
messy and inconvenient.”
Nurse: “Would you like information on other forms
of birth control?”

11. Client: “My son doesn’t want to visit me anymore. He
says I am always complaining.”
Nurse: “Children expect their parents to be perfect.
He'll get over it.”

12. Client: “I can’t do anything right.”
Nurse: “You shouldn’t feel that way. Things will be
different when you’re better.”

13. Client: “I am so upset about my roommate’s visitor
tripping over my slippers yesterday.”
Nurse: “My advice to you is to forget it—she didn't
get hurt.”

14. Client: “My son-in-law refused to bring my grand-
daughter to visit me.”
Nurse: “That’s mean; it must make you angry.”

15. Client: “I don’t think I am going to make it out of
here. I am just so weak.”
Nurse: “You are very depressed.”

ANSWERS & RATIONALES

IDENTIFYING FACILITATING AND
BLOCKING RESPONSES

Directions: Read each statement or set of statements and
decide if therapeutic communication is being facili-
tated or blocked. Write your decision at the end of
each.
1. Client: “I'm so worried about my surgery.”
Nurse: “We do ten of these procedures every week
and they all come out fine.”
Blocked. This response provides false reassurance and
may even be interpreted as flip. It does not acknowl-

edge the clients concern nor encourage further
sharing.

2. Client: “I keep thinking about my husband and how
he is managing at home by himself.”
Nurse: “You just have to put him out of your mind
and concentrate on getting better.”
Blocked. This response does not acknowledge the client’s
concern and is a form of personal advice. It effectively
shuts off further discussion.




3. Client: “I don’t know how I am going to cope with all
the bills from being in the hospital.”
Nurse: “I'll have a social worker stop by to go over
your insurance.”
Blocked. This response indicates that the topic of the
client’s concern has been heard but it offers a solution
which may or may not be acceptable to the client. It does
not offer the client a choice or the opportunity to further
specify or discuss concerns or feelings.

4. Clients daughter: “I don't know how I am going to
arrange care for my mother at home while I work.”
Nurse: “If it were me I would put her in a Nursing
Home where she would have round the clock care.”

Blocked. This response gives advice and shuts down fur-
ther discussion of the problem.

5. Client: “I am such a burden on everybody since I had
the stroke.”
Nurse: “What makes you say that?”
Facilitated. This is an open ended question that encour-
ages the client is to explore his or her feelings.

6. Client: “I'll never learn how to give myself this injec-
tion.”
Nurse: “Of course you will.”
Blocked. This response gives false reassurance and con-
stitutes a cliché.

7. Infant Clients Mother: “I'm afraid that T will forget
how to correctly prepare the baby’s formula when I
get home.”

Nurse: “Would you like me to go over the procedure
with you one more time?”
Facilitated. This response recognizes the mother’s concern
and offers, not dictates, an appropriate option.

8. Client: “Having that test was the worst experience
I've had in my whole life.”
Nurse: “Tell me what happened.”
Facilitated. This response indicates willingness to hear
the client and encourages exploration of feelings and
events.

9. Client: “T have to begin to have my husband help
with the housework when I get home.”
Nurse: “Do you have a plan in mind as to how you
are going to do this?”
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Facilitated. This question can be answered yes or no but
it opens the for the nurse to guide the client in the dis-
cussion and evaluation/revision/development of a plan.

10. Client: “I can't use a diaphragm anymore; its just too
messy and inconvenient.”
Nurse: “Would you like information on other forms
of birth control?”

Facilitated. This response recognizes the client’s concern

and offers an appropriate option in response.

11. Client: “My son doesn't want to visit me anymore.
He says I am always complaining.”
Nurse: “Children expect their parents to be perfect.
He'll get over it.”

Blocked. This response is cliché in nature and does not

recognize the validity of the client’s concern.

12. Client: “I can't do anything right.”
Nurse: “You shouldn’t feel that way. Things will be
different when you’re better.”
Blocked. This response although somewhat “gentle” in its
wording, offers false reassurance, may be construed as
judgmental, and does not allow the client to further
explain his or her feelings and concerns. It also contains
an element of cliché.

13. Client: “T am so upset about my roommate’s visitor
tripping over my slippers yesterday.”
Nurse: “My advice to you is to forget it - she didn’t
get hurt.”

Blocked. This response offers advice and trivializes the

client’s concern.

14. Client: “My son in law refused to bring my grand
daughter to visit me.”
Nurse: “That’s mean; it must make you angry.”
Blocked. This response is judgmental and presumes to
know what the client is feeling.

15. Client: “T don't think I am going to make it out of
here. Tam just so weak.”
Nurse: “You are very depressed.”
Blocked. This response makes a judgment about the
client. It does not encourage the client to discuss feelings
not does it seek to validate interpretation of the client’s
communication.
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LEGAL RIGHTS AND RESPONSIBILITIES

PROFESSIONAL LEGAL ISSUES

Legal controls on the practice of nursing are to protect the
public. Law provides a framework for

identifying what nursing actions are legal,

differentiating the nurses’ responsibilities from those of
other health care professionals,

establishing the boundaries of independent nursing
actions, and

assisting in maintenance of a standard of nursing practice.

Nurse Practice Act

This is a set of laws defining the scope of nursing practice.
Each state has its own Nurse Practice Act usually adminis-
tered by the State Board of Nursing.

Most Nurse Practice Acts address performing services for
compensation, specialized knowledge bases, use of the
nursing process, and components of nursing practice.

8 Practice Alert

The nurse needs to obtain and read the Nurse
Practice Act for the state that she/he intends to
practice in.

Licensure

License is a legal credential conferred by a state granting
permission to an individual to practice a given profession.
It is commonly required for professions requiring direct
contact with clients.

Licensure requires that a level of competency be demon-
strated by the individual seeking a license; for an RN
license this is done by passing the NCLEX-RN.

Mandatory licensure for registered nursing is the standard
in the United States—one must have a valid nursing
license to work in any state, territory, or province.

RN Nurse Licensure Compact (NLC) is a mutual recogni-
tion licensure model which allows a nurse to be licensed in
his or her state of residence but to practice physically or
electronically in other ccompact states. Practice in compact
states is subject to each state’s practice law and regulation.

Each state or jurisdiction establishes its own licensing
laws, which usually require graduation from an approved
nursing educational program, passing score on the
NCLEX-RN, a good moral character, good physical and
mental health, and disclosure of criminal convictions.

Standards of Care

* Standards of care are authoritative statements that define
an acceptable level of patient care (professional practice).

* These are used to evaluate the quality of care provided by
the nurse and, therefore, become legal guidelines for nurs-
ing practice.

» American Nurses Association (ANA) has developed gen-
eral standards and guidelines for more than 20 specialty
nursing practice areas.

o State Nurse Practice Acts describe standards of practice
that apply to a nurse in the particular state.

¢ Individual health care agencies may have developed stan-
dards of care for selected patient problems, e.g., critical
pathways, clinical pathways.

Malpractice

* Malpractice is the term used when a nurse while perform-
ing her/his responsibilities commits an act of negligence
resulting in harm to the patient.

* Harm must be based on the failure to act in a prudent pro-
fessional manner and within professional standards.

* Nurse must have had a professional duty toward the per-
son receiving the care for malpractice to have occurred.

@ Practice Alerts

Regulation of the practice of nursing serves two
purposes: protection of the public and accounta-
bility of the individual practitioner’s actions.

Malpractice is present only if a breach of duty
was the cause of the injury.

LEGAL ISSUES AFFECTING
PATIENTS

Legal issues affecting patients are those that occur when a wrong
has been committed against a patient or a patient’s property.

Defamation of Character

 Defamation of character occurs when information about
an individual is detrimental to his/her reputation.

e The communication, which is considered to be malicious
and false, may be spoken (slander) or written (libel) and
may be about patients or other health care providers.



¢ The nurse must

—document only objective information in the medical record,

—use professional terms,

—avoid discussing patients and other health care
providers in public places where there is the possibility

of being overheard, and

—use only acceptable avenues to confidentially report

behavior of patients or other health care providers.

Privileged Communication

e Privileged communication is the information shared by an
individual with certain professionals and that does not

need to be revealed in a court of law.

* The nurse needs to know what the state she/he is practic-

ing in says about privileged communications.

@ Practice Alert

All states do not recognize the nurse—patient rela-
tionship as one of privileged communication.
States that do recognize the relationship as privi-
leged may not recognize all communications
between patient and nurse as privileged.

Emergency Care

¢ Certain actions provided by a health care professional may

be legal in emergency situations and not legal in nonemer-
gency situations.
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* During a true emergency, consent is implied as the court
considers that a reasonable person in a life-threatening sit-
uation would give permission for treatment.

* “Good Samaritan Acts” protect the nurse against negli-
gence when she/he provides voluntary assistance to an
individual in an emergency situation.

* Within a health care agency, the emergency policies and
procedures of the institution govern what the nurse can
do, and so a nurse must know these. The courts have held
that a nurse can do things immediately necessary, even if
the activity is normally considered a medical function,
provided she/he has the expertise to carry out the act. The
nurse is protected from a charge of practicing outside the
scope of practice if the protocols established by the institu-
tion’s medical staff are followed.

@ Practice Alert

Hospitals and health care agencies are expected
to have policies and protocols to be followed dur-
ing an emergency situation, e.g., “code.” The
standard of “reasonable care” is used when emer-
gency care is given in a noninstitutional setting.

Refusing Treatment

e This issue arises out of the belief in and respect for the
autonomy of the patient.

¢ The two forms of refusing treatment are when the patient
discharges himself/herself from the hospital against med-
ical advice or when he/she refuses certain treatment when
in the hospital.

CLIENT RIGHTS

Patients have the right to expect they will be treated in a cer-
tain way, receive adequate information, and have their confi-
dentiality maintained when they are interacting with the
health care system.

DIGNITY

* Dignity is the right to receive compassionate nursing care.

* Tt is an essential professional nursing value.

¢ The nurse demonstrates respect for the worth and unique-
ness of individuals—patients and colleagues.

¢ The nurse advocates for the respect and dignity of human
beings.

AUTONOMY

e Autonomy is the right of self-determination.

e The nurse must respect the patient’s right to make deci-
sions about and for himself/herself.

» Examples of respect for an individuals autonomy are
obtaining informed consent, facilitating patient choice for
treatment, allowing patient to refuse treatment, and main-
taining confidentiality.

¢ Individuals may lose autonomy when they fall ill; family
interactions may leave the patient out of the decision-
making process.
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PATIENT’S BILL OF RIGHTS

e This document was developed by the American Hospital
Association (AHA) in 1972 and was revised in 1992.

¢ It outlines an individual’s right to inspect his/her medical
record and to receive information about the medical care
received during a hospital stay. In addition, the Bill speaks
for the right to respectful care, relevant and understandable
information, advance directive, consideration of privacy,
consent or decline participation in research, continuity of
care, and information of hospital policies and practices.

e In 2001, the McCain-Edwards-Kennedy/Ganske-Dingell
Patients’ Bill of Rights was passed. The Bill addresses such
additional issues as shared decision making, the right to
be informed of all medical options, and the right to refuse
treatment.

ACCESS TO MEDICAL RECORD

The medical record

* contains medical information as well as personal informa-
tion about the patient.

* is considered the property of the health care agency, but the
patient has a legal interest and right to the information.

* can be accessed by those with a legitimate interest, which
is generally accepted as referring to patient care, profes-
sional education, administrative functions, auditing func-
tions, research, public health reporting, and criminal law
requirements.

8 Practice Alert

Information may be shared between health care
providers who are responsible for patient care
within a health care facility. Health care agencies
have a responsibility to establish policies and pro-
cedures to protect patient confidentiality as well
as falsification or alteration of the medical record.
Nurses are held accountable for upholding the
Patient’s Bill of Rights. Under conditions of dan-
ger to another human being, autonomy would not
be absolute.

CONFIDENTIALITY/INFORMATION SECURITY

A patient’s privacy will be respected and information that is
shared about a patient to a health care provider will not be
made public without the patient’s consent.

HEALTH INSURANCE PORTABILITY
AND ACCOUNTABILITY ACT (HIPAA)

* The Act is a federal privacy standard that protects the
patient’s medical records and other identifiable health
information whether maintained on paper, computer, or
orally communicated.

* It requires the maintenance of confidentiality and ensures
the privacy of patients.

* Patients can obtain copies of their medical records.

* Providers must provide patients with written notice of
practices and patients’ rights.

* Limitations are placed on information shared: what,
where, and with whom.

COMPUTERIZED MEDICAL DATABASE

* Serious concern arises around patient privacy and confi-
dentiality as health care information becomes more and
more electronically accessible.

* ANA supports nine principles in keeping with patient
advocacy and trust in regard to advances in technology
and patient’s health information.

@ Practice Alert

Health care agencies need to have policies and
procedures in place to ensure privacy and confi-
dentiality of computerized patient information.
Ultimately, patients will have increased control
over their own information and there will be
significant penalties in place if the policies are
violated.
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INFORMED CONSENT

e An individual has the right to understand the choices
being offered around medical treatment and the right to
voluntarily agree or refuse treatment.

e The client must receive a description of the procedure,
alternatives for treatment, risks involved in treatment, and
probable results. The law holds obtaining consent for medical
treatment to be the responsibility of the physician, but the
nurse has a responsibility of notifying the physician if she/he
determines that the client does not seem to understand.

* Consent can be oral or written, although a written consent
is usually preferred.

* A blanket consent for “any procedure deemed necessary”
is not usually considered adequate for specific procedures.

e Consent for nursing care is implied when the nurse asks the
client to do something and the client does not refuse the care.

* To give consent, a person must be competent, i.e., able to
make judgments based on rational understanding.

¢ Clients have the right to change their mind and can withdraw
consent; if this occurs, the nurse must notify the physician.

* Consent for a minor to receive treatment is usually provided
by a parent or legal guardian.

@ Practice Alerts

The nurse may witness the signing of the consent
form for medical treatment.

The client has the right to refuse any aspect of
care offered.

ADVANCED DIRECTIVES

These are the wishes of an individual expressed in a legal
document when the individual is no longer capable of giving
his/her own consent in certain health care situations. The
document is prepared in advance of the situation and directs
others how to act on behalf of the individual.

LIVING WILL

* Provides preferences around end-of-life care.

o “If~Then” plan: “If” something happens, then “I want X
done.” “If” must be a diagnosis made by a physician.

* States vary in their requirements—originally, living wills
were advisory for families and physicians, but now some
states have laws that require the physician to honor the
living-will stipulation. If a physician does not agree with
the patient’s decision, then she/he must withdraw from the
case and refer the patient to another physician.

DURABLE POWER OF ATTORNEY

¢ This is a legal document that designates a substitute deci-
sion maker for general or specific health care and medical
decisions should the individuals not be able to decide for
themselves.

* Durable power of attorney can be combined with a living
will. This document is considered the most flexible as
the individual who has been assigned the durable power
of attorney can make decisions as the situation changes.

PATIENT SELF-DETERMINATION ACT

o Effective as of 1992, the Act requires health care facilities
receiving Medicare and Medicaid reimbursement to rec-
ognize advance directives.

e Patients on admission to a health care agency must be
given the opportunity to determine what lifesaving or life-
prolonging actions they want to have carried out. The
health care agency must follow the patient’s advance direc-
tives. The agency is required to provide the individual with
enough information to make an informed decision.

o Issues that are usually addressed in an advanced directive
are specific treatment to be refused or desired, when the
directive is to take effect, and specific hospitals and physi-
cians to be consulted. As a clinical advocate, the nurse helps
the family members determine a course of action.

o Frequently, it is the nurse who has to assess a client’s level
of understanding and provide the education as well as
obtain the client’s signature. ANA has come out with a
statement that the nurse should have a primary role in
education, research, patient care, and advocacy.

8 Practice Alert

Nurses are expected to learn the law regarding
advance directives in the state in which they are
practicing as well as the policies and procedures of
the health care agency in which they are working.
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ETHICAL PRACTICE

¢ Itinvolves reasoning that is rational, systematic, and based
on ethical principles and codes rather than on emotions or
intuition.

e Ethical decision making has the patient’s well-being at the
center of it.

* Nurses have a responsibility for ethical considerations to
patients, employing agency, and physicians.

PROFESSIONAL ETHICAL CODES

o Ethical codes are guidelines that provide a framework for
ethical behavior, which in turn provides direction to moral
reasoning and action. Nursing ethics focus on the practice
of nursing.

* Codes provide direction; however, they do not eliminate
moral dilemmas.

¢ The individual health care professional must be motivated
to act morally.

ANA Code of Ethics

* The ANA Code of Ethics was adopted in 1950 and its last
revision was in 2001.

e It contains general moral standards for nurses to follow.
¢ Itis considered to be nonnegotiable with regard to nursing
practice.

o It is patient focused, whether the patient is an individual,
family, group, or community.

ICN Code of Nursing Ethics

 The ICN Code of Nursing Ethics was adopted in 1953.

¢ It contains four principal elements: standards for nurses
and people, practice, profession, and coworkers.

¢ These elements provide a framework for standards of conduct.

Nurse—Patient-Family Relationship

* When patients enter the health care system, they have no
option but to trust the nurse when they need care—
unavoidable trust. An uneven power structure is created
between patients and nurses, and patients and nurses and
families. Nurses promise to be the best nurses they can be.
They promise to be candid, sensitive, attentive, and never
to abandon the patient.

* A second component of the nurse—patient—family relation-
ship is patient advocacy. The nurse identifies unmet needs
and follows up to address the needs appropriately. When
advocating for a patient, the nurse moves from the patient
to the health care system to address the health care needs
of the patient.

Nurse—Nurse Relationship

* Nurses are a community that works together for a com-
mon good using professional traditions to guide its prac-
tice.

* When a nurse has reason to believe a colleague is placing
a client in jeopardy or another colleague in harm, she/he
has a responsibility to deal with the offending coworker.

Nurse—Physician Relationship

Physicians and nurses are members of the health care com-
munity working together for the health and well-being of the
patient.

@ Practice Alert

Nurses can never take for granted the fragility of
a client’s trust. The best interests of the client
are not served if the nurse and physician do not
view themselves as members of a common com-
munity.

The Codes use the word “patient” versus “client” in identify-
ing the recipient of nursing care. Patients are the center of
nurses’ practice.

BIOETHICAL ISSUES
RELATIONSHIPS

Bioethics is the domain of ethics that focuses on moral issues

in the field of health care.
Nurses need to be concerned about their relationships with

colleagues (nurses and physicians) as well as patients in
order to provide compassionate care. All the nurses’ rela-
tionships ultimately affect the patient.

Acquired Immune Deficiency Syndrome

* AIDS bears a social stigma due to its association with sex-
ual behavior and drug use.



e The primary ethical issues are testing for the presence of
HIV and maintaining privacy, which include questions of
whether health care providers and patients should
undergo required or voluntary testing and how much
information should be released to others.

e Statutory laws provide direction to the duty to warn sex-
ual partners of individuals with HIV.

e There are only a few situations in which a nurse could eth-
ically refuse to care for a patient with HIV; one example
might be if the nurse was pregnant.

Abortion—Pro-Choice/Pro-Life

¢ The central ethical dilemma is the right to life of the fetus
or the women’s right to control her own body by choosing
whether or not to have a baby. The question is—is the
fetus a person a or nonperson?

e Abortion is legal during the first trimester. The US
Supreme Court in Roe v. Wade ruled that states cannot ban
abortion in the first and second trimester, except for cer-
tain reasons during the second trimester.

Child Abuse

e Physical, sexual, emotional abuse, and neglect are actions
considered to be forms of family violence.

* Neglect is the most common form of child abuse.

e The nurse must be alert for the signs of abuse and is required
to report possible abuse. The responsibility to maintain con-
fidentiality is waived when child abuse is suspected.

o All states have mandatory child abuse reporting laws.
Abuse does not need to be confirmed in order to be
reported. There is legal protection for nurses in most states
who report suspected cases in good faith.

e There are legal sanctions for health care providers who fail
to report suspected abuse cases.

End of Life—Right to Die

Technology and the increased elderly population have
raised many ethical dilemmas. Nurses are involved in
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ethical decision making around such things as euthana-
sia, assisted suicide, and termination of life-sustaining
treatment.

Genetic Screening

* Genetic screening involves the professional counseling of
individuals or couples about their risk for genetically
linked diseases.

¢ Information obtained from genetic screening may be use-
ful for individuals and couples; however, it can create a
situation where the individuals involved do not know
what to do with the information.

o Stem cell research offers hope for correction of genetic dis-
eases.

Organ Transplant

¢ Organs may come from living donors or from donors who
have just died.

* Ethical issues include such concerns as allocation of
organs, selling of body parts, children as potential
donors, and clear definition of death. Two major twenty-
first century issues are (a) societal pressure for organ har-
vesting due to global demand for organs and (b) individ-
uals questioning their own moral beliefs about death and
the legal definition of death as it relates to organ dona-
tion.

* Bioethicists continue to search for answers to philosophi-
cal questions about life and death.

@ Practice Alert

Nurses need to learn the laws around bioethical
issues in the state where they are practicing as
well as the institution’s policies where they are
employed.

CONCEPTS OF MANAGEMENT

* Management is a process to achieve organizational goals.

 Nursing management is the process of getting nursing staff
to provide care to patients.

 The nurse manager plans, organizes, directs, and controls
financial, material, and human resources in order to pro-
vide the most effective care possible to groups of patients
and their families.

PLANNING

Planning is the determination of what needs to be done. Its
essential elements are

* objectives,
* strategic planning,
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* budget, and
* setting priorities.

Objectives

* Objectives are the specific measurable statements that
flow from the philosophy and mission of the institution
that identify what needs to be achieved by the nursing
unit.

* When the statement refers to the institution, it is called a
goal.

Strategic Planning

* Strategic planning refers to the long-range planning by a
health care organization; it provides the direction that the
organization will go in over the next 3-5 years.

o It is based on the values, philosophy, and mission of the
health care organization and the vision of its leaders.

Budget

* Budget is the allocation of resources on the basis of fore-
casted needs.

It is a numerical expression of expected revenues and
expenditures of the nursing service department.

¢ The objective for making a budget is to ensure the attain-
ment of desired goals in the most cost-effective manner.

* There are two types of budgets: operating budget and cap-
ital budget. The operating budget includes manpower
resources, supplies, minor equipment, overhead expenses,
salaries, and benefits while the capital budget includes
items of considerable expense, such as major pieces of
equipment.

@ Practice Alert

The nurse manager is accountable for maintain-
ing the nursing service department budget and
needs to monitor the department budget reports.

Setting Priorities

The nurse leader determines the importance of activities and
establishes the order in which the activities will be carried
out. Setting priorities involves decision making.

ORGANIZING

Organization involves determination of how the planning is
to be accomplished, how the parts are to be arranged into a

functioning whole, and how the activities are to be coordi-
nated to achieve a goal. Hence it is a means to an end, not an
end in itself. Its essential elements are

* organizational structure
* position/job descriptions
* team building

o staffing

Organizational Structure

The formal organizational structure is the official arrange-
ment of positions (organizational chart) and should be based
upon goals of the institution and philosophy and objectives
of the department.

The informal organizational structure is the unofficial per-
sonal relationship among workers, which influences their
working effectiveness.

@ Practice Alert

The nurse manager needs to be able to use both
the formal and the informal structure.

Organizational principles

* Unity of Command—an employee should be responsible
to only one supervisor.

* Requisite Authority—when responsibility is delegated to a
subordinate, the subordinate must also be given authority
over the resources needed to accomplish the task.

* Continuing Responsibility—when a superior delegates
responsibility to a subordinate, it does not diminish the
superior’s responsibility for the function.

* Organizational Centrality—an individual has more infor-
mation available when she/he interacts directly with more
individuals in the organization and becomes more power-

ful.

Position/Job Description

* Position/job description is a formal written document that
describes the principal duties and scope of responsibilities
for a particular position.

o It facilitates wage and salary administration, manpower
planning, and assists with recruitment, selection, place-
ment, orientation, and evaluation of employees.

Team Building

* Team building focuses on both task and relationship
aspects of a group’s functioning and is intended to increase
efficiency and productivity.



Team building involves data gathering about the team and
its functioning, diagnosing strengths and areas needing
development, and addressing team problems.

Successful teams reflect open and effective communica-
tions, members that are committed to the team, clearly
identified roles and responsibilities of the members, and
trust and collegiality.

@ Practice Alert

The most important activities in team building are
data gathering and diagnosing.

Staffing

The purpose of staffing is to provide the nursing unit with
the appropriate number and type of persons to perform
the tasks required for patient care.

Assignment methods are functional, team, primary, and
modular.

@ Practice Alert

There needs to be a uniform staffing pattern for
the nursing service department versus a different
one for each individual nursing unit.

LEADING

Leading is the process of getting the organization’s work
done. Its essential elements are

leadership,
supervision,

decision making,
shared governance,
change agent,
managing conflict,
power—authority, and

time management.

Leadership

Leadership is the ability to influence other people. A nurse
leader can inspire the nursing staff to work together to
accomplish the nursing unit’s goals.

Formal leadership is when the nurse has legitimate
authority as defined by the health care organization.
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Informal leadership is when a staff member exercises lead-
ership without the management role.

Present-day theories of leadership evolve from the princi-
ples of quantum mechanics and reflect a fusion of the ear-
lier theories of leadership: trait, behavior, and contingency
theories.

Six perspectives of quantum leadership are charismatic,
transactional, transformational, connective, shared, and
servant leadership.

Supervision

Supervision refers to the guidance, oversight, and evalua-
tion of a member of the nursing team to whom the nurse
leader has delegated an activity. It is an opportunity for the
nurse to encourage the development of team members.

Effective supervision utilizes the skills of communication,
human relations, and teaching.

Supervision is a mutual effort on the part of the individual
being supervised and the person supervising.

Decision Making

The decision-making process involves a series of steps
that the nurse manager goes through to make a logical,
well-informed, rational choice.

Decision making always involves evaluating several possi-
ble solutions and making a choice.

@ Practice Alert

A decision not to do something is still a decision.

Shared Governance

Shared governance is based on a philosophy that nursing
practice is best determined by nurses.

It involves a network of nurses making nursing practice
decisions in a decentralized environment.

The outcome is that nurses participate in an accountable
forum to control their own practice.

Such forums can be in the form of councils or advisory
boards.

@ Practice Alert

Shared governance allows staff nurses significant
control over major decisions affecting nursing
practice.
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Change Agent

 Change is a continual unfolding process.

¢ This process begins with the present state, moves through
a transition state, and comes to the desired state. Having
once arrived at the desired state, the process starts again.

e Change agent is the individual who helps to achieve the
results during the dynamic process.

* Planned change has four steps: designing the change,
planning the implementation, implementing the change,
and integrating the change. Choosing change strategies
depends on the amount of resistance anticipated and the
degree of power the change agent has over the situation.

* Resistance to change occurs for a variety of reasons and
comes from three major sources: technical concerns—
concern about the change being a good idea, psychosocial
needs—Maslow’s hierarchy of needs, and threats to a per-
son’s position and power.

@ Practice Alert

A leader uses interpersonal skills to influence oth-
ers to accomplish the specific objectives.

Managing Conflict

¢ Conflict management begins with a decision of “if and
when” to intervene.

* It deals with conflict of issues, not personalities.

* Participants are responsible for working toward solutions
and an open and full discussion of the problem is required.

Strategies

* Maintain equity in each party’s presentation of their infor-
mation.

* Establish an environment where positive as well as nega-
tive feelings can be expressed.

* Engage in active listening of all parties.

* Restate key themes and encourage both parties to provide
feedback.

* Develop alternative solutions and a plan to carry them
out. Follow up on the plan.

* Provide positive feedback.
* Never blame.

@ Practice Alert

Failure to intervene during a conflict can escalate
the situation. Conflict management is a difficult
process that consumes time and energy.

Power—Authority

» Power is the ability to influence other people even when
there is resistance on the part of the other person.

o There are four types of power: authority—the power
granted to a nurse or a group of nurses by virtue of posi-
tion; reward—the promise (by the nurse manager) of
money, goods, services, recognition, or other benefits;
expertise—the special knowledge an individual (nurse) is
believed to have; coercion—-the threat (by the nurse man-
ager) of physical, economic, or psychological pain or harm.

Time Management

¢ In time management, what is really being managed is not
time but how time is being used.

* An important aspect of time management is establishing
one’s own goals and time frames.

¢ There are seven principles of time management: goal set-
ting, time analysis, priority determination, daily planning,
delegation, interruption control, and evaluation.

o Assignment sheets that reflect the patient care assignments
for each staff member as well as staff member’s individual
worksheets are tools to assist one in organizing time.

@ Practice Alert

Establish a “to-do” list to assist in organizing your
time. Learn to say no to low-priority demands on
your time.

CONTROL

Control is the process of establishing standards of perform-
ance, measuring performance, and evaluating performance

and providing feedback.

Information Systems

* Information systems are complex automated systems that
are integrated through networked computers to process
data.

* The common information systems are management infor-
mation system, hospital information system, and nursing
information system.

* Automated systems offer efficient organization, manage-
ment, and storage and retrieval of information.

Total Quality Management

¢ Total quality management is the framework for the nurse
manager to manage both costs and quality of patient care.



e It is a management philosophy that emphasizes a commit-
ment to excellence.

¢ Total quality management is the umbrella philosophy that
supports the process of continuous quality improvement.

 Continuous quality improvement is the process that sys-
tematically determines ways to improve patient care.

¢ Joint Commission on the Accreditation of Healthcare Orga-
nizations (The Joint Commission) provides standards that
help health care institutions focus on the quality improve-
ment efforts.

e Components of quality management are developing a com-
prehensive plan, setting standards and benchmarks, carry-
ing out performance appraisals, and focusing on intradisci-
plinary and interdisciplinary assessment and improvement.

Performance Appraisal

e Performance appraisal is the formal evaluation of an
employee by a nurse manager.

e The employee’s behavior is evaluated against a standard
that identifies what the employee is expected to perform.
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* The position description is the basis for the performance
behaviors.

* The main reason for conducting a performance appraisal
is to provide constructive feedback to the employee.

e Performance appraisals are frequently used in the deci-
sions for salary increases and promotions.

Appraisals need to be in writing, done once a year, and
shared with the employee. Employees should have the
opportunity to respond and have an avenue for appeal. The
manager needs to have adequate opportunity to observe the
employee and should keep anecdotal notes as well as the
staff nurse’s self-assessment.

8 Practice Alert

The performance appraisal focuses on behaviors
not personality traits or characteristics. Perfor-
mance appraisals are part of the employee’s per-
manent record.

DELEGATION

¢ Delegation is the process where responsibility and author-
ity are transferred to another individual who accepts the
responsibility and authority.

—Responsibility is an obligation to accomplish a task.

—Accountability refers to accepting ownership for the
results.

—Authority is the right to act. By transferring authority,
the delegator is empowering the delegate to accomplish
the task. When the delegator retains the authority, the
delegate cannot accomplish the task and sets the dele-
gate up for failure.

* Delegation empowers others and builds trust, enhances
communication and leadership skills, and develops team-
work.

o Effective delegation enables the delegator to accomplish
more and be more productive.

@ Practice Alert

The nurse can delegate only those tasks for
which she/he is responsible. Along with responsi-
bility, she/he must transfer authority.

DELEGATION PROCESS

The delegation process involves five steps:
¢ Define the complexity of the task and its components.

* Determine to whom to delegate; ask such questions as: Are
specific qualifications necessary? Is performance restricted
by practice acts, standards, or position description? Is
training or education required? Match the task to the indi-
viduals’ abilities and who is available to perform the task.

* Provide clear communications about expectations: describe
the task, provide a reason for the task, identify on what
standards the task will be evaluated, and identify any con-
straints for completing the task.

¢ Reach mutual agreement about the task, validate under-
standing.

e Monitor and evaluate the results; the leader/manager
needs to remain accessible. If problems develop, handle
privately. Give praise when it is due.

8 Practice Alert

When defining the task and expectations clearly
establish where, when, and how. Analyze per-
formance with respect to the established goals.
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ACCEPTING DELEGATION

¢ Determine if you have the skills required and if not is the
delegator willing to educate/train you.

e Make sure you are clear on the time frame, feedback
mechanisms, and other expectations.

Keep the delegator informed on a continual basis.

8 Practice Alert

Accepting delegation means you accept full
responsibility for the outcome and its benefits or
liabilities.

OBSTACLES TO DELEGATION

Potential barriers to delegation can be environmental or

the delegator’s beliefs.

—Environmental barriers include organizational culture,
poor communication and interpersonal skills, and
human and fiscal resources.

—Majority of barriers to delegation arise from the delega-
tor herself/himself and involve three conflicts: trust ver-
sus control, approval versus affiliation, and democratic
ideal versus classic.

@ Practice Alert

Delegation takes time but a failure to delegate
wastes time.

ESTABLISHING PRIORITIES

Establishing priorities is the process of determining a pref-
erential sequencing of activities.

Classifications:
—High, moderate, or low.

—Urgent and important, important but not urgent, urgent
but not important, busy work or wasted time.

¢ The nurse needs to have a rationale for priority setting and
must use knowledge of the biological and behavioral sci-
ences in deciding how activities will be prioritized.

* Two theories most commonly utilized are

—Maslow’s Hierarchy of Needs, which centers on five
needs: physiological, safety, belonging, esteem, and self-
actualization. Needs are organized hierarchically and
the focus is on meeting lower-level needs before higher-
level needs can be met.

—ILevines Conservation Principles, which stresses four
components necessary for a meaningful existence: con-
servation of energy, structural integrity, personal
integrity, and social integrity.

FACTORS AFFECTING PRIORITY
SETTING

* Time management: When time is managed effectively, the
level of productivity will increase. Knowing how long an
activity will take will influence the planning process.

Policies and procedures: Provide a framework for the nurse
to know what to do in a given situation.

Experience: Past experiences of the nurse will influence the
way she/he sets priorities.

Patient preferences: Patients likes and dislikes, as well as
wishes, can influence priority setting.

8 Practice Alert

Because the nurse is responsible for a large
number of activities in the course of a day, she/he
needs to write down the priorities.

CONTINUITY OF CARE

Continuity of care refers to the coordination of health care
services for patients when they move from one health care
setting to another as well as among different health
care providers.

* Continuity of care enables uninterrupted care.



DISCHARGE PLANNING

* Getting discharged is the process of leaving one level of
health care for another, such as leaving the hospital for
home, or leaving the hospital for another health care facility.

o Effective discharge planning involves ongoing, comprehen-
sive assessment of the patient, development of nursing diag-
noses, and establishment of individualized plans of care.

¢ Client, family or significant other, and health professional
are included in the planning.
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@ Practice Alert

Discharge planning begins on admission to a
health care facility. Discharge planning includes
the client and family or significant other in the
planning process. Discharge planning includes all
health professionals involved in the care of the
individual.

RESOURCES

* Preparing referrals is a systematic problem-solving approach
to identify community resources needed in the care of
patients.

* As much information as possible about the patient should
be provided in the process of making a referral: personal
and health data, activities of daily living, disabilities/limi-
tations, financial resources, and community supports.

e When making a referral, a nurse uses problem-solving,
priority-setting, coordinating, and collaborating skills.

@ Practice Alert

When making a referral, instructions must be
written clearly and be easily understood by the
client and family members.

CONSULTATION

Consultation is a method for obtaining information about
the client.
e The nurse discusses client needs with other health care
providers.

Nurses also consult with client’s family members to obtain
information.

COMMUNITY-BASED HEALTH CARE

e Community-based health care is a system that provides
health-related services within the context of where people
spend their time.

e It is holistic in nature designed to provide services that
focus on restoring and promoting health and preventing
illness.

o Integrated health care system is one type of community-
based framework whose goal is to facilitate care across
health care settings.

@ Practice Alert

Community-based nursing involves nursing care
that extends beyond institutional boundaries and
involves a network of services.

INFORMATION TECHNOLOGY

e It replaces or supplements the written medical record.

e Computerized Medical Record provides for the retrieval of
patient data by individuals who require the information.

* Data about the individual is constantly available, quality is
monitored, and individuals can share activities influenc-
ing their health status.

@ Practice Alert

Nurses need to assume accountability as they
collaborate with other health care professionals.
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RESOURCE MANAGEMENT

* Resource management is the process used to determine
fiscal, human, and material needs of the nursing service
department and nursing unit.

o Effectiveness of resource management depends on the
ability of the nurse leader to make decisions.

* Decentralization model requires the nurse leader to be
knowledgable about resources.

BUDGET

e It is a plan for the acquiring, distributing, and using the
money necessary to run the organization.

* Budgets provide a foundation for managing and evaluat-
ing fiscal performance of the organization and each nurs-
ing unit receives a portion of the total organization
budget.

* The nurse leader sets goals and objectives for the nursing
unit in order to plan effectively for the fiscal needs of the
unit and be able to submit an appropriate budget.

* The budgeting process consists of the operating budget
(revenues and expenses for the upcoming year) and the
capital budget (equipment and renovations to meet long-
term goals).

@ Practice Alert

To be fiscally responsible, the nurse is required to
become familiar with the language of budgeting.

STAFFING

* It is the process of determining the appropriate number
and type of nursing staff needed to deliver quality nursing
care and meet the nursing unit’s objectives.

* Staffing needs are determined by nurse—patient ratios,
nurse—shift ratios, and staff mix ratios.

* Recruitment and retention of nurses are important com-
ponents of the staffing process.

* Patient classification systems are used for determining
workload requirements and staffing needs.

* A component of staffing is scheduling, i.e., determination
of which staff member works which shift and on which
days of the week.

8 Practice Alert

Staffing and scheduling involve planning to meet
the needs of the nursing unit.

SUPPLIES AND EQUIPMENT

* Supplies are the materials related to client care needed to
operate the nursing unit.

* The nurse leader needs to determine the amount of mate-
rials necessary to carry out the activities of the nursing
unit without having excess materials.

* Nurse leaders also are being asked to be involved in prod-
uct selection.

@ Practice Alert

Nurses need to educate themselves about the
particular products being used within their nurs-
ing unit.

CASE MANAGEMENT

* This involves management of the type of nursing care
delivery system that provides for the assessment, plan-
ning, implementing, coordinating, monitoring, and evalu-
ating services received by clients provided by the entire
health care team.

¢ It advances multidisciplinary collaboration.
* It emphasizes quality and cost-effective care.

Case Manager—Nurses often assume the role of case man-
ager. A nurse carries a client caseload from admission to dis-



charge and may also oversee clients in the outpatient setting
following discharge. The case manager’s key role is to assess,
plan, facilitate, and advocate for patients. The case manager
may have a client load but more frequently supervises and
collaborates with the primary caregiver assigned to the
clients. Case managers act as client advocates.

@ Practice Alert

Critical thinking, communication, planning, and
evaluation are skills needed by the case manager.

CRITICAL PATHWAYS

o Critical pathways are the guidelines that provide direction
for optimum daily patient care.

¢ They standardize care and reduce variation in patient care.

* They outline care activities as well as expected outcomes
all of which are developed by a multidisciplinary team.
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* Based on nursing diagnosis and critical pathways, the case
manager immediately knows if expected outcomes are
being met.

MULTIDISCIPLINARY TEAM

e Each member of the team is equal and respected for
his/her unique contribution(s).

e Collaboration, which involves sharing information and
knowledge, is critical to team function.

* Nurses often play key roles in multidisciplinary teams as
team leader and team member.

@ Practice Alert

Collaboration requires nurses to understand what
other health professionals have to offer and what
they bring to the situation.

PERFORMANCE IMPROVEMENT (QUALITY IMPROVEMENT)

Performance improvement is a model that represents actions
and processes used by a health care organization to reduce
costs and improve quality of health care.

QUALITY ASSURANCE (QUALITY
ASSESSMENT AND IMPROVEMENT)

Quality assurance is a systematic process used to assure
excellence in the health care provided to clients. Three com-
ponents of evaluation are involved: structure, process, and
outcome evaluation. Structure evaluation focuses on the set-
ting where care was provided. Process evaluation looks at
how the care was given. Outcome evaluation focuses on
demonstrating the changes that have occurred as a result of
the nursing care provided.

TOTAL QUALITY MANAGEMENT/
CONTINUOUS QUALITY IMPROVEMENT

Total quality management involves a systematic process
focusing on improving the quality of care. Individuals from
a variety of departments determine how care needs to be
provided. They decide what outcomes are desired.

@ Practice Alert

TQM/CQI are focused on establishing procedures
for improving the quality of care and not on iden-
tifying mistakes.

NURSING AUDIT

* Nursing audit is a review of client records to determine if
specific criteria have been met.

e The audit is either retrospective—evaluation of a client’s
chart after discharge—or concurrent—evaluation of the
patient’s care while the individual is still receiving it.

 Nursing audit reflects the performance of a group of indi-
viduals versus a single individual.

@ Practice Alert

Quality is everyone’s responsibility.
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STAFF EDUCATION

Staff education is the process of enhancing staff perform-
ance.

ORIENTATION

 Orientation involves acquainting the new graduate or
employee with the workplace to socialize and reduce anx-
iety.

o Tt usually is a shared responsibility between the Staff Edu-
cation Department, which focuses on organization-wide
information, and the nursing manager or delegate who
focuses on the particular nursing unit.

e It can last for several weeks to several months.

e Preceptorship or mentorship are two methods that are
used to orient new employees. Preceptors are selected from
experienced staff nurses to assist new graduates to obtain
the necessary knowledge and skills structured to their par-
ticular needs. Mentors are experienced nurses who sup-
port, guide, and nurture a person over a much longer
period of time than just orientation. A mentor instills a
sense of self-confidence and self-esteem in the mentee.

IN-SERVICE EDUCATION (ALSO
REFERRED TO AS “ON-THE-JOB
TRAINING”)

e In-service training consists of programs offered by the
institution to keep staff members current with the protocol

that has changed and new equipment used within the
organization.

o It can be a cost-effective method for assuring that the staff
is maintaining current levels of expertise.

CONTINUING EDUCATION

* Educational programs offered outside the health care
agency which nurses attend to maintain expertise
throughout their professional careers.

e They can be workshops, seminars, conferences, short
courses, or online courses.

* Contact hour is the system for recognizing participation in
a nonacademic credit offering.

@ Practice Alert

Mandatory continuing education is related to
renewing of a nurse’s professional licensure and
a predetermined number of contact hours are
required by many states. Voluntary continuing
education is not related to relicensure.

WORKSHEET

TRUE & FALSE QUESTIONS

tion.

dardize and reduce variation in patient care.

in a court of law is called privileged communication.

Mark each of the following statements True or False. Correct all False statements in the space provided.

1. Case management, a type of nursing care delivery model, advances multidisciplinary collabora-

2. Critical pathways are guidelines that delineate patient care activities as well as outcomes, and stan-

3. Information shared by an individual with certain professionals that does not need to be revealed
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4. The standard of “reasonable care” is used when emergency care is given in a health care setting. -
F
5. Nursing audit is when patient records are reviewed to determine if specific criteria or standards
have been met. -
F
6. The process used to determine fiscal, human, and material needs of the nursing unit is called
resource management. .
F
7. Staffing needs are determined by nurse—patient ratios, nurse—shift ratios, and staff mix ratios. -
F
8. The budgeting process consists of the operating budget, which includes equipment and renova-
tions to meet long-term unit goals, and the capital budget, which focuses on revenues and
expenses of the nursing unit for the upcoming year. -
F
9. Ethical decision making has the patient’s well-being at the center of it. -
F
10. Neglect is the most common form of child abuse. -
F
11. The professional counseling of individuals or couples about their risk for genetically linked dis-
eases is called genetic screening. __
F
12. AIDS bears a social stigma due its association with the right to life of the fetus and organ harvesting. -
F
13. When a patient is undergoing a medical procedure, she/he needs to receive a description of the
medical procedure, alternatives for treatment, risks involved in the treatment, and probable results. -
F
14. Discharge planning begins on admission to a health care facility. -
F
15. A computerized medical record replaces or supplements the traditional written medical record. -
F
16. The process of determining a preferential sequencing of activities is called delegation. -
F
MATCHING QUESTIONS
Match the following
17. ___CEU a. Defines the scope of nursing practice
18. ___ Accountability b. Employee is responsible to only one supervisor
19. __ In-Service Education c¢. Philosophy that emphasizes a commitment to quality of patient care
20. ___ Patients Bill of Rights d. Determination of what needs to be done
21. _ Nurse Practice Act e. Continuing Education Unit
22. __ Standards of Care f. Document that describes the duties and responsibilities for a particu-
lar position
23. ___ Strategic Planning g. Formal evaluation of an employee by a nurse manager

(continued)
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an individual to express his/her wishes prior to the
health care situation occurring. The two most com-
mon advance directives are:

a. living will and durable power of attorney

b. informed consent and confidentiality

c. Nurse Practice Act and licensure

d. Patient’s Bill of Rights and standards of care

. Case management is a type of nursing care delivery
system. It consists of the client, case manager, and
support services and resources. The circles reflect the
organization of the case management delivery sys-
tem. Place an X in the circle indicating where the case
manager would be, a Y in the circle indicating where
the client would be, and a Z in the circle indicating
where the support services and resources would be.

Figure 4-1.

24. ___ Planning h. Individual’s right to inspect his/her medical record and to receive infor-
mation about medical care

25. ___ Position Description i. Statements that define an acceptable level of care

26. ___ Unity of Command j. Accepting ownership for the result

27. __ leadership k. Individual that helps achieve the results during the dynamic process of
change

28. __ Change Agent 1. Ability to influence other people

29. ___ Total Quality Management m. Programs offered by the health care facility to keep staff current

30. ___Performance Appraisal n. Long-range planning

APPLICATION QUESTIONS
1. An advance directive is a legal document that allows 3. Which of the following are advantages of the case

management nursing care delivery system? (Select all

that apply.)
a. promotes multidisciplinary team collaboration

b. is cost effective
c. increases quality of care

d. is time consuming

. Case management is a type of nursing care delivery

model that incorporates assessment, planning,
implementation, coordinating, monitoring, and eval-
uation into the services received by clients by means
of which primary concept?

a. multidisciplinary team collaboration

b. patient-focused care

c. managed care

d. differentiated practice

. Four broad management functions that a nurse man-

ager uses to achieve nursing organizational goals are:

a. planning, organizing, directing, and controlling.

b. strategic planning, team building, leadership, and
performance evaluation.

c. situational, interactional, transformational, and
contingency processes.
d. autocratic, democratic, and laissez-faire behaviors.

6. A staff nurse has the responsibility for the care of five

clients. She is working with a nursing assistant in the
care of the clients. The staff nurse will assign specific




care for clients to the nursing assistant. The nursing
assistant will carry out the necessary care on the
assigned clients and report back to the staff nurse.
This is an example of how the nursing assistant
does what? (Select all that apply.)

a. assumes responsibility

b. is accountable

c. makes decisions

d. delegates to another individual

. The ability to influence other people is called:

a. leadership

b. management

c. decision making
d. supervision

. The following organizational chart depicts which

management principle?
a. chain of command
b. division of labor

c. staff organization

d. case method

Nurse Manager

E

Staff Nurse ] [ Staff Nurse } [ Nursing Assistant}

Figure 4-2.

9.

10.

11.

The first thing a nurse does when planning for
effective use of time is to:
a. assess his/her actual use of time

b. establish goals and priorities
c. consider what activities can be delegated
d. write down his/her client care assignment

The potential effectiveness of a decision depends on
which of the following? (Select all that apply.)
a. personal value system of the decision maker

b. kind of data used in making the decision
c. defensibility of the decision
d. selling the decision

Some decisions are best made by a group rather
than by the nurse alone. What is an advantage of
group decision making?

a. promotes ownership of decision

b. individual opinions are influenced by others

c. dependency is fostered

d. formal and informal role and status positions evolve

12.

13.

14.

15.

16.

17.
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The Health Insurance Portability and Accountability
Act (HIPAA) protects the

a. patient’s medical and health information

b. patient’s right to refuse treatment

c. patient from third-party payers

d. patient’s need to have liability insurance

The coordination of health care services for patients
when they move from one health care setting to
another is called:

a. continuity of care

b. discharge planning
¢. consultation

d. integrated health care system

Delegation is the process where one individual can
accomplish the necessary tasks with and through
another. Place the five steps of delegation in the cor-
rect order.

a. communicate the expectations

b. define the task

c. determine to whom to delegate
d. supervise and evaluate the result
e. reach agreement about the task

The American Nurses Association (ANA) Code of
Ethics addresses moral standards for nurses to
adhere to and is patient focused. The phrase
“patient focused” means it encompasses the:
a. patient, family, and group or community

b. patient only
c. patient and family
d. patient and nurse

A nurses relationships center on three specific

types: nurse—patient—family relationship, nurse—

nurse relationship, and nurse—physician relation-

ship. Which phrase best describes the nurse-nurse

relationship?

a. Working together for a common good through
respect.

b. Working together as members of a common
community.

c. Working together to meet unmet needs and to
address them.

d. Working together.

Mandatory continuing education is a/an:
a. requirement for renewal of a nurse’s professional
license in some states.

b. component of the Nurse Practice Act.

c. system for receiving nonacademic credit for atten-

dance.
(continued)
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18.

19.

20.

21.

d. institutional offering to keep professional staff
current.

The concept of decentralized decision making is
often associated with which of the following?

a. shared governance

b. team nursing

c. interdisciplinary practice model

d. primary nursing

When a nurse delegates, she/he gets the legal

authority for the delegation from:

a. Nurse Practice Act

b. American Nurses Association Standards of Prac-
tice

¢. American Nurses Association Code of Ethics

d. Public Health Act

As a nurse manager, you have been asked to dele-
gate the preparation of the daily staffing assignment
to your assistant. The task has been determined to
be one that could be delegated to someone else and
free you up for other responsibilities. You recognize
the experience your assistant has working on the
nursing unit; you also recognize that the individual
is able to handle the new responsibility. However,
you find that you are unwilling to delegate the daily
staffing assignment. Which answer might explain
your reluctance to delegate? (Select all that apply.)

a. You question if this is a good use of your assistant

nurse manager’s time and skill.

b. You feel that your assistant nurse manager is
already overloaded and this new assignment
would just add to an already difficult situation.

c. You fear that your assistant may not know all the
specifics that go into developing a staffing assign-
ment and that staff members who are used to
certain patients will no longer be assigned them.

d. You know that this would be an opportunity for
your assistant to develop in the role of nurse
manager.

The legal credential conferred by a state that allows
the nurse to practice nursing is called:
a. license

b. certification
c. advanced practice
d. Nursing Practice Act

22.

23.

24.

25.

What do the initials CEU stand for?
a. Continuing Education Unit

b. Chief Executive for Urbanization
c. Code of Ethics for the Uninsured
d. Collective Education Union

A sound planning process is important to the suc-
cess of any health care organization. One type of
planning is called strategic planning. Which state-
ment best describes the process of strategic plan-
ning?

a. Strategic planning is the effort by a hospital to
plan the direction the organization will go in,
taking into consideration the hospital’s mission,
philosophy, values, and stakeholders. It is a
proactive process. It looks at future goals and
strategies to meet the opportunities and threats
of the external and internal environment.

b. Strategic planning is when a group of people
with a common purpose and common goals
come together to discuss an idea that needs to be
accomplished. A communication pattern is
established to ensure that information is dissem-
inated. All members of the group are encouraged
to actively participate.

c. Strategic planning is when resources to manage
patient care are determined and monitored.

d. Strategic planning is when a staffing pattern is
developed that considers the availability of qual-
ified staff and the acuity levels of the patients.
The planning often utilizes patient-classification
systems, benchmarking data, and regulatory
requirements for decision making.

When a nurse in performing her/his responsibilities
commits an act of negligence it is called
a. malpractice

b. tort
¢. misdemeanor
d. criminal negligence

Critical pathways can be defined as

a. guidelines that provide direction for optimum
daily patient care.

b. collaboration where nurses are equal team mem-
bers.

c. acting as a patient advocate.

d. information shared by professionals that does
not have to be revealed in a court of law.
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TRUE & FALSE ANSWERS

Mark each of the following statements True or False. Correct all False statements in the space provided.

10.

11.

12.

13.

14.

15.

16.

. Case management, a type of nursing care delivery model, advances multidisciplinary collaboration.  True

. Critical pathways are guidelines that delineate patient care activities as well as outcomes, and standardize and reduce

variation in patient care.  True

. Information shared by an individual with certain professionals that does not need to be revealed in a court of law is

called privileged communication.  True

. The standard of “reasonable care” is used when emergency care is given in a health care setting. ~ False

“Reasonable care” standard is used in emergency situations that occur outside a health care institution.

. Nursing audit is when patient records are reviewed to determine if specific criteria or standards have been

met. True

. The process used to determine fiscal, human, and material needs of the nursing unit is called resource management.

True

. Staffing needs are determined by nurse—patient ratios, nurse—shift ratios, and staff mix ratios. ~ True

. The budgeting process consists of the operating budget, which includes equipment and renovations to meet long-

term unit goals, and the capital budget, which focuses on revenues and expenses of the nursing unit for the upcom-
ing year.  False

The operating budget is the component that focuses on revenues and expenses of the nursing unit and the capital budget is the
component that focuses on long-term unit goals.

. Ethical decision making has the patient’s well-being at the center of it. ~ True

Neglect is the most common form of child abuse.  True

The professional counseling of individuals or couples about their risk for genetically linked diseases is called genetic
screening.  True

AIDS bears a social stigma due its association with the right to life of the fetus and organ harvesting.  False

The social stigma of AIDS is due to its association with sexual behavior and drug use.

When a patient is undergoing a medical procedure, she/he needs to receive a description of the medical procedure,
alternatives for treatment, risks involved in the treatment, and probable results.  True

Discharge planning begins on admission to a health care facility. ~ True
A computerized medical record replaces or supplements the traditional written medical record. ~ True

The process of determining a preferential sequencing of activities is called delegation.  False

Setting priorities is the process of determining a sequencing of activities
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MATCHING ANSWERS

Match the following:

17.

CEU

18. _ ] Accountability

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

m

C

h

In-Service Education
Patient’s Bill of Rights
Nurse Practice Act

Standards of Care

Strategic Planning

Planning

Position Description
Unity of Command

Leadership

Change Agent

Total Quality Management

30. _ g Performance Appraisal

i

. Defines the scope of nursing practice

. Employee is responsible to only one supervisor

. Philosophy that emphasizes a commitment to quality of patient care
. Determination of what needs to be done

. Continuing Education Unit

Document that describes the duties and responsibilities for a particu-
lar position

. Formal evaluation of an employee by a nurse manager

. Individual’s right to inspect his/her medical record and to receive

information about medical care

Statements that define an acceptable level of care

j. Accepting ownership for the result

k.

Individual that helps achieve the results during the dynamic process
of change

1. Ability to influence other people

m. Programs offered by the health care facility to keep staff current

n.

Long-range planning

APPLICATION ANSWERS

1. An advance directive is a legal document that allows
an individual to express his/her wishes prior to the
health care situation occurring. The two most com-

mon advance directives are:

a. living will and durable power of attorney
b. informed consent and confidentiality

¢. Nurse Practice Act and licensure

d. Patient’s Bill of Rights and standards of care

Rationale
Correct answer: a.
a. A living will provides for an individuals prefer-

ences around end-of-life care; durable power of

attorney designates a substitute decision maker
for health care and medical decisions should the
individual not be able to decide.

Incorrect answers: b, ¢, and d.

b. Informed consent is the right of an individual to
understand the choices being offered around
medical treatment and the right to agree or dis-
agree; confidentiality is when the patient’s pri-
vacy will be respected and information about the
patient will not be made public.




c. Nurse Practice Act is a set of laws defining the
scope of nursing practice; licensure is a legal cre-
dential conferred by a state that grants permis-
sion to an individual to practice a given profes-
sion.

d. Patient’s Bill of Rights outlines the individuals
right to inspect his/her medical record and to
receive information about medical care; stan-
dards of care are statements that define an
acceptable level of professional practice.

2. Case management is a type of nursing care delivery
system. It consists of the client, case manager, and
support services and resources. The circles reflect
the organization of the case management delivery
system. Place an X in the circle indicating where the
case manager would be, a Y in the circle indicating
where the client would be, and a Z in the circle
indicating where the support services and resources
would be.

Figure 4-3.
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a. promotes multidisciplinary team collaboration
b. is cost effective

c. increases quality of care

d. is time consuming

Rationale
Correct answers: a, b, and c.

a. An advantage of the case management model is
that it promotes a collaborative process for
quality cost-effective outcomes; it is a process
of interactions within health care network,
which enables a client to receive needed serv-
ices.

b. An advantage of the case management model is
that outcomes result in more effective use of
services and lessen costs.

c. A principal advantage of the case management
model is the client receives more services and has
fewer unmet needs.

Incorrect answer: d.

d. A disadvantage of the case management model is
that the nurse case manager is responsible for
coordinating a broad range of services for a client
and managing the individual from admission
through discharge and possibly after discharge
making the model rewarding but also time con-
suming.

4. Case management is a type of nursing care delivery

model that incorporates assessment planning,
implementation, coordinating, monitoring, and
evaluation into the services received by clients by
means of which primary concept?

a. multidisciplinary team collaboration

b. patient-focused care

c. managed care

49

Rationale

Correct answer: X and Y in the center circle and Z in the

outside circle.

X—The case manager is the individual in the center,
along with the patient, of the nursing care delivery
system. She/he is responsible for the assessment,
planning, implementing, coordinating, monitoring,
containing costs, and evaluating services received

d. differentiated practice
Rationale
Correct answer: a.
a. The focus of case management is having the
entire health team work together to provide the
best care possible to the client.

Incorrect answers: b, ¢, and d.

by clients. b. Patient-focused care is what all models of nurs-
Y—The client is the other individual in the center of the ing care delivery are concerned about.
nursing care delivery system because the primary c. Managed care refers to a system in which the use

of health care services are controlled and moni-
tored to ensure that policies are followed and
that costs are minimized.

focus of case management is the client.
Z—Support services and resources surround the core,
they represent all the client’s needs.
d. Differentiated practice is the practice of making a
distinction between nursing roles based on edu-
cation, experience, and competencies.

3. Which of the following are advantages of the case
management nursing care delivery system? (Select
all that apply.)

(continued)
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5. Four broad management functions that a nurse
manager uses to achieve nursing organizational
goals are
a. planning, organizing, directing, and controlling.
b. strategic planning, team building, leadership,

and performance evaluation.
c. situational, interactional, transformational, and
contingency processes.

d. autocratic, democratic, and laissez-faire behav-
iors.
Rationale
Correct answer: a.
a. The nurse manager plans, organizes, directs, and
controls in order to provide the most effective
care to groups of patients and their families.

Incorrect answers: b, ¢, and d.

b. Strategic planning, team building, and leader-
ship, performance evaluation are all essential ele-
ments of the management process.

c¢. Situational, interactional, transformational, and
contingency are names of leadership theories.

d. Autocratic, democratic, and laissez-faire are

names of leadership styles.

6. A staff nurse has the responsibility for the care of
five clients. She is working with a nursing assistant
in the care of the clients. The staff nurse will assign
specific care for clients to the nursing assistant. The
nursing assistant will carry out the necessary care
on the assigned clients and report back to the staff
nurse. This is an example of how the nursing assis-
tant does what? (Select all that apply.)

a. assumes responsibility

b. is accountable

c. makes decisions

d. delegates to another individual

Rationale
Correct answers: a and b.

a. The nursing assistant accepts the responsibility
to carry out the necessary care on the assigned
patients.

b. By reporting back to the staff nurse the nursing
assistant demonstrates accountability for her/his
actions; the nursing assistant by accepting the
assignment has an obligation to periodically
report back to the delegator.

Incorrect answers: ¢ and d.

c. The staff nurse is the individual using decision
making to determine which nursing staff mem-
ber would be best to delegate the particular
patient assignment.

d. The nursing assistant is the person being dele-

gated to rather than being the person doing the
delegation; the staff nurse is the delegator.

7. The ability to influence other people is called

a. leadership

b. management

c. decision making

d. supervision.

Rationale
Correct answer: a.

a. Leadership is when a nurse leader can inspire the
nursing staff to work together to accomplish the
nursing unit’s goals.

Incorrect answers: b, ¢, and d.

b. Management is the process of achieving organi-
zational goals.

c. Decision making is the process that a nurse goes
through to make a logical, well-informed choice.

d. Supervision is the process where an individual
provides direction to assure that activities are
being carried out properly.

8. The following organizational chart depicts which
management principle
a. chain of command

b. division of labor
c. staff organization
d. case method

Nurse Manager

| 1 1
[ Staff Nurse } E Staff Nurse ] E Nursing Assistant ]

Figure 4—4.

Rationale
Correct answer: a.

a. Chain of command represents the path of
authority and accountability for decision mak-
ing; the nurse manager gives direction to the
nursing staff; the size of the chain of command
will vary depending on the size of the nursing
unit.

Incorrect answers: b, ¢, and d.

b. Work that is divided into specific tasks and
assigned to individuals or groups.

c. Staff assists the line organization to carry out its
function; the above diagram depicts the line
organization.

d. Case method is a nursing delivery system where




a nurse works with only one patient and meets
all the individuals needs; today called private
duty nursing.

9. The first thing a nurse does when planning for
effective use of time is to

a. assess his/her actual use of time.

b. establish goals and priorities.

c. consider what activities can be delegated.

d. write down his/her client care assignment.

Rationale
Correct answer: a.

a. The nurse can only control how time is used;
time is a resource that can be managed; it is
important to first think about how you go about
utilizing time before considering other principles
of time management.

Incorrect answers: b, ¢, and d.

b. It is appropriate to determine what activities are
important and establish outcomes; although
important it is not the first thing the nurse thinks
about.

c. At times, delegation is an effective activity of time
management; although important to consider it
is not the first thing the nurse thinks about.

d. Writing assignments down is a tool used by the
nurse to help organize one’s time.

10. The potential effectiveness of a decision depends on
which of the following? (Select all that apply.)
a. personal value system of the decision maker

b. kind of data used in making the decision
c. defensibility of the decision
d. selling the decision

Rationale
Correct answers: a, b, ¢, and d.

a. Many factors enter into the ability for problem
identification; one factor that can influence prob-
lem identification is the decision maker’s per-
sonal value system.

b. The generation of alternatives; if good alternatives
are not generated, a good decision cannot be
made.

c. Can the decision maker support the outcome(s)
and explain why the particular alternative was
chosen if she/he had to support the decision to
colleagues and nursing administration.

d. Acceptance of the decision by those who will be
affected by it is a key component to not having
the decision fail.
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11. Some decisions are best made by a group rather
than by the nurse alone. What is an advantage of
group decision making?

a. promotes ownership of decision
b. individual opinions are influenced by others
c. dependency is fostered

d. formal and informal role and status positions
evolve

Rationale
Correct answer: a.

a. There is greater likelihood of supporting the
decision that the members of the group have
contributed to.

Incorrect answers: b, ¢, and d.

b. Individual opinions influencing others in the

group is a disadvantage of group decision making.

c. Dependency on the group by an individual
member is a disadvantage of group decision
making.

d. Role and position hierarchy may occur within
the group and influence the decision making
process; this possibility is considered a disadvan-
tage to group decision making.

12. The Health Insurance Portability and Accountability

Act (HIPAA) protects the

a. patient’s medical and health information

b. patient’s right to refuse treatment

c. patient from third-party payers

d. patient’s need to have liability insurance

Rationale
Correct answer: a.

a. The Act is a federal privacy standard that protects
the patient’s medical records and other identifiable
health information. The Act requires confidential-
ity and ensures the privacy of patients.

Incorrect answers: b, ¢, and d.

b. The right of the patient to refuse treatment is
based on belief in the autonomy of the patient; it
is not an Act.

c. Third-party payers are insurance companies and
government programs that pay providers for
health services provided to individuals.

d. Liability insurance is purchased by the nurse
from an insurance company that accepts the risk
of being sued.

13. The coordination of health care services for patients
when they move from one health care setting to
another is called

(continued)
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a. continuity of care

b. discharge planning

c¢. consultation

d. integrated health care system

Rationale
Correct answer: a.

a. Continuity of care enables uninterrupted care when
a patient leaves one facility and moves to another.

Incorrect answers: b, ¢, and d.

14.

b. Discharge planning is a type of continuity of care
where ongoing and comprehensive planning takes
place prior to a patient leaving a health care facility.

c. Consultation is a method for obtaining informa-
tion about the patient.

d. Integrated health care system is a type of com-
munity-based framework that facilitates care
across health care settings.

Delegation is the process where one individual can
accomplish the necessary tasks with and through
another. Place the five steps of delegation in the cor-
rect order.

a. communicate the expectations

b. define the task

¢. determine to whom to delegate

d. supervise and evaluate the result

e. reach agreement about the task

Rationale
Correct answers: b, ¢, a, e, and d.

15.

b. Define the complexity of the task and its compo-
nents.

c. Match the task to the individual’s ability and who
is able to perform the task.

a. Describe the task and provide a reason for the
task; identify what standards the task will be
evaluated on.

e. The nurse leader needs to validate that the task
and expectations have been understood by the
person being asked to carry out the task.

d. The nurse leader needs to remain accessible and
evaluate performance based on the established
goals.

The American Nurses Association (ANA) Code of
Ethics addresses moral standards for nurses to
adhere to and is patient focused. The phrase
“patient focused” means it encompasses the
a. patient, family, and group or community

b. patient only
c. patient and family
d. patient and nurse

Rationale
Correct answer: a.

a. The nurse values and is committed to the
uniqueness of the individual patient. When
addressing the uniqueness of the patient the
nurse must also recognize the patients place in
the family, in a group, or in the community.

Incorrect answers: b, ¢, and d.

16.

b. The patient is more than just an individual; the
patient can also be a family, a group, or a com-
munity.

c. The phrase “patient focused” includes not only
the patient and family but it also encompasses
the community in which the patient lives.

d. The nurse has the commitment to the recipient
of nursing and health care.

A nurses relationships center on three specific

types: nurse—patient—family relationship, nurse—

nurse relationship, and nurse-physician relation-

ship. Which phrase best describes the nurse-nurse

relationship?

a. Working together for a common good through
respect.

b. Working together as members of a common
community.

c. Working together to meet unmet needs and to
address them.

d. Working together.

Rationale
Correct answer: a.

a. The nurse—nurse relationship requires active lis-
tening, acceptance and nonjudgmentalism, feed-
back, flexibility, and respect

Incorrect answers: b, ¢, and d.

17.

b. The nurse and the physician work together as
members of a common community.

c¢. The nurse identifies unmet needs and follows up
to address the needs appropriate in the nurse—
patient—family relationship.

d. Working together is a phrase that speaks to any
relationship not specifically to the nurse and
his/her relationships.

Mandatory continuing education is a/an

a. requirement for renewal of a nurse’s professional
license in some states.

b. component of the Nurse Practice Act.

c. system for receiving nonacademic credit for
attendance.

d. institutional offering to keep professional staff
current.




Rationale
Correct answer: a.

a. Some State Boards of Nursing regulations require
that a certain number of continuing education
contact hours be obtained before a nurse’s license
can be renewed.

Incorrect answers: b, ¢, and d.

b. The Nurse Practice Act defines the scope of nurs-
ing practice.

c. Frequently at the end of a continuing education
program a certificate will be provided to the
attendee that states the number of Continuing
Education Units the program has been granted.

d. In-service programs provided by the institution.

18. The concept of decentralized decision making is
often associated with which of the following?
a. shared governance

b. team nursing
c. interdisciplinary practice model
d. primary nursing

Rationale

Correct answer: a.

a. Shared governance is when staff members are
involved in the decision-making process.

Incorrect answers: b, ¢, and d.
b. In team nursing, the team leader assumes a cen-
tralized decision-making role.

¢. In this model team, members function inde-
pendently and make independent decisions.

d. In primary nursing, decision making is central-
ized with the primary nurse.

19. When a nurse delegates, she/he gets the legal
authority for the delegation from
a. Nurse Practice Act

b. American Nurses Association Standards of Practice
¢. American Nurses Association Code of Ethics
d. Public Health Act

Rationale
Correct answer: a.
a. State laws and regulations are set forth through
individual state’s Nurse Practice Act that define
the scope of nursing practice.

Incorrect answers: b, ¢, and d.

b. ANA Standards of Practice is not a legal docu-
ments; it is a document that provides general stan-
dards and guidelines for the practice of nursing.

c. ANA Code of Ethics contains general moral stan-
dards that nurses are expected to follow in their
professional practice.
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d. The Public Health Act is a component of federal
legislation that focuses on the public safety.

20. As a nurse manager, you have been asked to dele-
gate the preparation of the daily staffing assignment
to your assistant. The task has been determined to
be one that could be delegated to someone else and
free you up for other responsibilities. You recognize
the experience your assistant has working on the
nursing unit; you also recognize that the individual
is able to handle the new responsibility. However,
you find that you are unwilling to delegate the daily
staffing assignment. Which answer might explain
your reluctance to delegate? (Select all that apply.)
a. You question if this is a good use of your assistant

nurse manager’s time and skill.

b. You feel that your assistant nurse manager is
already overloaded and this new assignment
would just add to an already difficult situation.

c. You fear that your assistant may not know all the
specifics that go into developing a staffing assign-
ment and that staff members who are used to
certain patients will no longer be assigned them.

d. You know that this would be an opportunity for
your assistant to develop in the role of nurse
manager.

Rationale
Correct answers: a, b, and c.

a. As a nurse manager, you are expressing the feel-
ing “I would rather do it myself”; this is a barrier
to delegation.

b. As a nurse manager, you have not assessed the
ability of the individual to do the job or the time
needed for the individual to do the activity; this
is a barrier to delegation.

c. The nurse manager fears the loss of control; this
is a barrier to delegation.
Incorrect answer: d.
d. This is an example of effective delegation not a
barrier to delegation.

21. The legal credential conferred by a state that allows
the nurse to practice nursing is called
a. license

b. certification
c. advanced practice
d. Nursing Practice Act

Rationale
Correct answer: a.
a. A license is the legal credential that allows an
individual to practice nursing.

(continued)
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Incorrect answers: b, ¢, and d.

b. Certification is the process that grants recogni-
tion that an individual has met predetermined
criteria specified for practice in his/her area of
specialization.

c¢. Advanced practice is recognition of advanced
education, usually a masters degree, in a spe-
cialty area.

d. Nurse Practice Act is a set of laws that defines the
scope of nursing practice.

22. What do the initials CEU stand for?

a. Continuing Education Unit

b. Chief Executive for Urbanization

c. Code of Ethics for the Uninsured

d. Collective Education Union

Rationale
Correct answer: a.

a. Continuing Education Unit is the term used to
describe the contact hour(s) received for a con-
tinuing education program.

Incorrect answers: b, ¢, and d.
Names do not stand for anything.

23. A sound planning process is important to the suc-
cess of any health care organization. One type of
planning is called strategic planning. Which state-
ment best describes the process of strategic plan-
ning?

a. Strategic planning is the effort by a hospital to
plan the direction the organization will go in,
taking into consideration the hospital’s mission,
philosophy, values, and stakeholders. It is a
proactive process. It looks at future goals and
strategies to meet the opportunities and threats
of the external and internal environment.

b. Strategic planning is when a group of people
with a common purpose and common goals
come together to discuss an idea that needs to be
accomplished. A communication pattern is
established to ensure that information is dissem-
inated. All members of the group are encouraged
to actively participate.

c. Strategic planning is when resources to manage
patient care are determined and monitored.

d. Strategic planning is when a staffing pattern is
developed that considers the availability of qual-
ified staff and the acuity levels of the patients.
The planning often utilizes patient-classification
systems, benchmarking data, and regulatory
requirements for decision making.

Rationale
Correct answer: a.
a. Strategic planning is long-range planning that
provides the direction the organization will go
in, over several years.

Incorrect answers: b, ¢, and d.
b. The statement describes team building.

c. The statement describes the budget process.
d. The statement describes the staffing process.

24. When a nurse in performing her/his responsibilities
commiits an act of negligence it is called

a. malpractice

b. tort

¢. misdemeanor

d. criminal negligence

Rationale
Correct answer: a.

a. Malpractice is the term used to describe negli-
gence by a nurse; malpractice is professional
negligence.

Incorrect answers: b, ¢, and d.

b. Tort is a civil wrong committed by one person
against another.

¢. Misdemeanor is a crime of lesser infraction of the
law and is punished by imprisonment of less
than a year or a fine.

d. Criminal negligence is when the crime falls out-
side the boundaries of a simple error and reflects a
serious lack of concern to the safety of the patient.

25. Critical pathways can be defined as
a. guidelines that provide direction for optimum
daily patient care.
b. collaboration where nurses are equal team mem-
bers.

c. acting as a patient advocate.

d. information shared by professionals that does
not have to be revealed in a court of law.

Rationale
Correct answer: a.
a. Critical pathways outline care activities as well as
outcomes in providing direction for patient care.
Incorrect answers: b, ¢, and d.
b. This type of collaboration takes place when the
nurse is a member of a multidisciplinary team.
c. Acting as a patient advocate is associated with
the role of the nurse in case management.
d. The information is considered privileged com-
munication.
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ACCIDENT PREVENTION

The main causes of accidental death in order of frequency
are motor vehicle accidents, falls, poisoning, drowning,
fires, and burns.

The type of accident for which an individual is at the greatest
risk is related to his/her normal growth and development.
Most falls occur at home and are the number one cause of
hospital admission for trauma among older adults; illness,
medications, alcohol use as well as environmental factors
cause these falls.

Over the age of 65, hip fractures account for most admis-
sions for trauma.

Accident prevention requires client teaching and removal
of dangers.

i
Ii/J Client Teaching for Self-Care

AGE-RELATED ISSUES

School-age children

¢ Children must stay away from strangers.

e They must use protective equipment when participat-
ing in sports.

* Bicycles and scooter safety: Children should wear hel-
mets, ride proper size bicycles, and know rules of road.

Adolescents (risk takers)

¢ Car safety: Adolescents are involved in more accidents
than any other age group. They should wear seat belts,
comply with driving rules, never drive when drunk,
and never ride with anyone who is impaired.

e They are likely to experiment with drugs and this
increases risk of all other types of accidents.

Adults

o Adults should adopt healthy lifestyle habits, techniques
of stress management, and dangers of alcohol and other
abuses.

Older adult

* Qlder adults have an increased risk for falls, burns, and
car accidents.

* The risk factors are confusion, sensory deficit (peripheral
vision loss, decreased lens accommodation, decreased
night vision, cataracts, increased threshold for hot and
cold, decreased hearing), impaired judgment, impaired
mobility (limited ROM, kyphosis with change in center of
gravity, and decreased muscle strength), slow reflexes,
uncooperative, incontinence/urgency, anxiety/emotional
lability, CV disease with impaired perfusion, respiratory
disease with impaired oxygenation, medications affecting
level of consciousness or BP, postural hypotension, new to
unit, attached equipment.

¢ Measures to decrease the risk:

—adequate lighting on outdoor walkways and in halls,
stairways, and rooms; nightlights in children’s, older
adult, and guest rooms.

—use of nonglare lights.

—elimination of obstacles such as clutter, doormats,
small rugs.

—control of bathroom hazards through use of grab
bars, nonslip strips or tub mat, and raised toilet seat.

—<childproof caps on medications.

—discard of unused or outdated medications by flush-
ing down the toilet.

—installation of smoke detectors and fire extinguishers
in the home.

DISASTER PLANNING

Disaster Preparedness

—Proactive planning is designed to structure the disaster
response prior to its occurrence.

—Effective planning focuses on the problems that have
the potential of occurring.

There are two types of disasters: natural and man-made.

—Natural disasters are the “result of an ecological disrup-
tion or threat that exceeds the adjustment capacity of the
affected community”(World Health Organization), for
example, earthquakes, floods, hurricanes, and tornadoes.

—Man-made disasters are emergency situations caused
by human beings, for example, biological and bio-

chemical terrorism, chemical spills, and nuclear
events.
¢ Health care facilities may also identify disasters as external
or internal.

—External disasters occur outside the hospital, involve a
large number of injured persons who will be sent to the
hospital, do not affect health care facilities’ infrastruc-
ture but do place a strain on their resources.

—Internal disasters cause disruption of routine services

and result in a large number of persons getting injured.

* The two types of disaster planning are “agent-specific
approach” and “all-hazards approach.”



—Agent-specific approach focuses on preparing for
disasters that are most likely to occur in a community due
to such factors as geographic locations (e.g., hurricane).

—All-hazard approach is a conceptual model that incor-
porates components of disaster management that are
consistent across all types of disaster events, as many
disasters have similarities.

MAJOR CHALLENGES IN
DISASTER PLANNING

e Communication is a major priority in any disaster plan.
Planning for ways that health care workers and the public
can receive accurate information is critical.

e Leadership responsibilities and the distribution of all
types of resources need to be determined in advance.

e Advance warning and evacuation procedures need to be
included in the planning.

e Use of mass media to disseminate information to the
public, particularly regarding health problems such as
water safety or food contamination is important.

¢ Triage and distribution of patients to health care facilities
is crucial at the time of a disaster.
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e Patient tracking during a disaster is extremely impor-
tant.

@ Practice Alert

Disaster planning cannot take place in a vacuum.
It requires the involvement of the hospital, com-
munity agencies, and local government officials.

NURSING ROLE

* Nurses should actively participate in the development of
the disaster plan.

¢ They should define their roles across the disaster continuum.

* They should initiate disaster prevention measures such as
removal of hazards, establish early warning systems, or
develop public awareness campaigns.

* Nurse managers should identify educational needs of
the nursing staff and other members of the health care
community.

e The nursing department needs to maintain a nursing
database to be able to rapidly mobilize nurse resources.

EMERGENCY RESPONSE PLAN

» Purpose: An emergency response plan is needed to have
an organizational structure and procedures in place to
respond to major emergencies.

* Such a plan addresses all types of emergencies in a sys-
tematic and coordinated manner.

It should identify information systems and protocols nec-
essary to handle all types of disasters.

¢ It must be comprehensive, simple, and flexible to be effective.
¢ Agency employees must be educated about the plan.

Disaster drills need to be carried out to test the plan.

SECURITY PLAN

A security plan ensures the security of the buildings and
grounds of the hospital for the safety and welfare of the
clients, employees, and visitors.

* Measures that come within the domain of a security plan
include traffic control, employee identification, client, vis-
itor, and vendor identification, security policies and pro-
cedures, and liaison with local law enforcement.

TRIAGE

Triage is a process used for prioritizing which patients are to
be treated first.Categories of triage are disaster triage, daily
triage, and special condition triage.

* Disaster triage is when the decisions are based on doing
the greatest good for the greatest number. The goal is to
treat the needs of the largest number of individuals by

delaying care to people who will not survive or will
consume too many resources. The disaster triage nurse
determines which patients need care, in what order
they should receive care, and which patients will not
recelve care.

¢ Daily triage is when decisions are based on identifying and
treating the sickest individuals first. This model of triage is
used routinely in emergency departments.

e Special condition triage involves weapons of mass
destruction and requires the wearing of special protective
equipment by the health care personnel.

@ Practice Alert

The first priority in a disaster is human safety.
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ERROR PREVENTION

* An error is the failure to complete a planned action or the
use of a wrong plan to achieve a goal. Prevention of error
focuses on improving the delivery of care and not on
placing blame.

* Medical errors are the result of a complex interaction of
multiple factors.

* Most medical errors are preventable.

* Frequent types of errors involve the client receiving the
wrong medication, incorrect diagnosis leading to an incor-
rect choice of treatment, equipment failure, infections,
blood transfusion-related injuries, and failure to check
client identification.

INJURY PREVENTION

Nursing strategies need to be aimed at health promotion.
Prevention often involves a lifestyle change for the individ-
ual. Falls, burns, poisons, and electrical hazards are com-
mon injuries that individuals sustain. The nurse is often the
primary person overseeing the environmental factors.

USE OF SAFE EQUIPMENT

» Equipment-related accidents occur when a piece of equip-
ment malfunctions, needs repair(s), is used incorrectly or
inappropriately, or when an electrical hazard occurs.

* Regular checks of all equipment are requirements for
safety prevention.

* Nurses must be alert for signs of faulty equipment (frayed
cords, unusual sounds, etc.) and remove it from use and
initiate a follow-up check.

ERGONOMIC PRINCIPLES

» Ergonomics is concerned with designing the job to fit
the worker as opposed to forcing the worker to fit the
job.

e In ergonomic principles, the focus is on the workers
joints, muscles, nerves, tendons, and bones.

* The goal of application of these principles is to reduce
human error, fatigue, discomfort, and stress, and posi-
tively impact overall performance.

Following are its essential elements:
* principles of body mechanics

* posture

* lifting techniques

* positioning

* transfer

* assistive devices

PRINCIPLES OF BODY MECHANICS

@ Practice Alert

Use of good body mechanics reduces fatigue and
the risk of injury.

* Maximize stability by using a wide base of support and

keeping the center of gravity low.

* Prevent abnormal twisting of the spinal column by facing

in the direction of the movement.

* Use both the arms and the legs to balance activity.
* Save work by rolling, turning, or pivoting rather than lifting.
* Use large muscles, for example, muscles of thigh, buttock,

and shoulders rather than small muscles, for example,
muscles of the spine and arms, which are more susceptible
to injury.

* Obtain the assistance of other individuals as necessary.



LIFTING TECHNIQUE

* Begin by assessing the weight to be lifted to determine if
additional assistance (human or mechanical) is needed.

e Tighten stomach muscles.

* Bend the knees.

* Keep weight to be lifted close to body.
e Maintain trunk erect and knees bent.
e Avoid twisting the body.

POSTURE

e When the body is in correct body alignment, it is consid-
ered to be balanced.

* The center of gravity is the point at which the mass is cen-
tered.

e When in a standing position, the center of gravity in
humans is located at the center of the pelvis. The wider the
base of support and the lower the center of gravity an indi-
vidual maintains, the greater the stability.

POSITIONING

e Maintenance of proper body alignment while in bed or sit-
ting is important for reducing the risk of injury to the
musculoskeletal system.

e Correct body alignment also contributes to a client’s psy-
chological and physical well-being.

* Devices used to properly position clients include pillows,
sandbags, splints, and bed boards.

e Five common positions are

—Fowler’s position in which head of the bed is elevated
by 45—60 degrees and knees are slightly elevated with-
out pressure,

—supine position, which involves resting on the back
with legs extended such that feet are in plantar flexion
and heels are touching the bed surface,

—side-lying position in which (lateral position) body
rests on side with weight on the dependent hip and
shoulder,

—Sims’ position in which weight is placed on the anterior
ilium, humerus, and clavicle; upper shoulder and arm
are internally rotated; and upper leg and thigh are
adducted and internally rotated, and

—prone position in which the individual lies flat on the
abdomen with the head turned to the side; shoulders,
head, and neck are in an erect position; and feet are in
plantar flexion.

CHAPTER 5 Safe, Effective Care Environment 59

TRANSFER

o Transfer involves assisting a client to move between bed
and chair or wheelchair or between bed and stretcher.
Principles to consider are center of gravity, base of sup-
port, and maintaining balance.

ASSISTIVE DEVICES

Assistive devices include
e aids for transferring, repositioning, and lifting clients.
Some commonly used aids are
—agait belts,
—friction-reducing sheets, and
—mechanical chairs and lifts.

aids for walking: These enhance the clients balance and
ability to bear weight. Some commonly used aids are

—walkers
m They need to extend from the floor to the clients hip
joint.
= Elbows need to be flexed about 30 degrees.
—canes
m They need to extend from the floor to the clients
thigh joint.
= Elbow needs to be flexed about 30 degrees.

m Tip of cane should be placed 4 inches to the side of
the foot.

—crutches

m Length of the crutches as well as the placement of the
hand bars needs to be measured.

m Crutches need to be three fingerbreadths below the
axilla for length.

m Elbow needs to be flexed at a 30-degree angle for the
correct positioning of the hand bars.

m Crutch gait is the gait a person assumes when using
crutches.

m The five crutch gaits are four-point gait, three-point gait,
two-point gait, swing-to gait, and swing-through gait.

&
E/J Nursing Process Elements

 Apply the principles of body mechanics correctly at all
times to prevent injury

Allow the client some control over mobility even when
using an assistive device because it is not uncommon for
older clients to view the use of assistive devices, particularly
walking devices, as a weakness and loss of independence

Teach the client using a cane to hold the cane in the oppo-
site hand from the leg with the defect. This allows weight
to be supported on the stronger leg and the cane
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* When transferring a client, be sure that the procedure has
been explained to both the client and any person assisting
with the transfer

8 Practice Alert

The nurse should serve as a role model in the
practice and teaching of sound body mechanics.

HOME SAFETY

Home environmental assessment checks are often carried
out by the nurse.

* The key areas inspected are

—exterior of the home for hazards such as lighting, bro-
ken steps or pavement, nonsturdy handrails, etc.

—interior with special attention to kitchen, bath, and stair-
ways for inadequate lighting or glare, clutter, small rugs,
or mats that can slip. If there are young children in home,
are electrical outlets covered, are there window guards,
are there safety locks on cabinets where cleaning sup-
plies, etc., are stored, and are they stored in original con-
tainers? Can all doors be opened from inside without a
key, are telephone emergency numbers accessible, are

there batteries in detectors, are extension cords in good
repair and used appropriately, are outlets overloaded, is a
flashlight available, is water temperature in normal range,
are dials on stove readable, and are combustible materials
properly stored (not under stairwells)? Is there lead paint
in use and are Radon levels in acceptable range?
* Actual and potential risks related to client safety need to
be identified, therefore, the client’s developmental stage as
well as the client’s daily routines must be identified.

* Home safety must be planned with the client, family
members, or caregiver.

* Family members or caregivers may need to be taught how
to implement a safe environment.

HANDLING HAZARDOUS AND INFECTIOUS MATERIALS

* A hazardous material is a material capable of causing a
harmful physical or health effect. Hazardous wastes can be
liquids, solids, contained gases, or sludges.

* Resource Conservation and Recovery Act (RCRA) identi-

fies a hazardous waste as one that exhibits at least one of

the four characteristics—ignitability, corrosivity, reactivity,
Or toxicity.

* Federal, state, and local agencies oversee the handling of
hazardous materials to protect the public from harm.

HANDLING AND STORAGE

» Hazardous materials need to be stored correctly to prevent
spills and uncontrolled reactions, and to minimize
employee exposure.

¢ Three principles form the basis of the plan for safe han-
dling of hazardous materials:

—minimize exposure to harmful materials through prod-

uct substitution and keeping limited quantities on
hand.

—assume all chemicals are hazardous and handle accord-
ingly.
—use proper control measures, such as, written policies
and procedures, education, and protective equipment.
» Hazardous materials need to be stored based on their
compatibility and not necessarily in the alphabetical order.
Substances need to be stored in their original containers.

* To decrease individual exposure to hazardous materials,
common engineering controls, such as, local exhaust and
general ventilation can be used. Other protective items
that could be employed are safety glasses, gloves, and/or
hearing protection.

* Development of a plan for safe handling of the hazardous
or infectious material needs to include five elements.
—Element one requires maintenance of a current haz-

ardous-waste inventory listing, which should include
the full chemical name, storage location, quantities, and
information regarding the hazard.

—Element two speaks of the labeling of all containers.

—Element three addresses maintaining a Material Safety
Data Sheet(s).



—Element four plans for employee education and training.

—Element five provides for regular review and updating
of the plan.

MATERIALS
Biological Agents

o Agents of concern are highly pathogenic bacteria and
viruses.

e The Center for Disease Control (CDC) has classified spe-
cific agents as category A, B, or C.

—Category A agents are the most dangerous (anthrax,
botulism, plague, smallpox, tularemia, viral hemor-
rhagic fever viruses, etc.). These agents are given the
highest priority in disaster planning as they pose the
most potential threat to the public.

—~Category B agents are the second most dangerous
agents (brucellosis, salmonella, melioidosis, psittacosis,
Q fever, typhus fever, viral encephalitis, etc.).

—Category C represents “emerging” agents (Nipah fever,
Hantavirus, etc.).

e Client history and physical condition are key tools in
assessing the client’s exposure to a biological agent, when
making a diagnosis.

¢ Principles of infection control, beginning with universal
precautions, are essential to managing the client.

Radiation

* Radiation is “energy emitted by atoms that are unstable.”

¢ Radioactive contamination is the “presence of radiation-
emitting substances in a place where it is not desired.”

* Radiological incident is when people or the environment
is exposed to radiation or radioactivity through accident

CHAPTER 5 Safe, Effective Care Environment 61

or misuse. The exposure may lead to death but more com-
monly, exposure only requires decontamination and mon-
itoring of the client.

* Nurses need to limit the time spent with radioactive
clients, to remain at a distance whenever possible, and to
wear protective devices.

OCCUPATIONAL SAFETY AND
HEALTH ADMINISTRATION (OSHA)

e OSHA aims to ensure worker safety and health in the
United States by working with employers and employees
to create better working environments thereby preventing
work-related injuries, illnesses, and deaths.

e Since its inception in 1970, OSHA has helped to cut
workplace fatalities by more than 60% and occupational
injury and illness rates by 40%.

* Guidelines have been developed that require the agency
to identify, evaluate, and control safety and health haz-
ards, and provide for emergency response for hazardous-
waste operations.

e The agency is also responsible to see that employers
develop and implement a written safety and health pro-
gram for their employees involved in hazardous-waste
operations.

@ Practice Alert

Nurses need to be familiar with established pro-
cedures and protocols of the agency for handling
hazardous and infectious materials.

MEDICAL AND SURGICAL ASEPSIS

* Asepsis is the absence of disease-causing microorganisms.

¢ There are two types of asepsis: medical asepsis and surgi-
cal asepsis.

MEDICAL ASEPSIS

Medical asepsis requires infection control practices that
reduce and prevent the spread of microorganisms. Objects
are considered “clean,” which means the absence of almost
all microorganisms.

* Hand washing in medical asepsis

—It is done to remove soil and transient organisms from
hands in order to reduce microorganism count.

—It requires use of a vigorous, rubbing motion of about
10 seconds on all areas of the hands with a soap fol-
lowed by rinsing under running water.

—Hands are pointed downward when washing to prevent
contamination of arms with dirty water from the hands.
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@ Practice Alert

Hand washing is the single most basic technique in
preventing the spread of microorganisms. Contami-
nated hands are a prime cause of cross infection

Isolation precautions: standard precautions

—Standard precautions are considered tier one precau-
tions by the Center for Disease Control and Prevention
(CDCP).

—These precautions apply to blood, fluids, secretions,
excretions (except sweat), nonintact skin, and mucous
membranes of all clients.

—Hand washing, wearing of gloves, care of equipment
and linens, and disposal of sharp instruments and nee-
dles are precautions considered under this heading.

—A private room is not necessary.

@ Practice Alert

Standard precautions are required to be used for
all hospitalized individuals.

Isolation precautions: transmission-based precautions

—Transmission-based precautions are used in addition to
standard precautions.

—The three categories of these precautions are “airborne”,
“droplet”, and “contact” precautions.

—A private room is required for airborne precautions and
a private room or cohort group for droplet or contact
precautions.

—Depending on the disease and type of precautions, a
mask, gown, and gloves may also be needed.

» Negative-pressure airflow of at least six exchanges per
hour plus a mask or respiratory protection device is
needed for airborne precautions (pulmonary TB, SARS,
measles, etc.).

» Mask is needed for droplet precautions (pneumonia,
streptococcal pharyngitis, rubella, etc.).

m Gloves and gowns are needed for contact precau-
tions (colonization or infection with multidrug-
resistant organisms, enteric pathogens, and major
wound infections).

SURGICAL ASEPSIS

Surgical asepsis is the elimination of all microorganisms,
including pathogens and spores, from an area to render
the area sterile.

Sterile technique is implemented to maintain the sterility
of the area.

o It is used in the operating room, for special procedures,
and also for many procedures carried out at the bedside.

* A nurse must consider seven principles when maintaining
sterile technique:

—Sterile objects remain sterile only as long as only sterile
items touch them.

—All objects used in a sterile field must be sterile.

—Sterile objects or a sterile field is considered contami-
nated if they are out of the nurse’s vision or below the
nurse’s waist.

—Exposure to prolonged airborne microorganisms will
contaminate a sterile object or field.

—Fluid flows in the direction of gravity.

—Sterile surfaces coming in contact with moisture are
considered contaminated due to capillary action.

—Edges of the sterile field are considered to be contami-
nated.

8 Practice Alert

Assemble all equipment that will be needed prior
to beginning the procedure. If an object becomes
contaminated during the procedure, discard it
immediately.

REPORTING OF INCIDENT/EVENT/IRREGULAR
OCCURRENCE/VARIANCE

INCIDENT REPORT

An incident (irregular occurrence, event, or variance)
report is

* an organization’s tool used in risk management for report-
ing and recording accidents and unusual occurrences that
could potentially affect a client, a family member, or an
employee.



e a comprehensive presentation of the occurrence that
should be thorough, accurate, and done in a timely man-
ner.

¢ used to provide information about the incident for statisti-
cal data and for future prevention.

e made out by the person who identifies the accident or
unusual occurrence; this may not be the person who was
actually involved in the incident. Names of any witnesses
to the incident are included in the report.

@ Practice Alert

The incident report must be completed as soon
as possible in order to assure the most accurate
information.

Risk Management

¢ Risk management is a system of identifying potential haz-
ards and eliminating them before harm occurs.

e It is a planned program of loss prevention and liability
control whose purpose is to identify sources of risks, ana-
lyze, classify, and prioritize risks, develop a plan to man-
age and reduce frequency of risks, and evaluate and
develop risk-reduction programs.

* For it to be successful, all departments within the organi-
zation must be involved in the risk-management program
and commitment from top management as well as the
board of directors is needed.

* High risk areas are
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—medication errors,

—falls,

—complications following diagnostic procedures,
—faulty electronic monitoring devices,
—dissatisfaction with care, and

—refusal of treatment or refusal to sign for consent of
treatment.

@ Practice Alert

Since nurses are involved with clients 24 hours a
day, the nursing department is critical to the suc-
cess of a risk-management program.

Sentinel Events

The Joint Commission on Accreditation of Healthcare Orga-
nization (The Joint Commission) includes a review of organi-
zational activities in relation to a sentinel event, in order to
improve quality of health care. A sentinel event is defined by

The Joint Commission as an unexpected occurrence involv-

ing death or serious physical or psychological injury or any

process variation for which a recurrence would carry a sig-

nificant change of a serious adverse outcome.

The health care agency must

* develop mechanisms for identifying, reporting, and man-
aging these events.

* conduct a timely analysis of the cause of the event, imple-
ment steps to reduce the risk, and monitor the effective-
ness of the improvements.

USE OF RESTRAINTS/SAFETY DEVICES

* Regulatory guidelines for use:
—Reason for use must be clearly stated
—Use must be part of the client'’s medical treatment
—All less restrictive interventions must be tried first
—Other disciplines must be consulted
—There must be supporting documentation

Physician’s order is required for the use of restraints.

—The order must be based on an in-person assessment of

the client. In case of an emergency, the assessment must
be done within 1 hour.

—The order must state the type of restraint, location,
client behaviors for which restraint is to be used, and a

specified time frame. It is never ordered PRN. Least
restrictive type must be used.

Risks associated with restraints are

—they compress and interfere with function of devices or
tubes,

—they damage skin and underlying tissues from friction
and pressure,

—suffocation or choking may occur with improperly
applied jacket restraint,

—impaired ventilation may occur with too tight belt
restraint, and

—neurovascular compromise may occur with extremity
restraint.
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Y * Periodically release restraints to check condition of
v . restrained parts.
Nursing Process Elements * Determine if restraint is still needed at least q 24 hours.
* Do a baseline assessment of the condition of area where

restraint is to be placed, follow with ongoing and PRN

assessment

* Document behavior requiring restraint, type of restraint,
time applied, procedure used in applying, condition of
body part restrained, response to the restraint, time of
releases and assessments with findings, and family under-
standing of restraint.

@ Practice Alert

Assess proper placement of restraint, skin condi- )

tion, temperature, color, and sensation of @ Practice Alert

restrained area at least once every hour. When an Application of restraint may be delegated but RN
extremity restraint is used, if extremity distal to is responsible for assessment of need, selection
restraint is cold, pale, cyanotic, numb, tingling, or of alternative interventions, evaluation of effec-
painful, remove restraint stat, notify physician, tiveness, and assessment for complications.

and stay with the client to protect extremity from
further injury.

Alternatives to Restraints

* Repeated orientation to surroundings, activities, and treat-

* Pad skin and bony prominences.
ments.

* Use quick release tie. . . I
4  Use of orientation cues such as family pictures, clocks,

and calendars.

@ Practice Alert * Provision of aPpropriat§ amounts of sensory stimulation.
* Use of relaxation techniques.

Attach restraints to bed frame, which moves « Assessment of the effectiveness of medications and initiate

when height of head or foot of bed is changed, change PRN.

and never to side rails. * Elimination of uncomfortable treatments.

* Scheduled toileting, exercise, and ambulation.

| Think Smart-Test Smart

This chapter contained a lot of information about safety issues and the prevention of different types of injuries.
Remember that regardless of the type of threat to safety, the nurse’s first priority and therefore first intervention is
to remove the client from immediate danger.

[<'®

WORKSHEET

TRUE & FALSE QUESTIONS

Mark each of the following statements True or False. Correct all false statements in the space provided.
1. A tool used in risk management to report an accident or unusual happening is called an incident

report.

2. Risk management is a system of identifying potential hazards and eliminating them before harm
occurs.
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. Only the nursing department is involved in risk-management programs.

. The abbreviation The Joint Commission stands for the “Joint Commission on Accreditation of
Healthcare Organizations.

. A sentinel event is defined as an unexpected occurrence involving death or serious physical or psy-
chological injury or risk of injury.

. The purpose of hand washing is to remove all microorganisms from the hands.

. Standard precautions are classified as tier one precautions and require the person to be in a private
room.

. A client diagnosed with active tuberculosis would be placed on airborne precautions in conjunction
with standard precautions.

. Contaminated hands are a prime cause of cross infection.

The procedure used to eliminate all microorganisms, including pathogens and spores, is called
surgical asepsis.

One principle of surgical asepsis states that “edges of a sterile field or container are considered to
be contaminated.”

A sterile field is an area free from microorganisms that is able to receive sterile and nonsterile items.
Most medical errors are considered to be preventable.

The nurse uses critical thinking in the assessment of actual and potential environmental risks to
client safety.

When assessing actual and potential environmental risks it is helpful for the nurse to get a sense
of the clients daily routines at home.

According to the National Fire Prevention Association, home fires are a major cause of death and
injury.

The risk of motor vehicle accidents is highest among teen drivers than any other age group.

The Joint Commission for Accreditation of Healthcare Organization sets standards to address the
nurse’s responsibility for maintaining client safety.

One of the first questions the nurse would ask when doing a “fall assessment” on a client would be
“Does the client have a history of falling?”

There are two types of disasters: man-made and natural.
An earthquake is classified as a man-made disaster.

“Agent-specific” approach to disaster planning focuses on preparing for disasters that are most
likely to occur in a community.

Communication is a major priority in disaster planning.
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24. The purpose of an Emergency Response Plan is to have an organizational structure and procedures

25.
26.
27.
28. A hazardous material is a material capable of causing a harmful physical or health effect.

29.

30.

31.

in place to respond to major emergencies.

Triage is the process for prioritizing which patients are to be treated first.

Disaster triage is when decisions are based on identifying and treating the sickest individuals first.

The first priority in a disaster is human safety.

Hazardous materials are removed from their original containers and placed in agency-specific con-

tainers for storage.

egory A is the most dangerous agent.

The standard of “reasonable care” is used when emergency care is given in a health care setting.

The Center for Disease Control (CDC) has classified hazardous agents as Category A, B, or C. Cat-
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APPLICATION QUESTIONS

1. Which of the following events would be considered a

“natural disaster?” (Select all that apply.)
a. Flood

b. Meteorological phenomena

c. Fire

d. Nuclear event

. When does a communicable, infectious disease out-
break management become disaster management?
a. Once public health officials determine that the out-
break exceeds the capability and resources available
to handle it

b. At the beginning of the outbreak as communicable
diseases are a serious threat to the population

c. The disaster plan would need to be implemented
only if the outbreak was a Category A biological agent

d. When it is determined that the outbreak is an internal
disaster

.In handling a chemical, you accidentally spilled a

small amount of the contents on your hand. What

would be the best course of action for you to take?

a. Immediately wash the affected hand and remove
any clothing that the chemical might have come in
contact with

b. Call the Poison Control Center to determine what

medication needs to be applied to the area to
counteract the chemical

¢. Wrap your hand in a towel to protect it from expo-
sure to the air

d. Do nothing

4. While making rounds, the nurse finds that a client’s

IV of Ringer Lactate was running at 75 ml/hr. The
kardex stated that the IV ordered was D5W. The
nurse’s notes in the chart stated that the IV had been
changed 2 hours ago and the drip rate had been set.
The first thing the nurse would do is

a. change the IV solution

b. inform the person who hung the incorrect IV about

the occurrence

c. make out an incident report
d. report the incident to the nurse in charge

5. A planned program of loss prevention and liability

control is called
a. risk management

b. critical pathways
C. peer review

d. quality assurance

6. A client is admitted to the nursing unit with a diag-

nosis of mycoplasma pneumonia. The admitting
physician did not order the client to be placed on any
form of precautions. Which isolation precautions
would be best for the client to be on?




7

10.

11.

a. Transmission-based precautions
b. Universal precautions

c. Sterile precautions

d. Standard precautions

. Mr. Smith is one of the 10 clients on your team. You are

making out the team assignment and must decide
whom to assign Mr. Smith. The CNA is new to the unit
and you have not worked with her that much; RN1
has been caring for two postoperative patients; RN2
will be attending a continuing education program for
about 1 hour during the shift. Select the most appro-
priate staff member to take care of Mr. Smith.

a. RN2

b. CNA
c. RN1
d. Request a float nurse

. Which of the following activities would be an exam-

ple of implementing medical asepsis? (Select all that

apply)
a. Mopping the floor

b. Hand washing
c. Covering hair with a cap
d. Wearing sterile gloves

. Disinfection and sterilization processes are two meth-

ods of eliminating microorganisms. Place a “D” in
front of the methods that are examples of disinfection
and an “S’ in front of methods that are examples of
sterilization.

a. ___alcohol

b. ___moist heat

c. ___ethylene oxide gas
d. __ boiling water

A nurse would use surgical asepsis at the client’s bed-
side in the following situations. (Select all that apply.)
a. Inserting an IV

b. Applying a sterile dressing
c. Inserting a urinary catheter
d. Suctioning the oropharynx and trachea

A nurse fills out an incident report in situations when
someone could have been or did get hurt. The inci-
dent report needs to maintain the same qualities as all
other types of documentation. Important guidelines
the nurse needs to follow are (select all that apply):
a. Document an objective description of the incident
b. Document accurate information about the incident
c. Document the incident in a timely manner

d. Document the information in an organized manner
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12. A “sentinel event” is defined as

13.

14.

15.

16.

17.

a. an unexpected occurrence involving death or seri-
ous physical or psychological injury or risk of injury

b. an emergency treatment that is provided to a client
without his/her consent

c. a situation where a client’s behavior requires the
use of restraints

d. a system of identifying potential hazards and elim-
inating them before harm occurs

A safe environment is an environment that includes
which of the following factors? (Select all that apply.)
a. Basic needs are met

b. Physical hazards are reduced
c. Sanitation is maintained
d. Nursing standards of care are implemented

Falls are one of the leading environmental hazards
reported in hospitals. One of the most common
occurrences that precipitates a client fall is
a. getting out of bed to go to the bathroom

b. leaving the side rails down
c. experiencing stress, anxiety, and fatigue
d. slipping on a wet floor

If a client falls, the nurse’ first responsibility is to
a. assess the client’s injury

b. notify the physician
c. write up an incident report

d. report the incident to the nurse manager

When caring for a restrained client, the nurse at least
would plan to assess the placement of the restraint
and the condition of the restrained area at which
interval?

a. 2 hour

b. 1 hour
c. 2 hours
d. 8 hours

When applying a restraint, which information must
the nurse document? (Select all that apply.)
a. Type of restraint

b. Time applied

c. Condition of area to which restraint is applied
d. Family understanding of the restraint

e. Client response to the restraint

18. When assessing a client with upper extremity restraints,

the nurse notes the right hand is pale and cold and the
client is complaining that it pains. Which is the appro-
priate initial action for the nurse to take?
a. Loosen the restraint

(continued)
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b. Remove the restraint
c. Notify the MD
d. Document findings

Which direction represents a task that an RN may
legally delegate to an unlicensed assistant?
a. “Decide if a less restrictive restraint will be effective

forMs. __”
b. “Apply mitten restraints to Ms. __.”

c. “See if Ms. __ needs a restraint.”

d. “Check if Ms. __’s wrist restraint is affecting circu-
lation to her hand.”

Which interventions can the nurse use to help elimi-
nate the need for restraints? (Select all that apply.)
a. Orient at regular intervals to surroundings

b. Have a clock in plain view

c. Provide adequate sensory stimulation
d. Void on a regular schedule

e. Ambulate on a regular schedule

How often would the nurse manager expect assess-
ment data related to the need for a restraint to be
recorded in the client’s record?

a. Every shift

b. Every 24 hours

c. Every 48 hours

d. Every 72 hours

One reason a nursing history is taken is to determine
a clients level of wellness. Which of the following
aspects might the nurse include in the history to

23.

determine if there are any underlying conditions that
might threaten a client’s safety? (Select all that apply.)
a. Gait

b. Development status

c. Medications

d. Vision

When caring for a client with an abscessed buttock
infected with MRSA, which protective equipment
would be used when removing the packing from the
wound? (Select all that apply.)

a. Respiratory protective device

b. Mask

c. Gloves

d. Gown

24. Which new admission should the nurse plan to place

25.

in a private room with negative-pressure airflow?
a. Client with rubella

b. Client with strep throat
c. Client with measles
d. Client with TB of the bone

When caring for a client on droplet precautions,
which protective equipment would the nurse use?
(Select all that apply.)

a. Respiratory protective device

b. Mask

c. Gloves

d. Gown

ANSWERS & RATIONALES

TRUE & FALSE ANSWERS

Mark each of the following statements True or False. Correct all False statements in the space provided.

1. A tool used in risk management to report an accident or unusual happening is called an incident report.
2. Risk management is a system of identifying potential hazards and eliminating them before harm occurs.

3. Only the nursing department is involved in risk-management programs.

True

True

False

Risk management involves all departments within the agency including top management and the board of directors.
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. The abbreviation The Joint Commission stands for the “Joint Commission on Accreditation of Healthcare Organiza-

tions.  True

. A sentinel event is defined as an unexpected occurrence involving death or serious physical or psychological injury

or risk of injury.  True

. The purpose of hand washing is to remove all microorganisms from the hands.  False

Hand washing reduces and controls the number of microorganisms.

. Standard precautions are classified as tier one precautions and require the person to be in a private room.  False

Standard precautions do not require a person to be in a private room.

. A client diagnosed with active tuberculosis would be placed on airborne precautions in conjunction with standard

precautions.  True

. Contaminated hands are a prime cause of cross infection.  True

The procedure used to eliminate all microorganisms, including pathogens and spores, is called surgical asepsis.
True

One principle of surgical asepsis states that “edges of a sterile field or container are considered to be contaminated.”
True

A sterile field is an area free from microorganisms that is able to receive sterile and nonsterile items.  False
A sterile field will receive only sterile items; nonsterile items placed on a sterile field will contaminate the field.
Most medical errors are considered to be preventable.  True

The nurse uses critical thinking in the assessment of actual and potential environmental risks to client
safety,  True

When assessing actual and potential environmental risks it is helpful for the nurse to get a sense of the client’s daily
routines at home.  True

According to the National Fire Prevention Association, home fires are a major cause of death and injury.  True
The risk of motor vehicle accidents is highest among teen drivers than any other age group.  True

The Joint Commission for Accreditation of Healthcare Organization sets standards to address the nurse’s responsibil-
ity for maintaining client safety. ~ False

The American Nurses Association (ANA) standards of nursing practice set the standards for nursing practice.

One of the first questions the nurse would ask when doing a “fall assessment” on a client would be “Does the client
have a history of falling?”  True

There are two types of disasters: man-made and natural. ~ True

An earthquake is classified as a man-made disaster.  False

An earthquake is a natural disaster. (continued)
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22. “Agent-specific” approach to disaster planning focuses on preparing for disasters that are most likely to occur in a
community.  True

23. Communication is a major priority in disaster planning.  True

24. The purpose of an Emergency Response Plan is to have an organizational structure and procedures in place to
respond to major emergencies.  True

25. Triage is the process for prioritizing which patients are to be treated first. ~ True

26. Disaster triage is when decisions are based on identifying and treating the sickest individuals first.  False
Disaster triage is when decisions are based on doing the greatest good for the greatest number.

27. The first priority in a disaster is human safety. ~ True

28. A hazardous material is a material capable of causing a harmful physical or health effect.  True

29. Hazardous materials are removed from their original containers and placed in agency-specific containers for storage.
False
Hazardous substances need to be stored in their original containers.

30. The Center for Disease Control (CDC) has classified hazardous agents as Category A, B, or C. Category A is the most
dangerous agent.  True

31. The standard of “reasonable care” is used when emergency care is given in a health care setting.  False
“Reasonable care” standard is used in emergency situations that occur outside a health care institution.

APPLICATION ANSWERS

1. Which of the following events would be considered a 2. When does a communicable, infectious disease out-

“natural disaster?” (Select all that apply.) break management become disaster management?
a. Flood a. Once public health officials determine that the
b. Meteorological phenomena outbreak exceeds the capability and resources
e Fire available t? hgndle it ‘
d. Nuclear event b. AF the beginning .of the outbreak as Commgnlcable
. diseases are a serious threat to the population

Rationale

Correct answers: a and b.

Incorrect answers: ¢ and d.

c. The disaster plan would need to be implemented
only if the outbreak was a Category A biological
agent

d. When it is determined that the outbreak is an
internal disaster

a. A flood is a natural disaster as it is the result of an
ecological disruption.
b. A meteorological phenomena is also a natural dis-

aster.
Rationale

Correct answer: a.
a. Disaster management would be put into place
after public health officials recognize a communi-
cable disease outbreak is occurring, determine the

c. A fire is an emergency situation caused by human
beings.
d. A nuclear event is a man-made disaster.




source, mode of transmission, and risk factors,
and implement control measures and the out-
break exceeds their capacity and resources.

Incorrect answers: b, ¢, and d.
b. Public health officials would investigate and
assess the situation first.

c. Any communicable disease outbreak could war-
rant the implementation of a disaster manage-
ment plan.

d. Internal disease is a way that health care facilities
often classify a disaster.

3. In handling a chemical, you accidentally spilled a
small amount of the contents on your hand. What
would be the best course of action for you to take?
a. Immediately wash the affected hand and remove

any clothing that the chemical might have come
in contact with

b. Call the Poison Control Center to determine
what medication needs to be applied to the area
to counteract the chemical

c. Wrap your hand in a towel to protect it from
exposure to the air

d. Do nothing

Rationale
Correct answer: a.

a. Physical removal of the chemical is the highest
priority because there is a direct relationship
between contact time and effect for most chemi-
cal agents.

Incorrect answers: b, ¢, and d.
b. This might be done but is not necessarily the first
course of action.

¢. The most effective method is to dilute the chem-
ical or reduce the amount of chemical on the
skin.

d. Physical removal of the chemical is the highest
priority, doing nothing is not the best course of
action.

4. While making rounds, the nurse finds that a client’s
IV of Ringer Lactate was running at 75 ml/hr. The
kardex stated that the IV ordered was D5W. The
nurse’s notes in the chart stated that the IV had been
changed 2 hours ago and the drip rate had been set.
The first thing the nurse would do is
a. change the IV solution
b. inform the person who hung the incorrect IV

about the occurrence

c. make out an incident report
d. report the incident to the nurse in charge
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Rationale
Correct answer: a.

a. The nurse’ first action would be to change the IV
solution to the solution that had been ordered.

Incorrect answers: b, ¢, and d.

b. Correcting the situation needs the nurse to be
focused on improving delivery of care and not on
placing the blame.

c. Making out an incident report would be one of
the things the nurse would do later to record the
incident.

d. The nurse would report the incident to the nurse
in charge but it would not be the first thing that
would done.

. A planned program of loss prevention and liability

control is called
a. risk management

b. critical pathways
C. peer review

d. quality assurance

Rationale
Correct answer: a.

a. Risk management is a planned program with the
purpose of identifying risks, analyzing and prior-
itizing risks, and developing a plan to manage
risks.

Incorrect answers: b, ¢, and d.

b. Critical pathways are guidelines that provide
direction for optimum client care.

c. Peer review involves the evaluation of a person of
equal status by a peer.

d. Quality assurance is an evaluation process with
the purpose of assuring excellence in the health
care provided to clients.

6. A client is admitted to the nursing unit with a diag-

nosis of mycoplasma pneumonia. The admitting
physician did not order the client to be placed on
any form of precautions. Which isolation precau-
tions would be best for the client to be on?

a. Transmission-based precautions

b. Universal precautions

c. Sterile precautions

d. Standard precautions

Rationale
Correct answer: a.

a. Transmission-based precautions are used in
addition to standard precautions when the person
may have an “airborne”, “droplet”, or “contact”
infection.

(continued)
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Incorrect answers: b, ¢, and d.
b. Universal precautions interfere with the spread
of bloodborne pathogens and are used in con-
junction with other types of precautions.

c. Sterile asepsis eliminates all microorganisms
from an area rendering it sterile.

d. Standard precautions are used in the care of all
hospitalized clients regardless of the diagnosis.

7. Mr. Smith is one of the 10 clients on your team. You
are making out the team assignment and must
decide whom to assign Mr. Smith. The CNA is new
to the unit and you have not worked with her that
much; RN1 has been caring for two postoperative
clients; RN2 will be attending a continuing educa-
tion program for about 1 hour during the shift.
Select the most appropriate staff member to take
care of Mr. Smith:

a. RN2

b. CNA
c. RN1
d. Request a float nurse

Rationale
Correct answer: a.
a. Even though RN2 will be off the nursing unit for
1 hour, the individual would be the most appro-
priate staff member to care for Mr. Smith.

Incorrect answers: b, ¢, and d.

b. The CNA is new to the unit and you do not
know the individuals ability to care for clients
with infections and on precautions.

c. Assigning two postoperative clients and a client
with an infection could spread the infection.

d. There is no need to request a float nurse as there

are appropriate caregivers on the nursing unit to
care for Mr. Smith and the other clients.

8. Which of the following activities would be an exam-
ple of implementing medical asepsis? (Select all that
apply.)

a. Mopping the floor
b. Hand washing
c. Covering hair with a cap
d. Wearing sterile gloves
Rationale
Correct answers: a and b.
a. Cleaning the environment to prevent the spread
of microorganisms is a form of medical asepsis.
b. A basic technique in preventing and reducing the
spread of infections is hand washing.

Incorrect answers: ¢ and d.
c. and d are examples of surgical asepsis; they are
activities a nurse would do to protect and main-

tain the sterile field.

9. Disinfection and sterilization processes are two
methods of eliminating microorganisms. Place a “D”
in front of the methods that are examples of disin-
fection and an “S’ in front of methods that are exam-
ples of sterilization.

a. __D__alcohol
b. S moist heat
c. __S__ethylene oxide gas
d. __D__boiling water
Rationale
Correct answers: Disinfection—a and d.

a. Alcohol eliminates many microorganisms but
not all; it is a chemical disinfectant.

d. Boiling water is not a method of sterilization as
bacterial spores and some viruses resist boiling.

Correct answers: Sterilization—b and c.

b. Moist heat is steam under pressure (autoclave)
and reaches temperatures above boiling point to
kill pathogens and spores.

c. Ethylene oxide gas destroys spores and microor-
ganisms by altering cell’s metabolic processes.

10. A nurse would use surgical asepsis at the client’s bed-
side in the following situations. (Select all that apply.)

a. Inserting an IV

b. Applying a sterile dressing

c. Inserting a urinary catheter

d. Suctioning the oropharynx and trachea

Rationale
Correct answers: a, b, ¢, and d.

a. ¢, d. The cavities are considered sterile; sterile
technique is required to not introduce microor-
ganisms into the client’s body.

b. The application of a sterile dressing requires a
sterile field to not introduce microorganisms.

11. A nurse fills out an incident report in situations
when someone could have been or did get hurt. The
incident report needs to maintain the same qualities
as all other types of documentation. Important
guidelines the nurse needs to follow are (select all
that apply):

a. Document an objective description of the inci-
dent

b. Document accurate information about the inci-
dent

c. Document the incident in a timely manner

d. Document the information in an organized manner




Rationale
Correct answers: a, b, ¢, and d.

a. Objective information is from direct observation
by the nurse and measurable; vague terms are dis-
couraged as they suggest opinions instead of facts.

b. The use of measurable terms provides a fuller
and more accurate picture of what occurred.

c¢. Recording the incident when it is still fresh in the
nurse’s mind will increase accuracy and decrease
duplication.

d. Information is expected to be presented in a log-
ical order to facilitate better communications.

12. A “sentinel event” is defined as
a. an unexpected occurrence involving death or
serious physical or psychological injury or risk of
injury.
b. an emergency treatment that is provided to a
client without his/her consent.

c. a situation where a client’s behavior requires the
use of restraints.

d. a system of identifying potential hazards and
eliminating them before harm occurs.

Rationale
Correct answer: a.

a. The Joint Commission on Accreditation of
Healthcare Organizations states that such events
are called “sentinel” because they need immedi-
ate investigation and response.

Incorrect answers: b, ¢, and d.
b. It is describing an emergency situation, such as
performing cardiopulmonary resuscitation, on
a client.
c. When a physical or mechanical device is needed
to limit the freedom of movement of a client.

d. A system for identifying potential sources of risks
is called risk management.

13. A safe environment is an environment that includes
which of the following factors? (Select all that

apply)
a. Basic needs are met

b. Physical hazards are reduced
c. Sanitation is maintained
d. Nursing standards of care are implemented
Rationale
Correct answers: a, b, and c.
a. Physiological needs influence a person’s safety,
for example, sufficient oxygen.
b. Physical hazards place a person at risk for acci-
dental injury or death, for example, motor vehi-
cle accident.
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c. Adequate disposal of human waste through a
proper sewage system is vital to maintaining a
safe environment.

Incorrect answer: d.
d. Nursing standards of care are legal guidelines
defined in the Nurse Practice Acts.

14. Falls are one of the leading environmental hazards
reported in hospitals. One of the most common
occurrences that precipitates a client fall is
a. getting out of bed to go to the bathroom

b. leaving the side rails down
c. experiencing stress, anxiety, and fatigue
d. slipping on a wet floor

Rationale

Correct answer: a.

a. It is natural behavior to use the bathroom for
elimination purposes.

Incorrect answers: b, ¢, and d.
b, ¢, d. Each of the three occurrences may con-
tribute to client falls but are not the most com-
mon reason for falls.

15. If a client falls, the nurse’s first responsibility is to
a. assess the client’s injury
b. notify the physician
c. write up an incident report
d. report the incident to the nurse manager
Rationale
Correct answer: a.
a. The nurse’s first responsibility is to the client.

Incorrect answers: b, ¢, and d.

b, ¢, and d. The nurse may perform each of the
other activities, however, not as his/her first
responsibility.

16. When caring for a restrained client, the nurse at
least would plan to assess the placement of the
restraint and the condition of the restrained area at
which interval?

a. 2 hour
b. 1 hour
c. 2 hours
d. 8 hours

Rationale
Correct answer: b.
b. Proper placement of restraints as well as skin condi-
tion, color, temperature, and sensation of restraint
area must be checked at least once every hour.

Incorrect answers: a, ¢, and d.
a. Half-hour intervals provide closer monitoring
but the standard is 1 hour.

(continued)
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¢, d. These intervals are too long and make the risk
of injury too great.

17. When applying a restraint, which information must
the nurse document? (Select all that apply.)
a. Type of restraint
b. Time applied
c. Condition of area to which restraint is applied
d. Family understanding of the restraint
e. Client response to the restraint

Rationale

Correct answers: a, b, ¢, d, and e.

All factors listed are required to be documented. Also
required is the method used in applying the restraint
and the times of assessments and the findings.

18. When assessing a client with upper extremity
restraints, the nurse notes the right hand is pale and
cold and the client is complaining that it pains.
Which is the appropriate initial action for the nurse
to take?

a. Loosen the restraint
b. Remove the restraint
c. Notify the MD

d. Document findings

Rationale

Correct answer: b.

b. The restraint is removed to prevent further tissue
damage.

Incorrect answers: a, ¢, and d.

a. The potential for tissue damage still exists if the
restraint is merely loosened.

cand d. These activities are done but neither is the
initial response.

19. Which direction represents a task that an RN may
legally delegate to an unlicensed assistant?
a. “Decide if a less restrictive restraint will be effec-
tive for Ms. __.”

»

b. “Apply mitten restraints to Ms. __.
“See if Ms. __ needs a restraint.”

a o

. “Check if Ms. __s wrist restraint is affecting cir-
culation to her hand.”
Rationale
Correct answer: b.
b. Nurses may delegate application of restraints.

Incorrect answers: a, ¢, and d.

a, ¢, d. The nurse cannot delegate selection of type
of restraint, determination of need for restraint,
or assessment for complications. The nurse also
cannot delegate assessment of a restraint’s effect.

20. Which interventions can the nurse use to help elim-
inate the need for restraints? (Select all that apply.)

. Orient at regular intervals to surroundings

. Have a clock in plain view

a
b
c. Provide adequate sensory stimulation
d

. Void on a regular schedule
e. Ambulate on a regular schedule
Rationale
Correct answers: a, b, ¢, d, and e.
a, b, and c. These help keep the client oriented and
thereby decrease the need for restraints.

d and e. These help prevent discomfort which can
contribute to restlessness and undesirable activity.

21. How often would the nurse manager expect assess-
ment data related to the need for a restraint to be
recorded in the client’s record?

a. Every shift

b. Every 24 hours
c. Every 48 hours
d. Every 72 hours

Rationale

Correct answer: b.

b. The need for a restraint must be reassessed and
documented every 24 hours.

Incorrect answers: a, ¢, and d.

a. It is more often than required
¢ and d. These are not often enough according to
regulations.

22. One reason a nursing history is taken is to deter-
mine a client’s level of wellness. Which of the fol-
lowing aspects might the nurse include in the his-
tory to determine if there are any underlying
conditions that might threaten a clients safety?
(Select all that apply.)

a. Gait

b. Development status

¢. Medications

d. Vision

Rationale

Correct answers: a, b, ¢, and d.

a. The nurse would observe the clients mobility
and body alignment and assess if the client
needed assistance with ambulation.

b. The clients development status may create
threats to client safety.

c. Is the client on any medications that might lead
to confusion, disorientation, or other types of
risks?




d. Visual acuity, particularly in the elderly, as
decreased vision may lead to client injury.

23. When caring for a client with an abscessed buttock
infected with MRSA, which protective equipment
would be used when removing the packing from
the wound? (Select all that apply.)

a. Respiratory protective device

b. Mask

c. Gloves

d. Gown

Rationale

Correct answers: ¢ and d.

c and d. A wound infection requires contact pre-
cautions and these require use of gown and
gloves.

Incorrect answers: a and b.
aand b. Respiratory protective devices are used for

airborne precautions. Masks may be used for air-
borne precautions and always for droplet.

24. Which new admission should the nurse plan to
place in a private room with negative-pressure air-
flow?

a. Client with rubella

b. Client with strep throat

c. Client with measles

d. Client with TB of the bone
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Rationale
Correct answer: c.

c. Negative-pressure airflow is used for airborne
precautions. Measles is spread by airborne trans-
mission and therefore negative-pressure airflow
protection is required.

Incorrect answers: a, b, and d.

a, b, and d. None of these diseases are spread by
airborne transmission therefore negative-pres-
sure airflow is not needed. Rubella and strep
throat are spread by droplets.

25. When caring for a client on droplet precautions,
which protective equipment would the nurse use?
(Select all that apply.)

a. Respiratory protective device

b. Mask

c. Gloves

d. Gown

Rationale

Correct answer: b.

b. Protection from droplet transmission requires
use of a mask.

Incorrect answers: a, ¢, and d.

a, ¢, and d. Gloves and gown are required for con-
tact transmission. Mask or respiratory protective
device is needed to protect against airborne
transmission.
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ANTEPARTUM PERIOD

TERMINOLOGY RELATED
TO PREGNANCY

Gravida: The number of pregnancies a woman has had. It
includes the present pregnancy (if she is pregnant now). It
does not consider the length or the outcome of the pregnancy.
Primigravida: A woman who is pregnant for the first time
or has been pregnant only once.

Multigravida: A woman who has had more than one preg-
nancy or who is pregnant now and has been pregnant before.

Para: The number of pregnancies a woman has had which
ended after 20 weeks. No consideration is given to the
outcome of the pregnancy, means of termination of the
pregnancy, or number of children involved in the preg-
nancy. A current, undelivered pregnancy after 20 weeks
does not add to the number of paras until after the preg-

nancy has ended. To prevent confusion, the number of
paras may not be changed in the chart during the hospi-
talization for delivery. The number of paras cannot exceed
the number of pregnancies.
Stillborn: A baby born dead after the age of viability (20
weeks gestation).
Nulliparas: A woman who may or may not have been preg-
nant before, but never delivered a term infant.
Multiparas: A woman who has delivered more than one
baby after the age of viability (20 weeks gestation).
Abortion: Termination of a pregnancy prior to viability of
the fetus. Abortions may be subdivided into elective and
spontaneous types.
Elective: The purposeful termination of a pregnancy.
Laws often govern when and how an elective abortion
can be performed.
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Spontaneous: The unplanned termination of a preg-

nancy. In lay terms, it is called a miscarriage.
TPAL: This acronym provides information about the
obstetrical history of a woman. T refers to term births, P is
for preterm births, A is for abortions, and L is for living
children.
Chadwick’s Sign: Bluish discoloration of the cervix due to
increased vascularity in these tissues. Its value in deter-
mining pregnancy is moderate and thus it is a probable
sign of pregnancy.
Goodell’s Sign: Softening of the cervix, also due to increased
vascularity. It is a probable sign of pregnancy.
Hegar’s Sign: A softening of the isthmus or neck of the
cervix. It is another probable sign of pregnancy.
Braxton Hicks: Also called false labor contractions, these
contractions can be felt by the pregnant woman beginning
around the twenty-eighth week. Braxton Hicks contrac-
tions are generally described as irregular and painless con-
tractions.
Decidua: The pregnant endometrium of the uterus. The
decidua may also be described in relation to the fetus. The
decidua basalis lies directly under the fetus and is a com-
ponent of the placenta. The decidua capsularis covers the
developing fetus. The decidua vera is the part of the
endometrium not in contact with the fetus.
Leopold’s Maneuvers: A system of palpating the maternal
abdomen at term that will assist in determining the fetal
presentation and position.

Table 6—-1 Presumptive Signs of Pregnancy

Sign Relationship to Pregnancy

PREGNANCY

 Conception occurs with the union of the sperm and ova.

* Both the sperm and the ovum will bring to the union a
nucleus with 23 chromosomes, 22 somatic (body) chro-
mosomes and a sex chromosome, either an X or Y from the
sperm and an X from the ovum.

e When the sperm fertilizes the ovum, the sex of the baby is
determined and the resulting zygote contains 46 chromo-
somes with the characteristics of both the mother and the
father.

* The normal gestation lasts 40 weeks.

* The diagnosis of pregnancy is based on the signs of pregnancy.
The signs of pregnancy are categorized as probable, presump-
tive, and positive based on their significance in the diagnosis.

SIGNS OF PREGNANCY

The three categories of the signs of pregnancy are
e presumptive

* probable

* positive

Presumptive Signs of Pregnancy

Presumptive signs of pregnancy are weak signs that can be
caused by other conditions. Because these signs are subjec-
tive, they may easily be misinterpreted (see Table 6-1).

Other Possible Interpretations

Amenorrhea

Menses usually ceases after conception but absence
can be caused by other conditions including stress.

Women with low body fat such as athletes often have amen-
orrhea. In addition, stress, menopause, and endocrine dis-
orders can contribute to the absence of menses.

Nausea and vomiting

During early pregnancy, nausea and vomiting is
associated with the elevated hormone levels seen in
pregnancy.

Emotional distress and viral or bacterial Gl infections are
a few of the causes of nausea and vomiting.

Urinary frequency

Due to the elevated hormones and pressure of the
enlarged uterus and uterine contents on the bladder,
urinary frequency is seen in early pregnancy and
again in the last trimester.

Urinary tract infections, diabetes, and increased fluid
intake can all lead to urinary frequency.

Quickening Quickening refers to fetal movement and is usually Normal peristalsis and abdominal gas from gas-
felt by the pregnant woman between 16 and 20 wks producing foods can be perceived as quickening.
of pregnancy. The early movements are often Women who want to be pregnant can imagine the feel-
described as “butterfly wings.” ings of quickening.
Fatigue This subjective sign is a frequent complaint of the Stress, illness, and overwork can bring on this
woman in the first trimester. symptom.
Weight gain Weight gain in early pregnancy is usually minimal. Weight gain is associated with water retention

secondary to hormonal changes.

Breast changes

The changes which are noted in the breast are
tingling and fullness.

Monthly hormonal changes are often noted in the pre-
menstrual period.
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Probable Signs of Pregnancy

Probable signs of pregnancy are objective and can be noted
by a trained health care professional. Probable signs are
more frequently associated with pregnancy (see Table 6-2).

Positive Signs of Pregnancy

Positive signs of pregnancy cannot be misinterpreted by the
client or the examiner. These signs are the definitive symp-
toms of pregnancy (see Table 6-3).

PREGNANCY TESTS

Human chorionic gonadotropin (HCG) is a hormone pro-
duced by the placenta and present in the maternal blood-

Table 6-2 Probable Signs of Pregnancy

stream and eventually excreted by the kidneys. This hor-
mone is responsible for the maintenance of the pregnancy in
the early period and is the basis for the pregnancy tests com-
monly used (see Table 6-4). False negatives can occur if the
test is performed too early in the menstrual cycle. If urine
samples are used for testing, the first morning voided is best
as the hormone concentration will be highest.

>

E] Clinical Alert

False negative results occur fairly frequently. If
the results of the home pregnancy test are nega-
tive, the test should be repeated in a week if
menstruation has not begun.

Sign

Relationship to Pregnancy

Other Possible Interpretations

Abdominal enlargement

A feeling of abdominal fullness and tightening of
clothes can be noted soon after the first period is
missed.

Weight gain and tumors of the abdomen or uterus
can also cause this symptom.

Changes in pelvic organs
e Goodell’s sign

e Hegar’s sign

e Chadwick’s sign

® Due to increased vascularity, the examiner will
notice a softening of the cervix.

e Another symptom related to the increased vas-
cularity of the isthmus (or neck) of the cervix is
that the examiner will be able to compress the
cervix to a minimum.

¢ Due to the increased vascularity of the cervix,
vagina, and vulva, the mucous membranes
will assume a bluish coloration.

e Any condition that increases the vascularity of
the cervix including hormonal changes can
cause this symptom.

e |ike Goodell’s sign, this symptom may be
associated with conditions such as infections.

e Any condition increasing the blood flow to
these tissues can give rise to this symptom.

Ballottement

Because the fetus floats in amniotic fluid, when
the cervix is tapped, the fetus will float away from
the cervix and then back toward the cervix produc-
ing a rebound tap felt by the examiner.

This symptom may also be associated with uterine
polyps or tumors.

Braxton Hicks contractions

Most frequently felt by the pregnant woman during
the third trimester, these painless, irregular con-
tractions of the uterus are often termed false labor.

Some tumors may cause similar perceptions.

Uterine soufflé

This is the sound of blood flowing through the
maternal side of the placenta; the rate will be the
same as the maternal pulse.

Uterine tumors with increased uterine blood flow
can also cause this symptom.

Pigmentation changes
e Chloasma
e Darkening of the areola

of the nipples
e Linea nigra

e This refers to a flushing of the face of pregnant
women.

e Darkening is more common in the dark-haired
female and the primigravidas.

e Beginning at the pubis, a dark line forms on
the skin and progresses up the midline of the
abdomen to the top of the fundus.

e Oral contraceptives can lead to this symptom.

* Hormonal imbalances can cause this
symptom.

Pregnancy tests

Various tests are available which detect the pres-
ence of human chorionic gonadotropin (HCG), a
hormone produced by the placenta.

Hydatidiform mole and choriocarcinoma also
respond to the tests.
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Table 6-3 Positive Signs of Pregnancy

Sign Relationship to Pregnancy

Other Possible Interpretations

Auscultation of fetal heart tones (FHTs)

FHTs can be heard as early as 10 wks None
with a Doppler ultrasound transducer and

by 18-20 wks with a fetoscope. The FHTs
must be differentiated from the maternal
heart rate. FHTs usually run above 100 while
maternal heart rates are slower.

Fetal movements felt by a trained examiner

The trained examiner is able to differentiate None
the fetal movements from abdominal gas.

Confirmed presence of a fetus

The presence of the fetus can be determined None
by ultrasound as early as 4 wks gestation.

ESTIMATION OF GESTATION

As soon as pregnancy is determined, the woman’s first
concern is to determine when the baby is due. The due
date is called the Estimated Date of Confinement or EDC.
There are several means of determining the EDC including
Nagele’s rule, fundal height, and the use of a gestational
wheel.

Nagele’s Rule

e It is the most common tool used to determine EDC.

o After determining the first day of the last menstrual
period, the examiner would count back 3 months and
add 7 days. For example, if the first day of the last men-
strual period was September 1, the examiner would subtract
3 months (9 — 3 = 6) and add 7 days. The sixth month is
June, so the due date would be June 8.

e Inaccurate determinations occur when the date of the last
menstrual period cannot be recalled. These are frequently
associated with delays in seeking medical attention.

Table 6—4 Pregnancy Tests Commonly Used

Test Tests Diagnostic Period

Radioimmunoassay Blood or urine 1 wk after fertilization

10 d after fertilization
or 5 d before first
missed period

Enzyme-Linked Blood or urine
Immunosorbent

Assay (ELISA)

Home pregnancy Urine Varies
tests

* EDC may be incorrectly defined when the woman missed
a cycle before conceiving or had vaginal bleeding after
conception. Some women will have a “light period” after
conceiving while others have been known to continue to
have cycles well into the pregnancy.

Fundal Height Measurement

¢ In fundal height measurement, the examiner measures the
distance from the symphysis pubis to the top of the fundus.

* Measured in centimeters, the fundal height measurement
corresponds well with the fetal age in the second and third
trimester.

* Women carrying more than one fetus will appear to be
further along in their pregnancy with this EDC determina-
tion.

¢ Insituations with intrauterine growth retardation in the fetus
or oligohydramnios (less than normal amounts of amniotic
fluid), the pregnancy may be incorrectly dated as well.

The Gestation Wheel

e It is an easy to use tool to assist the practitioner in deter-
mining EDC.

o Since the system utilizes the first day of the last menstrual
period, this method has the same difficulties as Nagele’s rule.

PHYSIOLOGIC CHANGES
IN PREGNANCY

A normal pregnancy lasts for approximately 40 weeks or 10
lunar months. The pregnancy can be divided into three dis-
tinct periods or trimesters. The changes in the woman'’s body
can be related primarily to the hormones associated with
pregnancy and the growth of the fetus (Table 6-5).
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Table 6-5 The Sources and Functions of the Hormones Related to Pregnancy

Hormone Source

Function

Follicle stimulating hormone (FSH) Anterior pituitary

Stimulates ovarian activity and the production of the
graafian follicle

Luteinizing hormone (LH) Anterior pituitary

Stimulates the graafian follicle to release the ovum and
convert to a corpus luteum

Prolactin Anterior pituitary Stimulates lactation after delivery
Oxytocin Posterior pituitary Stimulates uterine contractibility in labor
Stimulates the “let-down” reflex or release of milk in
the postpartum period
Estrogen Corpus luteum/placenta Promotes the thickening of the uterus
Prepares the breasts for breast-feeding
Progesterone Corpus luteum/placenta Maintains the endometrium

Suppresses uterine activity

Prepares the breasts for breast-feeding

Relaxes joints of pelvis allowing a slightly enlarged
diameter of the birth canal and contributing to the
characteristic waddling gait of the pregnant woman

HCG Trophoblast/placenta

Maintains the corpus luteum to continue producing
estrogen and progesterone preventing menstruation
Once the placenta is producing HCG, the placenta will
produce the hormones necessary to maintain the

pregnancy

Human placental lactogen Trophoblast Antagonizes insulin maintaining a higher level of
glucose in the maternal circulation to meet the needs
of the growing fetus

Relaxin Corpus luteum Relaxes the uterus, inhibits uterine contractions

Prostaglandins Various body tissues

Unknown

The hormones associated with pregnancy are estrogen,
progesterone, and HCG. Both estrogen and progesterone are
produced initially by the corpus luteum on the ovaries. The
placenta will eventually take over control of the production
of these hormones. While the trophoblast initially produces
HCG, this hormone will also eventually be produced by the
placenta.

Changes in the Reproductive Organs
Uterus

e In the nonpregnant state, the uterus is a small pear-shaped
organ that weighs about 2 oz.

o At term, the pregnant uterus weighs about 2 lbs. Most of
the growth is related to an enlargement of the uterine cells.

 The uterus is primarily a muscular organ and even in its
stretched shape at the end of pregnancy, is very strong. The
muscle fibers of the uterus are arranged in all directions,
unlike the muscle fibers of the muscles of the arms or legs.

The concentration of muscle fibers is particularly thick in
the fundal area (top of uterus) giving the appearance of a
hood and adding to the strength of the fundus.

The accumulation of blood in the uterus adds to its enlarge-
ment. With the accumulation of blood, the uterus becomes
a thick carpet in which the embryo can bury itself.

The placenta development begins around 3 weeks after
conception and is formed from fetal and maternal struc-
tures. It develops at the site where the embryo is attached
to the wall of the uterus. It serves two functions: (1) pro-
vides nutrient exchange between the fetus and mother and
(2) produces hormones that are essential for the mainte-
nance of the pregnancy.

Braxton Hicks contractions occur irregularly throughout
pregnancy but become more noticeable late in pregnancy.
At term, these contractions may be confused with labor
contractions but differ from labor contractions in that the
cervix does not dilate and the contractions usually cease
with walking.
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¢ In the nonpregnant state, the uterus lies completely in the
pelvis. With the enlargement of the uterus and growth of
the fetus, the uterus rises above the pelvis. The fundal
height is related to the gestational age of the fetus as illus-
trated in the following box:

12 wks Fundus rises out of the pelvis. It can
be felt above the symphysis pubis

20 wks Fundus reaches the umbilicus

36 wks Fundus reaches the xiphoid process.
Breathing is difficult

38-40 wks Fundus drops down as the uterus set-
tles back into the pelvis in prepara-
tion for labor. This is termed “lighten-
ing.” The woman can now breathe
easier, but has pressure on the bladder
causing frequent urination

Cervix

¢ The cervix also is influenced to enlarge and thicken.

* The glandular tissue of the cervix becomes more active
and produces thick mucus, which forms the mucous plug.
This plug prevents the ascent of organisms into the uterus.
Early in labor, this plug will be lost and will be described
as “bloody show.”

* With the increased vascularity, the cervix softens and takes
on the distinctive blue discoloration. The diagnosis of
pregnancy is often made as a result of observing these
changes in the cervix. These changes in vascularity are
described as Goodells, Hegars, and Chadwick’s signs,
which are used as pregnancy indicators.

Vagina

o Like the uterus and cervix, the vagina hypertrophies and
displays increased vascularization.

* The cells of the vagina are active, producing the vaginal
discharge (leucorrhea) that is common in pregnancy.

* The secretions of the vagina become more acidic provid-
ing protection from bacterial infections.

Ovaries

* In the nonpregnant state, the ovaries generally release one
ovum per month. As the time of release approaches, the site
on the ovary containing the ripening ovum is called a graafian
follicle. Once the follicle ruptures and releases the ovum, the
graafian follicle becomes the corpus luteum. If the ovum is
not fertilized, the corpus luteum begins to shrink in about
one week and eventually becomes a small scar on the ovary.

e If the ovum is fertilized, the cells that surround the fertil-
ized ovum will begin to produce hormones that cause the
corpus luteum to enlarge slightly and remain active in the
production of hormones to maintain the pregnancy.

* Once the placenta is well established, it will become the
main source of the hormones of pregnancy. The corpus
luteum will then degenerate and serve no further function
in pregnancy.

¢ Other than the activity of this corpus luteum, the ovaries
remain quiet during the pregnancy and do not continue
the cyclic maturation of ova.

Breasts

* The breasts increase in size and the glands will hypertro-
phy during the pregnancy in preparation for nourishing
the newborn.

Increased pigmentation can be noted in the areola and the
Montgomery’s follicles on the areola become prominent.

Stretch marks, called striae, are visible on the breasts.

* By the second trimester, colostrum can be expressed from
the breasts. This colostrum will be the first feedings for the
breast-fed baby and is rich in antibodies.

% Assessment Alert

Tingling in the nipples and breast fullness are
often the first subjective indicators of a
pregnancy.

Respiratory System

* Oxygen requirements increase during pregnancy as the
woman’s body must provide for both the woman and the
fetus.

* As the uterus increases in size, the uterus rises out of the
pelvis and puts increasing pressure on the diaphragm.

o In response to the higher levels of estrogen and the pres-
sure on the diaphragm, the ribs flare and the circumfer-
ence of the chest increases.

* While the respiratory rate is only slightly increased during
pregnancy, the tidal volume increases significantly.

¢ The respiratory center in the brain becomes more sensitive
to carbon dioxide levels. Although respiratory function
has improved slightly from the nonpregnant state, the
woman may report feeling slightly short of breath during
late pregnancy.

Cardiovascular System

e The pulse rate increases slightly during pregnancy. The
blood pressure decreases during the first trimester and then
returns to the prepregnant levels in the third trimester.

¢ The basal metabolic rate of the pregnant woman increases
significantly in pregnancy. The workload of the heart
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reaches its maximum around the thirty-second week of
pregnancy. If the heart does not have the capacity to com-
pensate, cardiac decompensation may occur. The preg-
nant cardiac client often delivers as she approaches the
thirty-second week of pregnancy.

Vena cava syndrome occurs when the pregnant woman
near term lies in the supine position. The weight of the
uterus compresses the inferior vena cava restricting blood
returning to the heart. The woman will feel dizzy, be pale
and clammy, and be hypotensive. This can be prevented
by having the woman lie on her side rather than in the
supine position. The left side-lying position is favored as it
promotes blood return via the inferior vena cava.

Both the number of blood cells and blood volume increase
during pregnancy. The increase in volume exceeds the
increase in the number of RBCs, changing the ratio of
solids to liquids in the hemoglobin and hematocrit labora-
tory values. This change in ratio is the cause of the
pseudoanemia seen in early pregnancy.

The white blood cell count increases in number as the
body protects itself from foreign invasion. The WBC count
peaks during labor and early postpartum and then returns
to the prepregnant level.

Fibrin and clotting factor levels increase in pregnancy as
another means of the body’s self-protection. This change
makes the woman more prone towards the development
of venous thrombosis.

Gastrointestinal System

Women often complain of nausea during early pregnancy.
This nausea and its sometimes associated vomiting are
termed “morning sickness” although the nausea may be felt
anytime during the day. This morning sickness is thought
to be caused by the levels of HCG. Morning sickness that
leads to weight loss or when it continues into the second
trimester is abnormal and should be evaluated.

Changes in the mouth associated with pregnancy may
include ptyalism (excessive salivation) and gingivitis due to
an increase in the vascularity of the oral mucus membranes.

Progesterone slows the motility of the GI tract in the sec-
ond and third trimesters delaying gastric emptying. This
along with the uterine displacement of the stomach and
intestines may cause heartburn (pyrosis).

Progesterone also slows peristalsis and promotes water
absorption from the colon leading to constipation.

Constipation and the weight of the pregnancy can cause
hemorrhoids.

Urinary System

Urinary frequency is a common problem in both the first
and third trimester caused by the weight of the uterus. Dur-
ing the second trimester, the uterus rises out of the pelvis

and relieves the pressure seen in the first trimester until the
time the uterus returns to the pelvis in preparation for labor.
This return to the pelvis is termed “lightening.”

* Progesterone and its relaxation potential along with the
weight of the uterus may lead to dilation of the ureters
making the woman susceptible to urinary tract infections.

* The kidneys as a whole function at a higher capacity with
higher glomerular filtration rates.

Musculoskeletal System

* Progesterone contributes to the relaxation of the pelvic
joints. The pelvis, normally the stabilizing agent of the body,
can no longer maintain the support system and the woman
develops a waddling gait. This loosening of the joints pro-
vides for a slight increase in the diameter of the birth canal.

e The center of gravity of the body shifts due to the
increased uterine weight. The body responds to this shift
by increasing the curve of the lumbar spine and causing
lordosis. These changes lead to a characteristic walk often
termed “the pride of pregnancy.” This change also leads to
backache in the third trimester.

Integumentary System

e Pigment changes are the most noticeable changes occur-
ring in the integumentary system. The pigment changes
include chloasma, a facial rash, noticed primarily on the
cheeks and forehead. This rash tends to be more promi-
nent in a dark-skinned woman. Linea nigra is a dark line
that develops on the midline of the abdomen and length-
ens as the uterus grows.

e Striae or stretch marks occur as the connective tissue is
damaged due to tissue stretching. During pregnancy, the
striae may appear red but turn to silver after the comple-
tion of the pregnancy. Striae are most common on the
abdomen, buttocks, thighs, and breasts.

 Hair growth is stimulated during pregnancy and the hair
may appear more lustrous. After termination of the preg-
nancy, the hair follicle will assume a period of rest and
the woman may notice some shedding of hair. By 6-12
months after the pregnancy, the hair will return to the
prepregnancy appearance.

Endocrine System

¢ Influenced by the higher levels of estrogen during preg-
nancy and the increased needs of the pregnant body for
nutrition, the endocrine glands increase their activities
slightly and then return to their normal level of function-
ing in the immediate postpartum period.

Changes in Metabolism

¢ In general, the basal metabolic rate of the pregnant body
increases over the nonpregnant state. This increase in
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metabolism is both a support of the growing fetus and a
response to the increased metabolic needs of the fetus.
Estrogen and progesterone both promote the retention
of water allowing for a greater volume of blood. As the
fetus grows, the demand for protein and carbohydrates
increases. Weight gain during pregnancy is in response to
the increase in fluid volume and growth of new tissues
including the placenta and fetus. Typical weight gain is
about 4 lbs in the first trimester and 15 lbs in the second
and third trimester. Total weight gain averages about
30-35 lbs. Allowable weight gain varies according to the
prepregnancy weight of the woman, but even the over-
weight woman is encouraged to gain an average of 25 lbs
to ensure the fetus receives what it needs for growth. At
the time of delivery, this 30-35 lbs weight gain can be
divided up to the following:

—fetus ~8 Ibs

—placenta ~2 lbs

—amniotic fluid ~2 Ibs

—increase in body water (including blood volume) ~8 Ibs
—increase in uterus and breasts ~5 Ibs

—Dbody stores ~5 lbs

% Nursing Intervention Alert

Monitoring weight gain and teaching the woman
about the need for adequate nutrition for the
fetus is a primary concern for the nurse in the
obstetrical office.

Psychological Changes Associated with
Pregnancy

Both the expectant mother and expectant father will have
developmental tasks associated with the psychological matura-
tion that comes with a pregnancy (see Table 6-6). Although
each individual is different in how they handle the changes
brought about by a pregnancy and birth of an infant, in gen-
eral these changes can be divided into the three trimesters
of pregnancy.

The Role of Other Family Members
in an Expectant Family

Siblings

* Childrens understanding and emotions related to the
pregnancy vary according to the age and emotional matu-
rity of the child. Young children will not understand the
concept of pregnancy and may be surprised by the arrival
of the new baby. Adolescents, on the other hand, may be
fully aware of the concept of pregnancy and even feel

embarrassment that their parents have so publicly shown
that sexual relations are occurring.

¢ The acceptance of the new arrival will be affected by the
age of the siblings as well as their present position in the
family. Older children, especially in large families, may
dread the addition as a new source of responsibilities. The
youngest child may feel that their position in the family
has been taken by the new baby. An only child may feel
the loss of the parents’ attention.

* Preparation of the siblings is important and dependent
upon the ages of the children. Young children need to be
prepared close to the event while older children can be
told of the pregnancy earlier. Whenever possible, include
the siblings in the planning. A young child may help fold
and put away the new baby’ clothes while an older child
might enjoy listening to the baby’s heartbeat. The older
child should never be displaced by the new baby. If, for
instance, the older child is still sleeping in a crib, the child
should not be moved from the crib for the baby. Instead,
the older child is moved from the crib well in advance of
the birth and given a bed for “big boys” or “big girls.”

Grandparents

* Pregnancy usually results in a closer, more supportive
relationship between the expectant couple and their par-
ents regardless of past issues.

Difficulties for grandparents can relate to determining to
what extent the expectant couple want them involved,
conflicts with their own life and work demands, and
ambivalence over aging as they assume this new role.

Culture

¢ The cultural values and beliefs of the mother and father as
well as the extended family will affect every aspect of
childbearing and childrearing.

* How the woman feels about her pregnancy will be influ-
enced not only by her life situation but also by the values
placed on pregnancy by her culture.

¢ Culture can influence the acceptance of the child into the
family. For instance, in some cultures, boys are more val-
ued and thus the birth of a girl may be seen as a negative
life situation.

Cultural practices may influence the well-being of the preg-
nant woman and her fetus. The practice of pica, eating of
nonfood substances, may lead to nutritional deficiencies.

e Labor and delivery may be influenced by the cultural
acceptance of medication.

Childrearing beliefs such as an emotionally upsetting
event “spoiling” the milk of a breast-feeding mother may
lead to a sudden weaning of the infant.

* The nurse’s role in working with clients of diverse cultural

backgrounds and beliefs is to be open and acceptive of dif-
ferences.
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Table 6-6 Maternal and Paternal Tasks During Pregnancy

Trimester Maternal Developmental Tasks Paternal Developmental Tasks

First e Accepting the fact of pregnancy is the primary * The expectant father will have difficulty accepting the fact
concept in the first trimester. At this time, the of pregnancy. From his point of view, nothing has changed.
mother is more aware of the fact that she is The pregnancy is not obvious to onlookers and he is
pregnant than that she is going to have a baby. unable to perceive the influence of hormones that
The expectant woman becomes more aware of convinces the expectant mother that things are changing.
others around her who are pregnant. e Some expectant fathers may develop some of the

e Ambivalence is a key emotion even in the pregnancy symptoms that their partners are displaying
woman who has had difficulty achieving a including nausea, weight gain, backache, and fatigue.
pregnancy. Although she may be delighted to This condition is called couvades and is associated with
be pregnant, doubts may intrude. The woman expectant fathers who are more involved in the pregnancy
may think she is not ready or the timing of the and who assume a more active paternal role.
pregnancy was not right.

e Along with ambivalence, the expectant woman
may demonstrate mood swings that can be
related at least in part to the hormonal changes
occurring in the body.

e Body image changes are perceived by the pregnant
woman but may not be noticeable to an onlooker.

Depending on her acceptance of pregnancy, the
woman may look forward to “looking pregnant” or
be embarrassed and try to hide or deny the changes.

Second e By the second trimester, the pregnant woman e Dependent on his outlook for the pregnancy, the father
should have accepted the fact that she is pregnant. may be excited and looking forward to caring for his
Now she has to accept the reality of the fetus. With offspring or see the pregnancy as a negative event in
fetal movements, the woman recognizes that her his life.
body now houses two people. The woman and her e Some men view the pregnancy of their spouses as a
family may develop a pet name for the fetus. These validation of their masculinity.
names add to the reality that a new person exists.

® As the pregnancy grows, the woman may become
more introverted, wanting to spend time alone with
her fetus. Now the pregnant woman notices new
babies everywhere she goes as her focus turns from
pregnancy to baby.

e The pregnant woman is noticeably pregnant to the
onlookers. The woman may now be acceptive of her
pregnancy and delighted that others have noticed.

Third e The pregnant woman has now accepted the fact of ¢ As the time of delivery approaches, the man may be
pregnancy and that the pregnancy will produce a concerned about how he will respond to labor and delivery.
new baby. The woman must now prepare herself Some men choose not to be involved while other men want
for delivery and her role as a mother. to be with their expectant spouses for every event.

e Nesting occurs, where the pregnant woman Although excited about the approaching labor and delivery,
prepares the nursery and gathers baby supplies. the man may worry about how he will handle himself.

e The woman may worry about how she will handle e The expectant father may also worry about the financial
labor and delivery. She is eager to discuss these role that will be required of him. The medical costs as well
events with others and to learn what she needs to as the costs of raising a child may be a source of worry to
know to be successful. some men.

¢ As the physical discomforts of pregnancy increase,
the woman begins to look forward to and wish for the
end of the pregnancy. Women who deliver early may
never reach this plateau and actually grieve for the
loss of the pregnancy after delivery, even with a
healthy child.

e Body image again makes a change. The woman may
feel that her body is huge and may feel a loss of
sexual appeal. Physical discomforts of the third
trimester may contribute to a negative body image.

Postpartum e The psychological changes occur during the

postpartal period as well and can be described as
“taking in, taking hold, and letting go.” These
changes will be discussed at a later point.
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Nursing care that is planned to include this acceptance of
cultural diversity will be more acceptable to the client and
more successful in promoting the health and well-being of
the childbearing and childrearing family.

ANTEPARTUM CARE

During the first prenatal visit, the pregnant woman’s chief
concerns will be the determination of her pregnancy and her
due date. The nurse, on the other hand, has a multitude of
data to collect and information to provide. During the first
prenatal visit, nursing activities will include

client history determination. Information gained in this

interview will include, but not be limited to

—personal data that may have an influence on the preg-
nancy. This will include age, marital status, ethnicity, and
support system. The occupation of the woman will be a
consideration for the safety of the woman and her fetus.
Even the presence of a pet cat will be questioned as it may
have a negative influence on the outcome of the pregnancy.

—the attitude toward this pregnancy as well as expecta-
tions about delivery, child care, and infant nutrition.

—previous and current medical history that may provide
clues to issues that could arise during the pregnancy or
delivery.

—family medical history, which will suggest additional
pregnancy-related issues.

—previous obstetrical history beginning with the onset of
menses and including contraceptive history, previous
pregnancies and their outcomes as well as problems
which arose during the pregnancy or delivery.

—current history of this pregnancy, first day of last menses,
use of medications including over-the-counter and street
drugs and alcohol, drug allergies, and possible terato-
genic exposures including X-rays and viral infections.

mental preparation of the client for the events of this first

prenatal visit including the pelvic examination and labora-
tory testing.

physical assessments such as

—checking for vital signs

—head-to-toe assessment ending with pelvic examination
= Encourage the woman to empty her bladder prior to

examination

pelvic examination, which includes checking for

—signs and symptoms of pregnancy

—fundal height

—pelvic adequacy
= Estimation of pelvic size in anticipation of delivery

laboratory assessments such as

—determining hemoglobin and hematocrit values or
complete blood count

» Pseudoanemia is a common finding as the client
blood volume increase is greater than the increase in
blood cells

—ABO and Rh typing
—urinalysis

» Looking specifically for glycosuria and proteinuria
—screening tests for

= syphilis testing

= gonorrhea culture

= HIV

= rubella titer

= hepatitis B

= sickle cell screen for selected clients
—Pap smear

One of the major roles of the nurse in the obstetrical

office or clinic will be “education.” The nurse will provide
information, on each prenatal visit, on topics including

 normal changes of pregnancy
—best done on a monthly basis,
—include physical changes for the woman, and
—fetal growth and development.

anticipatory guidance—during this and every prenatal
visit, the nurse will be educating the woman about her
body and her infant. There is a substantial amount of
material to be shared with the pregnant woman and the
nurse will need to present it in organized, small bits as the
woman’s pregnancy progresses. This will include

—self-care

» Hygiene: During pregnancy the glands of the body
are more active. The pregnant woman will perspire
more and have more vaginal secretions. The nurse
will provide the client with the information that tub
baths are allowed unless the membranes have rup-
tured. In late pregnancy, because of the changing
body proportions, showers may be recommended as
a safer activity. Soaking in hot tubs for prolonged
periods of time is not recommended as studies have
shown an increase in fetal anomalies associated with
hot-tub use.

Clothing: All clothing should be loose and noncon-
stricting. The woman is encouraged to wear low-
heeled, supporting shoes to reduce backache. A well-
fitted support bra is recommended to promote the
retention of breast shape.

Employment: Consider the activities involved in the

job to determine the safety of working during preg-

nancy. Activities which might contribute to negative

pregnancy outcomes include

o prolonged standing which may lead to preterm
delivery,

o physical strain such as heavy lifting, and
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o environmental factors which may be harmful to the
fetus including inhalation of gases in an operating
room.

= Travel: Consideration should be given to the length
of time the pregnant woman will be unable to move
around freely. In automobile travel, the pregnant
woman should plan a short rest period from sitting
every 2 hours. When traveling in a car, both the lap
and shoulder belts should be worn with the lap
belt positioned under the abdomen. If long trips
are planned close to the due date, consideration
should be given to the need for medical care at the
destination.

= Exercise: The pregnant woman will want to continue
her normal active lifestyle and should continue to
participate in activities that maintain fitness and mus-
cle tone.

o As pregnancy advances, activities may need to be
modified to promote the safety of the woman and
her fetus. For instance, if the woman is a regular
bicycle rider, as her central of gravity changes, the
woman may need to consider other forms of exer-
cise. Strenuous activities may need to be curtailed
and activities that include an inherent risk may need
to be avoided until after the pregnancy is complete.

o Specific exercises may be added to the pregnant
woman’s regimen to assist with the discomforts of
pregnancy and to prepare for delivery. The pelvic
tilt exercise strengthens the back muscles and may
reduce back strain. Kegal exercises will strengthen
the perineal floor while sitting cross-legged will
stretch the muscles of the inner thigh in prepara-
tion for delivery.

= Sexual relationships: Although there may be changes
in the woman’s sexual interest, sexual relations are
considered safe during pregnancy. In late pregnancy,
the enlarged uterus may require changes in position
for intercourse.

o Pregnant women are advised to avoid intercourse
once the membranes have ruptured or if there is
vaginal bleeding or a risk of preterm labor.

—nutritional guidance

= Pregnancy outcome is influenced by prepregnancy
and pregnant nutrition.
= Maternal weight gain is important for adequate
growth of the fetus.
o Normal weight gain is around 30 lbs.
o While once considered unnecessary for overweight
women to gain during pregnancy, the current prac-
tice is for these women to gain up to 25 lbs.

o Women are concerned that gaining too much
weight during pregnancy will lead to obesity. In a
normal pregnancy, weight gain can be divided into
the following:

(1) fetus—7 lbs
(2) placenta and amniotic fluid—4 Ibs
(3) increased blood volume—4 1bs
(4) increase breast tissue—3 lbs
(5) the remainder is maternal stores
o Distribution of weight gain throughout the pregnancy:
(1) first trimester: 2—5 lbs
(2) second and third trimesters: 1 1b per week
o The food pyramid remains the basic guide for food
intake for pregnant women.
o Itis recommended that women increase their caloric
intake by 300 kcal in the second and third trimester.
o Supplements: While a good diet can provide all the
elements needed for a successful pregnancy, many
physicians place their pregnant women on supple-
ments to ensure the adequacy of the diet. Supple-
ments often include
(1) multivitamins
(2) folic acid
(3) iron
4) calcium

% Nursing Intervention Alert

Remind the pregnant woman to take the iron sup-
plement with juice as vitamin C will aid in absorption.
Avoid taking iron with milk as it impairs absorption.

= Pica

o Pica is the practice of eating nonfood substances
such as laundry starch, dirt or clay, and ashes. It
can also be taken to mean the ingestion of large
quantities of nonnutritious dietary items such as
ice. These practices may be supported by cultural
beliefs and are often passed down through families.
The purpose of eating the substance varies with the
culture. For instance, some women eat laundry
starch to “stiffen” the baby and make it stronger. In
some cultures, ice is chewed to cut down on the
food intake and keep the baby small to “make labor
easier.” In addition to affecting general nutrition,
iron-deficiency anemia is a common problem
among women who practice pica.

o When a woman is underweight prior to pregnancy,
she needs to gain more than the recommended 30
Ibs during pregnancy.

—warning signs: The pregnant woman is given a list of
“warning signs” that require immediate notification of
the physician (see Table 6-7).
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Table 6-7 Warning Signs of Pregnancy

Symptom

Time of Occurrence

Possible Interpretations

Severe vomiting

Anytime, especially in the first and
second trimesters

Hyperemesis gravidarum

Fever, chills Anytime Infection

Burning on urination Anytime Urinary tract infection

Abdominal cramping or pain Anytime Miscarriage, ectopic pregnancy, or
abruptio placenta

Vaginal bleeding Anytime Miscarriage, ectopic pregnancy, abruptio
placenta, or placenta previa

Sudden gush of fluid from the vagina, Before 37 wks Premature rupture of the membranes

uterine contractions

Absence of fetal movement

Second and third trimesters

Fetal demise

Epigastric pain, muscular irritability,

Second and third trimesters

Pregnancy-induced hypertension

convulsions, headache, visual disturbances,
or edema of face and hands

—minor complaints of pregnancy and their relief: As
the woman progresses through pregnancy, the nurse
will provide instructions about the common com-
plaints of pregnancy and will offer suggestions that
will make the pregnant woman more comfortable (see
Table 6-8).

SUBSEQUENT PRENATAL VISITS

After the first prenatal visit, pregnant women are generally
seen once a month until the eighth month of pregnancy,
when the women are seen twice a month. During the ninth
month of pregnancy, women are generally seen once a week
until delivery.

During these prenatal visits, the health care team will
continue their assessment and education of the pregnant
woman. During each visit, the woman will be assessed for

» weight gain
o vital signs
* uterine size
e FHTs (after the first trimester)
¢ edema and the presence of other complications
* glucose and protein in urine
* psychosocial adaptation
Periodically throughout the pregnancy, additional labo-
ratory tests may be ordered to monitor for the development

of a high-risk pregnancy. Table 6-9 lists the tests that will be
ordered.

INTRAPARTUM PERIOD

SIGNS OF IMPENDING LABOR

Prior to the onset of labor, there will be changes occurring in
the pregnant woman that can indicate the approach of labor.
As the day of labor approaches, the fetus will most often settle
in a head down (vertex) position. The pregnant woman may
also notice a decrease in fetal activity, which can be at least
partly due to the tightness of the uterus for the term fetus.

Lightening: Lightening is the settling of the presenting part
into the pelvis. In the woman who is pregnant for the first
time, this may occur two weeks prior to delivery In the
multipara client, lightening may occur closer to or with
the onset of labor.

* Asaresult of the uterus moving down into the pelvis, the

woman will note that breathing is easier as the top of the
fundus is no longer at the level of the xiphoid process.
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Trimester Complaint Cause Nursing Interventions

First Nausea and vomiting Hormones—HCG Consume small meals more often than
(morning sickness) thrice a day
It can occur anytime during Eat dry crackers
the day. Do not mix liquids with solids
It usually ends around the Avoid fatty or highly seasoned foods
end of the first trimester. Be aware that food/cooking odors may

contribute to nausea
First Breast tenderness Estrogen and progesterone Wear well-fitted bra

First and Third

Fatigue

Cause unknown

Weight of pregnancy and
nocturnal sleep deprivation
may be contributing factors

Nap as needed

First and Third

Urinary frequency
Nocturnal urination

Pressure of uterus on the
bladder

Void as needed
Decrease fluids as bedtime approaches

First Ptyalism (excessive salivation) Unknown Suck hard candy
Chew gum
Throughout Leukorrhea Hyperplasia of vagina and Do not douche.
activity of cervical glands Wear cotton-lined underpants to add
to comfort
Second and third Heartburn Slowing of Gl tract due to Maintain good posture

progesterone
Pressure of growing uterus
on stomach

Do not lie down after meals

Avoid spicy, fatty foods

Eat small frequent meals

Take antacids as recommended by
physician

Second and third

Hemorrhoids and constipation

Pressure of uterus
Slowing of peristalsis by
progesterone

Use topical agents and sitz baths

for hemorrhoids

Increase fluid intake

Add fiber to the diet

Exercise

Take stool softeners as recommended
by physician

Second and third Backache Shift in center of gravity Maintain good posture
Lordosis Avoid high heels
Joint relaxation due to Select supportive shoes
hormones Do pelvic rock exercise

Rest at frequent periods

Third Leg cramps Calcium/phosphorus Take calcium supplements
imbalance Dorsiflex foot when cramp occurs

Third Postural hypotension/faintness Sudden changes in position Change positions slowly

Vena cava syndrome Weight of uterus on ascending Prefer side-lying resting position

vena cava Do not sleep on back

Third Shortness of breath/dyspnea Enlarging uterus Maintain good posture

Sleep in semi-Fowler’s position
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Table 6-9 Additional Tests Ordered During Pregnancy

Test

Source

Timing

Possible Findings

Alpha-fetoprotein
(AFP)

Maternal blood or
amniotic fluid

16-18 wks of pregnancy

AFP is a screening test for neural tube defects and
Down’s syndrome.

Glucose tolerance
test (GTT)

Maternal blood

End of second trimester or
when risk of gestational
diabetes is recognized

A 1-hr or a 3-hr GTT may be done to determine the
presence of gestational diabetes.

Indirect Coombs
test

Maternal blood

28 wks gestation

In an Rh— mother, a positive indirect Coombs test
could indicate the development of antibodies
against the baby’s blood.

Screening for

Vaginal and rectal swabs

35-37 wks gestation

Presence of group-B streptococcus in the vagina is

group-B associated with higher incidences of neonatal

streptococcus morbidity and mortality. A positive swab will result in
prophylactic, intravenous antibiotic administration
to the pregnant woman.

Percutaneous Intrauterine umbilical Second and third trimesters This test allows for prenatal diagnosis of inherited

umbilical blood cord blood blood disorders, karyotyping of the fetus, and other

sampling fetal problems.

Chorionic villi Placental structure 8-10 wks This sampling allows for evaluation of fetal

sampling chromosome makeup at an early date.

Amniocentesis

Amniotic fluid from the
fetal sac through the
maternal abdomen
and uterus

After week 14 of pregnancy

Amniocentesis is used to identify genetic disorders.

* With lightening, there will be greater pressure on the
bladder and urinary frequency will occur.

* Because of the presence of the gravid uterus in the pelvis,
there will be venous stasis affecting the lower extremities.

Braxton Hicks Contractions: Although Braxton Hicks con-
tractions have been occurring throughout the pregnancy,
they become more noticeable and occur more frequently

as labor approaches.

Tahle 6-10 Differences between False Labor and True Labor

Sign

e Often referred to as “false labor,” these contractions must
be differentiated from “true labor” (see Table 6-10).

* Many women will be seen in the hospital for “false labor”
and may feel embarrassed when sent home. It is not
unusual to have the woman return hours later in true labor.

Bloody Show: This refers to the loss of the mucous plug.

* Pink tinged secretions are expelled with the softening of

the cervix in preparation for labor.

“False Labor”

“True Labor”

Contractions’ regularity and frequency

Contractions are irregular and do not

increase in frequency.

They are irregular in the beginning and
then become more regular. The time
between contractions shortens and con-
traction length increases while intensity
heightens.

Location

They are felt in abdomen and groin.

They may be uncomfortable and
interfere with sleep.

They start in the back and extend to the
abdomen.

Comfort measures

Walking usually lessens the discomfort.

Walking does not lessen the discomfort
and may intensify the pain.

Differentiation

There is no change in cervix.

The cervix dilates and effaces.
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e Onset of labor usually begins within 24 hours of the
passage of the bloody show.

e The amount is relatively small and not to be confused
with vaginal bleeding or with the blood-tinged dis-
charge that may follow a vaginal examination.

Burst of Energy: Considered to be part of the “nesting” phe-
nomena, the pregnant woman will experience a burst of
energy days before going into labor.

o Ttis often seen as a time when the woman will complete
the nursery preparations and prepare the household for
her absence during delivery and postpartum.

* Pregnant women who experience a “burst of energy”
should be cautioned not to overdo. The woman would
be wise to conserve much of this energy to release dur-
ing the labor process.

Rupture of the membranes: It is not uncommon for the
membranes to rupture prior to the onset of labor contrac-
tions. This is termed Spontaneous Rupture of the Mem-
branes (SROM).

o If the woman is at term, labor contractions will usually
begin within 24 hours.

* The pregnant woman may confuse SROM with urinary
incontinence. There are several tests to determine if the
vaginal discharge contains amniotic fluid:

—The vaginal secretions can be tested with nitrazine
paper. Since amniotic fluid is alkaline while most body
fluids including urine are acidic, the presence of a
blue or green result indicates amniotic fluid is present
in the discharge.

—A second method is to place a drop of discharge on a
slide and allow it to dry. When viewed under a micro-
scope, a fern appearance indicates the presence of
amniotic fluid.

o If the presenting part is not engaged, the gush of fluid
may cause the umbilical cord to rush into the vagina.
As the presenting part engages, the umbilical cord may
be compressed between the pelvis and the presenting
part, obstructing blood flow from the placenta to the
fetus. The first nursing action following rupture of the
membranes should be to listen to FHTs. Immediate
notification of the physician is required if there is any
change in the FHTs.

o If the woman is at term when the membranes rupture,
it is the goal of the medical team to deliver the fetus
within 24 hours of the rupture. Delay in delivery may
lead to the development of an infection.

THE FOUR Ps OF INTRAPARTUM

The nurse in the obstetrical unit will need a clear under-
standing of factors that influence labor and delivery. These
factors are often referred to as “the four Ps of intrapartum”

which include the passenger, the passageway, the powers,
and the psyche.

Passenger

Passenger refers to the fetus. Factors influencing the out-
come of labor involving the passenger include the fetal lie,
presentation, attitude, and position.

o Fetal lie—TIt compares the long axis of the fetus (the spinal
column) to the long axis (spinal cord) of the mother.

—Longitudinal lie: In this, the fetal spinal column is paral-
lel to the maternal spinal column. The fetus in longitu-
dinal lie may be either a cephalic or breech presentation.

—Transverse lie: In this, the fetal spinal column is horizon-
tal to the maternal spinal column. The fetus in transverse
lie presents as a shoulder presentation. Vaginal delivery
is impossible if this lie is maintained.

o Fetal presentation—It describes the part of the fetus that
enters the maternal pelvis first. In a longitudinal lie,
cephalic or breech presentation are the options. In a trans-
verse lie, the fetal shoulder will enter the pelvis first.

—Cephalic presentation describes an infant that presents
itself head-first; it is the most common presentation.

—Breech presentation describes an infant whose buttocks
are the presenting part. Breech can further be divided
into frank breech and complete breech:

 Frank breech describes an infant whose hips are flexed
and the knees are extended, placing the infant’s feet near
the fetal head.

Complete breech describes an infant whose hips and
knees are flexed. In addition to the buttocks being noted
on vaginal examination, the feet may also be felt. If during
the delivery process, the fetus extends one or both feet, the
feet will precede the buttocks and the delivery will be
described as a footling breech or double footling breech.

—Shoulder presentation is when the fetus is lying across
the maternal abdomen. The infant cannot be delivered
in this position.

Fetal attitude—It compares the relationship of fetal parts
to each other.

—Flexed: Most infants present in the flexed attitude. If the
fetus is in a cephalic presentation, the flexed attitude
makes the occiput of the fetal skull the presenting part.
This provides the smallest diameter possible for deliv-
ery. It is the most common attitude of the fetus.

—Extension: In the cephalic presentation, but with an
extended attitude, the forehead will be the presenting
part. The diameter of the skull will be greater than the
occiput and vaginal delivery will be more difficult.

—Hyperextended: This fetus has tilted its head back. In the
cephalic presentation, the face becomes the presenting
part. This presents a wide diameter of the skull. Vaginal
delivery is very difficult. The baby will usually have
noticeable bruising of the face following this delivery.
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o Fetal position—It refers to the relationship between the
presenting part of the fetus and the maternal pelvis. The
maternal pelvis is divided into four quadrants described as
left anterior (LA), right anterior (RA), left posterior (LP),
and right posterior (RP). In the flexed fetus presenting in
the vertex lie, the occiput becomes the presenting part and
is described as O. In the hyperextended attitude, the chin
or M (for mentum) is the presenting part. If the fetus is in
breech position, the sacrum (S) is the presenting part. For
a transverse fetus, the scapula (SC) is described as the pre-
senting part. The position will be described with three let-
ters: mother’s left or right, fetal presentation, then mater-
nal anterior or posterior. Thus, a designation of ROA
indicates a fetus in vertex position, flexed (to put the
crown of the head down) longitudinal lie. The fetal crown
faces the mother’s right anterior.

Passageway

Made up of the birth canal and the maternal pelvis, the pas-
sageway can influence the delivery in either a positive or a
negative manner. During early prenatal visits, the physician
will have determined the type and adequacy of the maternal
pelvis. In evaluating the pelvis, the true pelvis or area between
the ischial spines will be the smallest internal diameter that
the baby must pass through. There are four basic pelvis types:

* Gynecoid—the typical female pelvis provides the widest
diameter in the true pelvis making delivery easier.

¢ Android—about one-fourth of all women have this form
of pelvis. It is similar to the male pelvis with a narrow
internal diameter making vaginal delivery difficult or
impossible.

 Anthropoid—another one-fourth of all women will have
this oval-shaped pelvis.

¢ Platypelloid—relatively rare, this pelvis is described as flat.

During the later part of pregnancy, the physician will
estimate whether this fetus can be delivered vaginally
through this pelvis. If in doubt, an X-ray can confirm the
adequacy of the pelvis or the presence of cephalopelvic dis-
proportionment.

The birth canal is composed of the cervix, vagina, and
introitus. The cervix will dilate and efface during the first
stage of labor. The normally thick cervix thins (effaces) and
dilates (opens) to allow the fetus to pass. When the mother
is 100% effaced and 10 cm dilated, the woman enters the
second stage of labor. In primiparas, the cervix effaces and
then dilates. In the multipara woman, the cervix effaces and
dilates together, shortening the first stage of labor.

Powers

Power involves voluntary and involuntary powers that expel

the fetus.

o Involuntary powers are responsible for the dilation and
effacement of the cervix. The fundus contracts causing the

cervix, normally about 3 cm long to be pulled up into the
body of the uterus. As the cervix is pulled into the body of
the uterus, the fetus is pushed down out of the uterus
much like pushing your head through a turtleneck sweater.
The contractions will be described in terms of frequency
and duration, both of which increase as labor progresses.

* Voluntary powers, also called secondary powers, con-
tribute to the delivery once the cervix is dilated or effaced.
The conscious bearing down by the woman adds intraab-
dominal pressure to assist in expelling the fetus.

Psyche

The emotional state of the mother can affect the progress of
labor. The woman who is able to relax with the contractions
progresses faster than the woman who is fearful and resists the
contractions, tightening nonlabor muscles. Many factors will
affect the emotional state of the mother including the presence
of a support person, childbirth preparation, and previous
experiences. The nurse will work with the laboring woman to
provide support and comfort measures. The environment
should be controlled in terms of light, noise, and personnel.
The nurse will need to provide information about the woman’s
labor progress to the laboring woman. During the latent
period, the nurse can provide information on breathing that
will assist the woman in managing her contractions better.

LABOR

Labor can be divided into four distinct stages.

First Stage of Labor

This stage begins with the onset of regular contractions and
continues until the cervix is completely dilated and effaced.
This is the longest stage of labor and can last for up to 20
hours in the primipara and still be considered normal. The
first stage of labor is further broken down into three
phases—latent, active, and transition (see Table 6-11).

Rupture of membranes
e On admission to the labor unit, the membranes may or
may not be ruptured. The nurse can test for ruptured
membranes by the following methods:
—test the vaginal discharge with nitrazine paper. If the
paper turns blue or green, the membranes are ruptured.
—vaginal discharge can be spread on a slide and allowed

to dry. When viewed under the microscope, a fern pat-
tern will be observed.

If not ruptured on admission, the membranes will rupture
during labor. There is always the risk that the membrane
rupture will cause the umbilical cord to precede the fetal
presenting part and occlude the blood flow to the fetus.
The first nursing activity following rupture of the mem-
branes is always to take the FHTs.
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Table 6-11 Phases of the First Stage of Labor

Phases of the First
Stage of Labor
and Corresponding
Cervical Dilation

Contractions and
Fetal Descent

Client’s Behavior

Nursing Interventions

Pain Control

30-45 sec.
The discharge
increases slightly and

She does not want
to be left alone.
She rests between

e |atent phase Contractions are The client is e Encourage the client to stay Encourage the
This phase extends irregular, mild in o excited and home as long as possible client to
from the onset of degree, widely talkative e Suggest walking and o relax
labor until the spaced, and lasting e able to read and diversional activities o effleurage
cervix is dilated less than 45 sec. converse with ¢ Admit to the labor unit and o walk
to3cm. This is the longest others between complete the paperwork o follow breathing
phase of the first contractions * Review breathing exercises techniques
stage of labor. e Encourage to void g 2 hrs
The mucous plug e Change position frequently
is lost. * Take vital signs including
The fetal head may FHT as per hospital routine,
be floating. usually g 30 min during
latent and active phases.
The temperature can be
taken every 4 hrs.
e Limit vaginal examinations
to reduce the risk of
contamination.
e Active phase Contractions are e | abor becomes e Continue monitoring P, R, e Ask client to
In this phase, there regular. more intense. The BP, and FHT g 30 min. follow breathing
is 4—7-cm cervix Their frequency woman is e Encourage to void g 2 hrs. techniques
dilation. increases to every concentrating on e Encourage ambulation and * Provide opiod
3-5 min. her contractions. position changes. analgesia
Duration of each e She has a serious e Clear liquids orally. e Provide epidural
contraction lasts demeanor. e Assist with personal hygiene. analgesia

consists of pink or contractions.
bloody mucus.
e Transitional phase Contractions are The client e The multipara may be moved e Same as above

In this phase, there
is 8 cm to complete
cervix dilation

strong.

They occur 2-3 min
apart, each lasting
up to 90 sec.
Discharge increases
and is bloody.

is nauseated

is irritable

has limited ability
to concentrate

is concerned that
she will lose control
sleeps between
contractions

to the delivery room. The
primipara will continue in
the labor room until dilation
is complete.

Vital signs are monitored
every 15 min.

Continue to encourage
voiding to prevent a full
bladder from slowing
progress.

e Stay with the client.
e Prepare for birth.

¢ If membranes are ruptured for a prolonged period, there is
a risk of an ascending infection. It is desirable to deliver
the baby within 24 hours of rupture. If the membranes
have been ruptured longer, monitor the woman’s temper-
ature closely. If attempts to hasten labor and delivery are
unsuccessful, the physician may choose to perform a

cesarean section.

o If the membranes do not rupture spontaneously, the
physician may choose to rupture the membranes artifi-
cially. This is termed an amniotomy. An amniotomy may

also be performed to assist with the onset of labor or to
speed its progress. The physician uses a small sterile
device to reach into the vagina and break the membranes.
The nurse will immediately take FHT before providing
personal hygiene for the mother.

e When the membranes rupture, the fluid should be

assessed for color and consistency. Normal amniotic fluid

is straw-colored and may contain vernix caseosa. The nor-
mal volume is about 1000 ml at term. Excessive amniotic
fluid, polyhydramnios, is associated with fetal abnormali-
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ties including GI obstruction and anencephaly. Dimin-
ished amniotic fluid, oligohydramnios, is associated with
renal anomalies in the fetus.

o If the amniotic fluid is greenish-brown in color, the fetus
may have passed meconium in utero, a sign of fetal
distress.

Fetal assessments during intrapartum

During labor, the FHTs can provide essential information
about fetal well-being and the fetal response to labor. The
FHTs can be monitored intermittently with a fetoscope or
with a Doppler ultrasound transducer. If more detailed
information about the fetus is important, a fetal heart moni-
tor can be applied to allow for continuous electronic moni-
toring of the fetus and provide additional information about
the maternal contractions.

e External fetal monitoring: Fetal monitoring can be per-
formed externally using sensors or transducers. This
method is noninvasive. These devices are secured to the
mother’s abdomen with belts and provide continuous trac-
ings comparing the FHT to the maternal contraction. The
sensor that monitors FHTs is placed directly only at the
spot on the maternal abdomen where the FHTs are best
heard. In the cephalic presentation, this is usually on the
lower abdomen. This device may need to be reapplied dur-
ing labor as the fetal position changes. The second sensor,
measuring the contractions, is applied over the fundus.

Internal fetal monitoring: For more accurate monitoring of
the fetus and contractions, an internal fetal monitor may
be placed. Prior to placing an internal monitor, the
mother’s membranes will need to be ruptured and the
cervix dilated at least 2 cm. The internal monitor will
consist of two devices. An intrauterine pressure catheter
will be placed in the uterus to measure the internal uter-
ine pressure of the maternal contractions. A fetal scalp
electrode will be attached to the presenting part by means
of a sharp wire that punctures the skin of the presenting
part. This device is less affected by maternal movement
than the external fetal monitoring device but because of
its nature, promotes the introduction of bacteria.

—Monitoring information to be noted include the base-
line fetal heart rate. This information is acquired
between uterine contractions. Normal FHT baseline is
between 110-160 bpm.

—Baseline variability can also be obtained through both
external and internal monitoring. It is expected that
there will be beat-to-beat variability as well as long-term
variability during the course of labor. Loss of variability
can be attributed to factors such as hypoxia, fetal anom-
alies, and narcotic administration.

—Recurrent patterns in the FHTs include accelerations
and decelerations. Accelerations (abrupt, short-term
increases in the FHTs) are due to fetal movement and
are usually considered a positive sign of fetal response.

Decelerations refer to the decreases in the FHTs and can
be divided into three general classifications:

= Early decelerations are considered a normal response
to pressure on the fetal head during contractions.
These decelerations appear as a slightly delayed
reverse mirror of the contraction. The heart rate drops
slightly shortly after the beginning of the contraction
and returns to baseline as the contraction ends.

= Late decelerations have a similar appearance as early
decelerations except the fact that they are more delayed
in their onset following the beginning of a contraction
and return to baseline later, after the contraction ends.
These decelerations are thought to be due to uretero-
placental insufficiency and are a nonreassuring pattern.

Variable decelerations are tracings showing the slow-
ing of the fetal heart with no relation to the contrac-
tion. These decelerations are thought to be due to
umbilical cord compression and are another nonreas-
suring pattern.

Anesthesia and analgesia for labor and delivery

Pain is a personal, subjective experience. Pain is a normal
component of childbirth. Pain during labor can be attributed
to pressure, stretching and distension of the pelvic organs
and the birth canal as well as tissue ischemia of the uterine
muscle as a result of the contraction. Many factors affect a
woman’s perception of labor pain and her response to it
including cultural beliefs, childbirth preparation, anxiety,
fetal position, and support system.

* Nonpharmacologic methods of pain relief are often based on
the Gate Control method of pain relief. This theory explains
that the pain message is carried to the brain by small diame-
ter nerve fibers. Larger diameter nerve fibers carry other
messages to the brain. In Gate Control, the “gate” allowing
passage through the small diameter fibers is closed by
sending messages through the larger diameter nerve fibers.
Tactile stimulation is carried over these larger fibers so mas-
sage, either self-massage or massage by others, can be effec-
tive in reducing the pain messages that the brain receives.
—Self-massage involves the technique called effleurage, a

light, stroking touch done over the abdomen.
—Counter pressure is particularly effective for back labor,
when the fetal presenting part is in the posterior position.
—Hydrotherapy also provides tactile stimulation. The labor-
ing woman may find a shower or a warm bath relaxing.
—Mental stimulation including imagery, soft music, and
breathing techniques can be effective, reduce breath
holding, and promote relaxation.

Pharmacologic pain relief can be administered by many
routes. Both analgesia and anesthesia may be used to assist
the mother through the birth process. The analgesic can be
systemic, regional, or local. With analgesic administration,
there is always a concern that the fetus will be adversely
affected during labor or after birth. In addition, improperly
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used analgesics can slow or stop the progress of labor, espe-
cially during the latent period. Regional analgesics may
hamper the woman’s ability to push during the second stage
of labor. On the other hand, a mother who is relaxed and
comfortable during labor may progress at a more rapid rate
as she allows her muscles to contract without resistance.
—Systemic analgesia and anesthesia
= Parenteral analgesia includes intravenous administra-
tion of opiods including fentanyl (Sublimaze), buto-
phanol (Stadol), and nalbuphine (Nubain). These
drugs cross the placenta and should not be adminis-
tered when delivery is imminent as it may cause res-
piratory depression in the newborn. The nurse
should always have naloxone (Narcan) available in
case opiod reversal is necessary. Promethazine (Phen-
ergan) may be added as an adjunctive drug to the
opiod serving as an antiemetic.

= General anesthesia is rarely used in obstetrics. It may
be utilized when immediate cesarean delivery is
required in emergency situations since it provides more
immediate access to the uterus. Respiratory depression
may develop in the mother and/or the fetus, and with
some general anesthetics, uterine relaxation may pre-
dispose the woman to postpartum hemorrhage.
—Regional analgesia: It refers to temporary loss of sensa-
tion and usually involves nerve blocks. Typical drugs
used for the blocks include lidocaine (Xylocaine), bupi-
vacaine (Marcaine), and other “caines.” The advantage
of regional analgesia is that the drug will have little or
no effect on the fetus.
= Epidural blocks involve the threading of a catheter
into the epidural space at the L5-S1 level and an
anesthetic agent being injected. In addition to diffi-
culty in moving lower extremities and potential uri-
nary retention, the client will feel little urge to push.

= Spinal block has local anesthetic agents injected into
the cerebral spinal fluid. Spinal blocks are used pri-
marily for cesarean sections.

—TLocal analgesia: It is used during the second stage of
labor to reduce the pain of delivery on the perineum
and may be used for the episiotomy. The fetus will be
minimally affected by local analgesia.

= Pudendal nerve block is used to relieve pain from the
vulva and perineum. It does not relieve discomfort
from labor contractions.

Second Stage of Labor

The second stage of labor begins with complete dilation and
effacement and ends with the delivery of the fetus.

e The contractions are intense coming every 2-3 minutes
and lasting up to 90 seconds. It is important that a rest
period between contractions occur so that oxygenated
blood can be delivered to the fetus.

e The woman will have the urge to bear down, increasing
intra-abdominal pressure to help expel the fetus. Some
women experience the urge to push prior to complete
dilation and effacement. Other women may mistakenly
believe that early pushing will shorten labor. The laboring
client should use breathing techniques to resist the urge to
push prior to complete dilation and effacement. Failure to
resist can lead to a bruised fetus and maternal cervix.

* An episiotomy may be performed to prevent tearing of the
perineum and to shorten the second stage of labor. An epi-
siotomy is a surgical incision into the vagina and per-
ineum to widen the birth outlet.

The cardinal movements of delivery

During labor and delivery, the fetus must move through the
birth canal. By changing positions during the course of labor
and delivery, the fetus attempts to maneuver through the
birth canal. These steps occur in order and are

* engagement, descent, and flexion. These three movements
occur almost simultaneously. The head flexes presenting the
occiput, the fetus descends into the true pelvis, and engage-
ment occurs.

e internal rotation. As the fetal head moves through the
maternal pelvis, this rotation aligns the smallest diameter
of the presenting part with the largest diameter of the
maternal pelvis.

o extension. Once the head is through the pelvis, the fetus
will extend his neck, and the head is delivered.

e external rotation. The next largest diameter of the fetus, the
shoulder, is now in the pelvis. The fetus will turn again to slide
the front shoulder out from the pelvis. With the fetal head out-
side the maternal body, observers can see this rotation.

 expulsion. As soon as the shoulders have passed the
pelvis, the rest of the body will quickly slide through. This
movement will happen quickly as the diameter of the
body is much less than that which has already passed
through the maternal pelvis.

Nursing care during the second stage of labor

The nurse’s role of monitoring and supporting the woman
continues in the second stage of labor. Vital signs, FHTs, and
contraction assessments are monitored every 5 minutes. The
client is positioned to promote delivery. Special birthing
beds are used in many hospitals that allow a variety of posi-
tions for delivery. Positions that utilize gravity are beneficial.
If the client will be placed in lithotomy position for delivery,
it is important that both legs are placed in and removed from
the stirrups simultaneously.

* The nurse and the client’s support person will be assisting
the laboring woman with her pushing technique. The
nurse will need to provide simple, explicit instructions
repeatedly as the woman’s concentration is hampered.
Breathing techniques will assist with the effectiveness of
pushing and promote oxygenation.
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e It is important that the laboring woman be kept informed
of her progress and encouraged in her efforts. The support
person may also need encouragement at this time.

* With delivery of the head, the nurse or physician will suc-
tion the oral cavity of the fetus.

o With full delivery, the physician or the infant’s father will
cut the umbilical cord.

 Until the cord is cut, the infant must be held at the level of
the placenta to prevent a shift in the blood dynamics. The
infant may be placed on the mother’s abdomen at this time.

* Stimulation of infant respiration is a priority. A second pri-
ority is to warm the baby. The infant is wet and the room
may be slightly cool (for the mothers and health care
workers’ comfort). Immediately wrap the baby in a warm
towel and briskly rub. This will assist in drying and stim-
ulate respiration at the same time.

o Allow the mother and father to see and touch their infant.

 The infant is usually placed in an over-bed warmer in
mother’s sight to continue the warming and stimulation.
At this time, the nurse or the pediatrician will do a quick
assessment, checking vital signs and looking for signs of
distress, birth injuries, and birth defects. If the infant’s
condition allows, the baby should be returned to the par-
ents as soon as possible.

Third Stage of Labor

The third stage of labor is termed “the stage of the placenta.”
Beginning with the birth of the baby, it ends with the deliv-
ery of the placenta.

o Immediately after the birth of the baby, the uterus can be
palpated just below the umbilicus as a round, firm mass.

o After a short rest, contractions begin again.

e The uterus changes to a discoid shape.

e Usually within 5 minutes of the delivery of the baby, the
placenta will separate.

* Separation of the placenta can be recognized by the fol-
lowing symptoms:
—The umbilical cord protruding from the vagina will

lengthen.

—There will be a sudden increase in vaginal bleeding.

e Traction should never be applied to the umbilical cord to
hasten delivery as it may cause the uterus to invert, a condi-
tion termed uterine prolapse. This will constitute a medical
emergency that may have fatal consequences for the mother.

The placenta can separate first from the center and then
to the edges or from the edges to the center. The method of
separation will determine the appearance of the placenta at
delivery. If the separation began at the center, the placenta
will present with the fetal side of the placenta first. The fetal
membranes give the placenta a shiny appearance; hence, this
delivery is termed “shiny” shultz. If the placental separation
begins at the edge, the placenta tends to deliver with the

maternal side of the placenta first. This side is red and beefy
in appearance and is termed a “dirty” duncan delivery. The
physician will inspect the delivered placenta to determine its
completeness. Retention of placenta pieces will inhibit nor-
mal involution and lead to postpartal hemorrhage.

Once the placenta is delivered, the episiotomy and any
perineal lacerations will be repaired. Oxytocins are usually
administered intravenously or intramuscularly to promote
uterine contraction and decrease uterine bleeding.

The nurse will remove the client from the stirrups (if
used) and the client will be transferred to a recovery bed.
The fourth stage of labor is about to begin.

Fourth Stage of Labor

The immediate postpartal period is often termed “the fourth
stage of labor.” The woman, her support person, and the
baby (if conditions allow) will be placed in a recovery room.
The room will provide a degree of privacy for the new fam-
ily while allowing the nurse to monitor the condition of the
mother and infant. Immediately on arrival into the recovery
room, the mother’s vital signs will be taken. Her fundus and
lochia will be assessed. Pericare will be provided. The
mother will be given a clean gown and will appreciate a
warmed blanket as chills and shaking are common. The
woman will need assurance that this is a normal occurrence.

The nurse will continue to assess vital signs, fundus
location and consistency, and amount and characteristics of
the lochia every 15 minutes for the first hour, then if findings
are normal, changing to every 30 minutes the next hour, and
then hourly for the remainder of the recovery period.

Between assessments, the room should be dimly lit to
allow the infant to open his or her eyes. This will be a quiet
time for the new family to begin bonding. The mother may
initiate breast-feeding if desired. This is an excellent time for
the initial attempt at breast-feeding as the infant is awake
and alert. After a short period of time, the baby may be trans-
ferred to the nursery to allow for a more thorough assess-
ment and initiation of nursery procedures. The mother may
request food at this time or the parents may want to notify
other family members by phone. Some new mothers may
choose to sleep during this short recovery period.

CESAREAN DELIVERY

Cesarean section refers to the surgical delivery of the infant.
It can be a planned or an unexpected event. There are many
factors that may lead to a cesarean delivery including the
following:

e maternal factors

——cephalopelvic disproportionment: It is a condition
where the fetal head cannot be delivered through the
maternal pelvis due to size discrepancies.

—active genital herpes: Vaginal delivery may spread the
infection to the newborn.
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—failed induction: This refers to the case when the
attempt to induce labor is unsuccessful and delivery is
necessary.

—previous cesarean sections: It is no longer an exclusive
factor. Previous cesareans, which involved a classic inci-
sion, are still considered to require a repeat cesarean.

o fetal factors

—multiple gestation

—transverse fetal lie

—fetal distress

—breech presentations

—fetal anomalies such as hydrocephalus
e placental factors

—placenta previa

—umbilical cord prolapse

—premature separation of the placenta

Emergency or unexpected cesarean deliveries can be
extremely stressful for the woman and her family. There is the
concern for the well-being of the fetus. In addition, the woman
may feel that she failed in her womanly role of fetal delivery. The

woman and her family will need to understand the reason for
the cesarean delivery. They will need to be kept informed on the
status of the fetus and the mother. The mother will need a
chance in the postpartal period to reconcile her planned deliv-
ery to the actual event. This is usually accomplished by describ-
ing her delivery experience many times over the postpartal
period. The nurse should assure the client that she did a good
jobin delivering her baby. In nonemergency cesarean deliveries,
the father or support person may be allowed to accompany the
woman, which will contribute to a more pleasant delivery expe-
rience. Regional or general anesthetics may be selected depend-
ent upon the necessity of rapid access to the fetus.

Following a cesarean delivery, the mother will go to the
recovery room (OB or surgical) and will be monitored dur-
ing the recovery period. Like all postpartal women, the
woman will need to have her vital signs, fundus, and lochia
monitored along with her surgical incision. The abdomen
will be very tender, so assessing the fundus is done gently
and from the side but must still be monitored. Infants born
by cesarean delivery are at greater risk for respiratory distress
in the recovery period, so they may be immediately trans-
ferred to the newborn or high-risk nursery.

POSTPARTUM PERIOD

INVOLUTION

With the delivery of the fetus and placenta, the body of the
woman begins the process of involution, returning to the
nonpregnant state. All systems of the body are included in
the involution process although the changes in the repro-
ductive system are the greatest.

Nursing Assessments

Vital signs often may indicate the onset of postpartal compli-
cations:

o temperature above 100.4°F after the first 24 hours may
indicate infection

¢ elevated pulse and blood pressure are associated with
hemorrhage

¢ elevated blood pressure may indicate pregnancy-induced
hypertension

o clients may develop orthostatic hypotension on arising
after delivery
BUBBLE-HEB is a mnemonic used to remember the
appropriate assessment of the postpartal client, where
B = breast
U = uterus
B = bladder

B = bowel
= lochia

episiotomy

emotional status

L

E

H = Homan Sign
E

B = bonding

Nursing Interventions

Nursing interventions during the postpartum period are
aimed at promoting the involution, providing comfort, and
teaching the woman to care for herself and her infant.

Uterus

* Gentle fundal massage promotes contraction of the uterus.
Overmassage can cause a boggy fundus.

* Oxytocins may be ordered to promote involution: oxy-
tocin (Pitocin), methylergonovine maleate (Methergine),
and ergonovine maleate (Ergotrate).

—Methergine and ergonovine promote the contraction of
the cervix as well as the fundus and are therefore never
given during labor.

Bladder

* Promote emptying the bladder every 2 hours while awake
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Table 6-12 Changes in the Various Structures/Systems in the Postpartum Period

Structure/
System Postpartal Activity Variations from Normal
Uterus There is a contraction of the uterine muscle resulting in When the fundus is higher in the abdomen than
descending level of the fundus expected, bleeding will increase. Nursing activities
e Immediately after delivery of the placenta, the fundus will be aimed at promoting uterine contraction
will be located midway between the symphysis pubis * The woman should be encouraged to void as a
and the umbilicus full bladder will prevent contraction of the uterus
e By day 1 postpartum, the fundus will have risen back ¢ While supporting the uterine body, the nurse will
to the level of the umbilicus massage the fundus. Overmassage of the fun-
e The fundus will descend 1 fingerbreadth a day until it dus can lead to a boggy fundus
is no longer palpable behind the symphysis pubis e Breast-feeding the baby will also promote uter-
The contractions of the uterus will be felt by the new ine contraction
mother and are called “afterbirth pain.” These are felt Retained placenta segments will prevent uterine
more fully contraction; the fundus will be described as
e in the multipara “boggy” and bleeding will be heavier than
o following delivery of a large baby or multiple fetuses expected
e in the breast-feeding mother
Lochia The bloody discharge following delivery is termed lochia. e Reverting to an earlier stage of lochial discharge
Lochia consists of blood, shed decidua, white blood cells can be a negative finding usually indicating the
as well as other debris. The discharge follows a pre- mother needs to reduce her activity level
dictable pattern: e | ochia with a foul smell can indicate uterine
e | ochia rubra—dark red, bloody discharge with a infection
musty, earthy smell occurs on days 1-3 postpartum
e | ochia serosa—pink or brownish discharge that occurs
on days 4-10
e | ochia alba—whitish discharge that persists typically
for a couple of weeks but may persist for up to 6 wks
Lochia often pools in the uterus when the mother is in
bed. The first few times out of bed, the mother may note
a sudden “gush” of lochia when she gets up
Menstruation usually resumes about the eighth week
postpartum for the non—breast-feeding mother and
12 wks for the breast-feeding mother. This first cycle is
usually anovulatory
Cervix By the end of the first week postpartum, the cervix will Continuous oozing of bright red blood can indicate
have closed so that only a fingertip can be admitted a cervical laceration
Vagina The vagina reverts to the nonpregnant state by 2 wks
For several weeks following delivery, the vagina will have
decreased lubrication due to low estrogen levels. When
intercourse resumes, the woman may want to use a
water-soluble lubricant for comfort
Perineum Labia may be swollen Hematoma may form in the labia during the post-
Episiotomy remains intact partal period
Episiotomy may separate or become infected
Hemorrhoids may be present due to pushing dur-
ing delivery
Breasts Prior to the birth of the baby, the woman may be able to Cracks and fissures in the nipples are not

express a small amount of a colorless liquid. With delivery,

the volume will increase slightly. Milk production is depend-

ent on the release of prolactin from the pituitary gland

e The first milk is colostrum, which is rich in antibodies

e By day 3, engorgement will occur where the breasts fill
with milk. Breast milk is thin and appears bluish in color

e By day 5-6, the let-down reflex will release milk when
it is time to nurse the infant and the engorgement will
diminish

uncommon in the breast-feeding mother, usually

thought to be the result of an infant who latches

incorrectly

e The nipples can be protected by assisting the
infant to latch on correctly

e Colostrum can be expressed and spread on the
nipple as a protectant

(continued on next page)
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Table 6-12 (continued from previous page)
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Structure/
System Postpartal Activity Variations from Normal
Breasts Early and regular stimulation of the breasts by nursing ¢ The mother should wash her hands before han-

the infant will promote milk production and let-down
which will ease engorgement

For the non-breast-feeding mother, care should be taken

to avoid breast stimulation, which will increase milk pro-

duction and breast discomfort. Instructions for the non-

lactating mother would include:

e Wear a tight, well-fitting bra; it will suppress milk
production

¢ Avoid stimulating the breast. Do not handle the nipples
and do not express the milk that develops

e Stand in the shower so that water does not stimulate
the breasts

e For discomfort, the non—breast-feeding mother may be
given NSAIDS and ice packs. Medications which sup-
press lactation are not usually given

dling the breasts and feeding the infant to
reduce the risk of infection

Mastitis—It is the infection of the breast tissue

e Causative factors include crackled nipples and
lowered maternal immune levels

e Symptoms include a hard, reddened, engorged
area of the breast, fever, and other systemic
symptoms of infection

¢ Treatment includes antibiotics and antipyretics.
Heat may be used to help milk let-down and ice
may be used for comfort

In most cases, breast-feeding will be continued
despite the presence of mastitis as keeping the breast
empty helps to prevent the growth of microorganisms

Cardiovascular
system

High blood volume is no longer needed so fluid is elimi-

nated by diuresis

e Blood pressure remains consistent with pregnancy

e Heart rate is usually slow (50-70 bpm) as the workload
of the body has decreased

e Homan'’s sign (test for thrombophlebitis) should be
negative

® An elevated WBC count may be a normal finding due
to labor preparations by the body

e For the client with cardiac disease, this period of
diuresis places the client at risk for cardiac failure

e PIH can occur up to 48 hrs after delivery

e Tachycardia is associated with excessive blood
loss

e Because the platelet count was high as the body
prepared for labor, the client may be at risk for
thrombophlebitis

Abdomen Immediately after delivery, the skin will appear loose and
flabby. Striae (stretch marks), which were red streaks
during pregnancy, will fade to silver
Urinary Diuresis will occur as the blood volume decreases to the ¢ Decreased bladder sensation and bladder tone
bladder nonpregnant state makes the woman susceptible to a UTI during
e Urinary output in the first 24 hrs may exceed 2000 ml the postpartal period
Metabolism The client will be hungry and thirsty after birth
e The breast-feeding woman will need to increase her
diet by 500 kcal/d and should have a fluid intake of at
least 2000 ml/d
Bowel e Normal bowel function returns by 2-3 wks postpartum e No suppositories are given if client had a third-
function e The client with an episiotomy may fear the bowel or fourth-degree laceration
movement
e Stool softeners may be ordered
< Comfort

c] Clinical Alert

A full bladder will push the uterus up in the pelvis

and interfere with contraction causing heavier

* Episiotomy
—Apply ice pack to perineum (20 minutes on/10 minutes
off) X 24 hours.

—Encourage sitz bath up to thrice a day beginning at 12

lochia. Following labor and delivery, the woman
may be less aware of a full bladder and needs to
be reminded to void regularly.

hours postpartum.

—Pericare

Bowel

* Promote early ambulation

o After voiding or bowel elimination, spray the perineum
with warm water.

* Apply clean peri-pad from front to back.
—Apply witch hazel or local anesthetics to the per-

e Increase fluid and fiber in the diet ineum.
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—Teach the woman to contract her buttocks before sitting
to reduce pressure on the perineum.

After-birth pains and cesarean section incisional pain

—Give ordered acetaminophen, NSAIDS, and opiods for
pain control.

—If mother is breast-feeding, encourage nursing the baby
before taking opiods.

EMOTIONAL CHANGES—MATERNAL
ADJUSTMENT

The typical emotional changes that postpartum client expe-

riences can be divided into three sequential phases:

e taking in

—occurs for the first 2 days postpartum

—during this period, the mother is passive and preoccu-
pied with her own needs

—the woman needs to discuss the labor and delivery
experience to assist in the integration of the planned
experience with the reality of labor and delivery

—nurses need to “mother” the mother so that she can
move into the taking-hold phase

taking hold

—occurs in the second and third days postpartum

—the mother is still concerned with her body functions

—this is an excellent time for teaching about caring for
herself and her infant

—mood swings may be evident

letting-go phase
—beginning on about the fourth day of postpartum and
proceeds through the postpartum period

—the mother “lets go” of her old concept of herself to
acquire the self-concept of being the mother of this infant

—wants to be independent in caring for her infant

BONDING

* Bonding occurs most readily in the immediate postpartum
period, but can also occur later.

o It is facilitated by close contact with the infant.

o It is facilitated by the infant opening his eyes and looking
at the mother (dim the lights).

* Nursing assessments that indicate bonding is occurring
include the following behaviors:

—The mother begins exploring her infant with the finger-
tips, progress to the whole hand exploration, and finally
enfolding the newborn in her arms.

—She holds the infant face-to-face at a short distance from
her face (en face position).

—She speaks to the infant in a high-pitched soft tone.

e The father will also bond to the infant and should display
interest in the infant.

POSTPARTUM BLUES

e This refers to a temporary mood depression that is fairly
common in the early postpartum period.

e It is different from postpartum psychosis or postpartum
depression, a serious emotional condition that occurs in
some postpartum wormen.

CLIENT TEACHING

Prior to discharge from the maternity unit, the new mother
will need information on how to take care of herself and her
infant. Instructions should include:
* Maternal care
—involution
—breast care
—resuming sexual relations
—birth control
—general health
e Newborn care
—bathing and clothing
—cord care
—nutrition
= breast-feeding
= bottle feeding
—immunizations and proper baby care

—car safety

NEWBORN CARE

NEWBORN TRANSITION

The delivery of the newborn begins a period of transition for
the infant. While in utero, the fetus has lived a parasitic
lifestyle, totally dependent upon the maternal body for nutri-
ents, oxygen, and even waste disposal. Suddenly with birth,
the newborn must take over these functions. Health care

workers monitor this transition beginning with the Apgar
score.

Apgar Score

The newborn is assigned an Apgar score by the physician or the
nurse at the delivery. Apgar scoring is performed at 1 minute
and 5 minutes after birth. The score describes the success or
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difficulty with the transition. Five areas are scored and each area
isscored asa 0, 1, or 2. The areas evaluated on the Apgar are

e A: activity (or muscle tone)
 P: pulse (or heart rate)

e G: grimace (reflex irritability)
e A: appearance (or skin color)
 R: respiratory effort

Since there are five areas evaluated and each area has a
possible score of 0, 1, or 2, newborns can score anywhere
from 0 to 10. The higher the score, the better the transition
for the baby. Scores between 8 and 10 indicate a good
extrauterine transition, while scores in the lower range indi-
cate the newborn is struggling with the transition process
and resuscitation efforts are needed.

Delivery Room Activities

As soon as the infant is delivered and the cord is clamped, he or
she will be placed in an over-bed warmer. This device provides
external heat while the infant is dried and evaluated. Two iden-
tification bands are placed on the infant with corresponding
identification applied to the wrist of the mother and her signif-
icant other. In the over-bed warmer, an infant requiring resus-
citation can receive the necessary treatment while avoiding the
loss of body heat. An infant who has made a good transition
can be monitored while the placenta is being delivered. This
infant can then be wrapped in a warm blanket and given to the
new mother for bonding. Some mothers choose to breast-feed
the infant at this time. If the mother has received a minimum
amount of analgesia, the infant will be awake, alert, and eager
to feed. This period is termed the first period of reactivity.

Parent-Infant Bonding

Early parent—infant contact enhances the attachment process
called bonding. Immediately after birth and the delivery of the
placenta is a good time to promote bonding. The infant is
awake and alert and the parents and infant can be provided
time to become acquainted. Eye prophylaxis for the infant
should be postponed until after this initial bonding period has
occurred. The establishment of eye contact between parent
and infant, a positive event promoting bonding, is enhanced
by the en face position. The newborn’ eyes are unaccustomed
to bright lights and the infant will open his or her eyes more
fully when the room is dimly lit. Private time should be pro-
vided to the new family. The new mother may choose to initi-
ate breast-feeding, if she has not already, and the nurse will
need to assist the new mother and baby in this activity. The
new parent will initiate tactile contact with the fingertip touch
but will progress to whole hand stroking followed by whole
palm enclosing as the parent—baby relationship grows.

Eye Prophylaxis

Eye prophylaxis with an antimicrobial agent is required in all
states in the United States to prevent the development of
ophthalmia neonatorum. Ophthalmia neonatorum is an

infection of the eye caused by the gonorrheal organism trans-
mitted to the infant during the birth process. If untreated,
ophthalmia neonatorum can result in blindness. Treatment
consists of the instillation of silver nitrate, erythromycin, or
other antimicrobials as prescribed by hospital protocols.
This treatment may be delayed for up to 1 hour following
birth to allow for parent—infant interaction.

Newborn Nursery Admission

@ Practice Alert

Gloves are always worn when caring for a new-
born until the first bath. This protects the health
care worker from blood and body fluid exposure.
The vernix, amniotic fluid, and bloody secretions
are removed with the first bath.

On admission to the newborn nursery, all infants must have
a complete physical assessment by the nurse. This assess-
ment will continue to evaluate the child’s transition as well
as determine congenital problems and other conditions that
can affect the infant’s well-being. This assessment should be
performed in a well-lit, distraction-free area. The baby will
need to be observed without clothing so an external source
of heat, such as an over-bed warmer, is necessary. The
assessment should be organized and usually begins with the
measurement of vital signs, height, and weight.

ASSESSMENT OF GESTATIONAL AGE

Ballard Score

The Ballard Score is an assessment tool that allows postnatal
assessment of gestational age. This assessment is important
to allow for monitoring for age-related problems. The Bal-
lard Score should be performed within the first 24 hours
after birth. It has two primary components: physical charac-
teristics and neuromuscular maturation. The two areas
together provide a maximum score of 50, which equates to a
gestational age of 44 weeks+. The “New Ballard Score” has
been updated to provide more accurate assessment of the
very preterm infant.

PHYSICAL ASSESSMENT

General Appearance

Prior to the hands-on assessment, the nurse should do a gen-
eral visual assessment noting, in particular, the respiratory
effort. The infant who is struggling with respiration needs
the assessment to be as invasion-free as possible to limit the
stress on his body.
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Table 6-13 Physical Assessment of a Newborn

Assessment Area

Normal Findings

Findings to Report

Skin
e Color

e Normal skin variations

The skin is either all pink or the body is pink
with blue extremities (acrocyanosis).

Vernix caseosa (white cheesy covering of the
skin) in varying amounts will be observed at
birth. This material has a protective quality. It
will be removed during the initial bath or by
being rubbed onto clothing and blankets. It is
not necessary to remove it forcefully.
Mongolian spot: A dark bluish discoloration
seen on the buttocks of dark-skinned individu-
als. This spot will fade by the age of 2 yrs.
Milia: Obstructed sebaceous glands seen on
the face, most commonly on the nose. These
white cysts should be left alone.

Lanugo: Fine, downy hair seen on the less
mature newborn.

Erythema toxicum (newborn rash): White or yel-
low pustules with a red base. These may be
widespread or limited. The rash comes and
goes quickly appearing shortly after birth and
continuing until about 5 d of life.

Mottling: Often associated with chilling, the skin
color will appear patchy.

Petechiae: Small hemorrhages most commonly
due to the pressures of labor and delivery.

e Eccyhmoses: Bruises, usually from forceps.
e Birthmarks: Birthmarks vary widely in appear-

ance and location.

Telangiectatic nevi: More commonly known as
“stork bites,” they appear as flat, pink or red
spots on the eyelids, between the eyes, under
the nares, and at the nape of the neck. They
generally fade by the age of 2 yrs.

e Generalized or circumoral cyanosis, pallor,
dusky red, or jaundiced at birth or shortly there-
after.

e Skin lesions: May be caused by forceps or inter-
nal scalp monitors. These sites should be docu-
mented and watched for signs of infection.

Vital Signs
e Temperature

* Pulse

e Respiration

The initial method of assessing temperature
may be with a rectal thermometer. In addition
to providing a close approximation of core body
temperature, this method assesses rectal
patency. Normal rectal temperature is
97.7-99.7°F.

Axillary temperature ranges from 97.7-98.6°F.

e Apical pulse rate is between 100 and 160.
e Check peripheral pulses.
e Normal respiration is 30-60/min. The

diaphragm is the major muscle of respiration.
For a short period after birth, crackles and
other sounds of moisture may be heard in the
chest as the amniotic fluid present in the lungs
is absorbed by the body.

e Subnormal temperatures can result from exces-
sive heat loss during the delivery or nursery
experience and may result in cold stress. Cold
stress can lead to respiratory distress, jaundice,
metabolic acidosis, and hypoglycemia.

e Unlike an older infant, newborns most frequently
display elevated temperatures due to an overheated
environment, excessive clothing, or dehydration.

e Report bradycardia, tachycardia, irregularity,
murmurs, and absent or peripheral pulses.

e Report signs of respiratory distress, nasal flaring,
grunting, gasping, and seesaw respirations. In
addition, report apneic periods lasting longer
than 15 sec, retractions, and bowel sounds
heard in the chest.

Body Measurements
e Length

o Weight

Measure from top of head to heel. Normal
length is 19-21 in. (48-53 cm).

Normal weight is 2500-4000 g. The infant will
lose approximately 10% of their body weight in
the first 3 d of life and then start to gain. This
weight loss is due to loss of maternal hor-
mones, urination, and defecation.

e Variations under the normal range could indi-
cate intrauterine growth retardate (IUGR), gesta-
tional age discrepancies, and chromosomal
abnormalities.

e Variations include small for gestational age
(SGA) and large for gestational age (LGA). Both
conditions can indicate predelivery conditions
that might affect the newborn’s well-being.

(continued on next page)
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Assessment Area

Normal Findings

Findings to Report

* Head

e Chest circumference

e The head circumference is measured at its
greatest diameter. Average head circumference
ranges from 33-36 cm and should be approxi-
mately 2 cm greater than the chest circumfer-
ence. Chest circumference will exceed head
circumference by the age of 5-7 mo. The head
will represent a large percentage of the total
length of the baby. The relatively large size of
the head contributes to head injuries should
the baby fall from an elevated position.

e Measured at the nipple line, the chest circum-
ference measures approximately 31-34 cm.

Microcephaly—small head circumference. It is
associated with mental retardation.
Hydrocephaly: The lay term is water on the
brain. This condition is an accumulation of
cerebral spinal fluid within the ventricles of the
brain.

Excessively large chest circumference could
indicate diaphragmatic hernia where the intes-
tines have protruded through a hole in the
diaphragm and have filled the chest cavity.

Head The head will make up one-fourth of the total
length of the newborn’s body.

e Shape e Molding: The shape of the newborn’s head will e Premature infants are often described as “ham-
be affected by the delivery method. Babies mer heads” due to the predominance of the
born in vertex position will often have cone back skull.
shaped heads due to the molding during labor. e Caput succedaneum is a generalized swelling

¢ Infants delivered in breech position and those of the head when the head is the presenting
delivered by cesarean section may have round part. This is a normal variation and will disap-
heads. pear a few days after birth.

e Celphalohematoma is bleeding into the perios-
teum of the bone. This often follows a difficult
delivery and may not develop until a day after
delivery. The celphalohematoma can be differ-
entiated from caput by the fact that celphalohe-
matoma never crosses a suture line. Although
this will disappear, it may take months for it to
fully resolve. Newborns with cephalohe-
matomas are at risk for hyperbilirubinemia.

e Sutures e Overlapping of the sutures is common due to
molding. The frontal, coronal, sagittal, and
lambdoidal sutures should be palpatable.

e Fontanels e With the baby lying quietly, the fontanel is ® Bulging, tense fontanels can indicate hydro-
palpated. cephalus or increased intracranial pressure

e Anterior fontanel is located between the frontal, such as seen in intracranial hemorrhage.
coronal, and sagittal suture. It is diamond- e Depressed fontanels are associated with
shaped and large. Parents term these fontanels dehydration.
as “soft spots” and fear they could damage the
newborn’s brain if they touch it. The anterior
fontanel normally closes between 12 and 18
mo of life.

e Posterior fontanel lies between the sagittal and
lambdoidal sutures. It is small and triangular
and may be difficult to locate due to molding.

This fontanel normally closes at 2—3 mo of life.
Eyes
e Color ¢ All newborns have blue or slate-blue eye color. e Subconjunctival hemorrhage may be noted

e Appearance

e Coordination

As the newborn ages, the color will change to
the permanent eye color of the child.

e Epicanthic folds on the inner aspect of the eye
are associated with selected ethnic groups.

e Newborns do not coordinate eye movements
well and often present with pseudostrabismus
(or false cross eyes). This is not a concern dur-
ing the newborn period and is not associated
with strabismus later in life.

around the pupil and in the whites of the baby’s
eyes. This bleeding is caused by the pressure
of delivery and will disappear in time.

The presence of epicanthic folds in newborns
not of ethnic decent is associated with chromo-
somal conditions such as Down’s syndrome.

(continued on next page)
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Tah|e 6_1 3 (continued from previous page)

Assessment Area

Normal Findings

Findings to Report

e Blink Reflex e Present The eyes may appear swollen and have a slight

e Discharge Normally there is no discharge from the eyes. discharge. This is attributed to the eye prophy-
laxis and is termed chemical conjunctivitis.

e Pupils When a light is shined into the pupil, a round Absence of the red reflex could indicate con-

red or brownish red reflection can be seen. genital cataracts and should be reported to the
This is termed as the red reflex and is a visuali- physician.
zation of the retina.

e Eyebrows Two distinct eyebrows should be present. The presence of a single connected midline
eyebrow can indicate certain chromosomal
abnormalities.

Ears
e Placement Draw an imaginary line from the inner canthus Low-set ears are associated with renal disorders

® Appearance

to the outer canthus of the eye and straight
back toward the ear. The top of the auricle
(helix) should be above this imaginary line.

e Observe for the normal shape of the auricle.
e The auricle should feel firm and return to its

normal position when folded. This indicates a
firm cartilage.

Check for the presence of an ear canal in both
ears.

and mental retardation.

Ear tags (these may be removed during the
nursery stay). Extra skin usually located in front
of the ear.

Very soft cartilage in the auricle is associated
with prematurity.

Bruises are not uncommon around the ear,
especially in forceps delivery. Be sure to look
for bruises or scratches behind the ear.

Nose The nose should be midline and free of dis- Snuffles (copious discharge) is associated with
charge. congenital syphilis.
Infants are obligant nasal breathers. If anything Choanal atresia is a membrane or bony devel-
occludes the nares, the baby will stop breath- opment that occludes the nares. It can be uni-
ing. lateral or bilateral. If bilateral, when the infant
The sneezing reflex is present and assists in falls asleep, breathing will cease. Maintain the
clearing the airway. It does not indicate the mouth in the open position until the atresia can
newborn “is catching a cold.” be surgically corrected.

Mouth

® Appearance

e Reflexes

e Tongue and gums

e |tis pink in color.
e |t has a symmetrical movement.

Sucking and rooting reflexes are present at
birth.

A short lingual frenulum gives the appearance
of being “tongue tied.”

Transient circumoral cyanosis is not uncom-
mon but may be associated with respiratory
distress or hypothermia.

Asymmetrical movement of the mouth is asso-
ciated with facial paralysis often due to the
placement of the forceps. This can be a perma-
nent or temporary damage.

The tongue may seem too large for the infant’s
mouth and protrude. This is associated with
selected chromosomal abnormalities including
Down’s syndrome.

On occasion, a newborn is born with a tooth in
the lower gum line. This is usually not the
deciduous tooth, but a third tooth for that posi-
tion. It is often removed.

e Palate e Palate is intact. Report cleft, unilateral, or bilateral, soft and
e Epstein’s pearls are small white cysts located hard palates.
on the hard palate of newborns. These disap-
pear a few weeks after birth.
Neck Neck is short. Webbed neck is associated with Turner’s syn-
drome.
Chest

® Appearance

Chest is round in appearance.

(continued on next page)
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Tab|e 6_1 3 (continued from previous page)

Assessment Area Normal Findings

Findings to Report

e Nipples e Prominent, swollen breasts may be present in
both males and females due to maternal hor-
mones. Nipples may excrete “witches’ milk.”

e Expansion e There is bilateral expansion.
e Diaphragm is a major muscle of respiration.
e Auscultation e Breath sounds are clear; may be “wet” sound-

ing immediately after birth.
e Heart sounds consist of a regular rhythm.

Report supernumerary nipple(s) down chest.

Retractions, nasal flaring, and “seesaw” respi-
rations can be indicative of respiratory distress.
Bowel sounds heard over the chest could indi-
cate diaphragmatic hernia.

Unilateral absence or diminished breath
sounds could indicate failure of a lung to
expand.

Tachycardia, bradycardia, and arrhythmias
should be evaluated by a physician.

Abdomen
® Appearance e Abdomen is rounded and protruding.

e Auscultation e Bowel sounds are present shortly after birth.
Infant passes meconium stool within 24 hrs of
birth.

Distended abdomen could indicate bladder or
bowel fullness—check voiding and BMs.
Scaphoid abdomen may be associated with
diaphragmatic hernia.

Report bowel present on skin surface (open or
covered by membrane), omphalocele, or gas-
troschisis.

Report red meaty mass located on abdomen
and exstrophy of the bladder. Urine excreted
onto skin can lead to excoriation.

Back e The back is intact. Spinal column is readily visi-
ble under the skin and should be straight.

Report failure of the fetal notochord to close
resulting in a bony defect (spina bifida) and a
skin and nervous system defects ranging from
mild (meningocele) to severe (myleomeningo-
cele).

A dimple (pilonidal dimple) low on the sacrum
may be observed in some babies. The dimple
should be inspected to ensure there is no open
connection to the nervous system.

Curvature of the spine (scoliosis) may be pres-
ent at birth, usually secondary to a vertebral
defect called hemivertebrae.

Genitalia
e Female * Are swollen in response to maternal hormones.

e Urinary meatus is located behind clitoris with
vagina opening behind meatus.

¢ |t may have a bloody discharge (pseudo men-
struation) also due to maternal hormones.

e Smegma is present between labia.

e Male e Penis: There is a urinary opening at tip of glans
penis. Prepuce covers glans penis and is not
fully retractable. Prepuce may be removed in
circumcision procedure prior to discharge from
the nursery.

e Scrotum surface is covered with rugae. Two
small movable testes can be palpated in scro-
tum.

e Urination e |nfant voids spontaneously within 24 hrs of
birth.

e Pink or rust colored stains in urine are result of
uric acid crystals and are normal.

Report ambiguous genitalia and enlarged
clitoris.

Report abnormal placement of urinary
meatus—hypospadias or epispadias.

e Report ambiguous genitalia

Report if the opening of urinary meatus is not
on glans penis—hypospadias or epispadias.
One or both testes may be absent from scro-
tum. Testes may be observed in groin. The
testes may descend after birth.

Scrotum is swollen and fluid filled—hydrocele.
This usually regresses spontaneously.

(continued on next page)
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Tah|e 6_1 3 (continued from previous page)

Assessment Area Normal Findings Findings to Report
Anus e Anus is intact. A rectal thermometer can be Report imperforate anus in which there is no
inserted with ease. connection between the anus and the rectum,
¢ |nfant should pass meconium stool within 24 varying from a membrane separation to a sig-
hrs of birth. nificant distance between the two.
Failure to pass meconium usually indicates Gl
obstruction disorders including Hirschsprung’s
disease (lack of sympathetic nervous system
connection to the intestines).
Extremities e |nfant should move all extremities equally. Failure to move one or more extremities could
e There are 5 fingers and 5 toes on each hand indicate birth injuries such as a fractured clavi-
and foot. cle.
e Equal in number thigh skin folds and equal Report supernumerary fingers or toes and
knee height is expected. No click is heard or webbed or fused fingers or toes.
felt when hips are abducted. e Unequal skin folds or knee heights can indicate
a unilateral dislocated hip. Presence of a hip
click also indicates dislocated hips.
Reflexes The expected reflexes are e Absence of any of the expected reflex should
® Moro be evaluated. Immediately after birth, if the
® rooting mother received narcotic analgesia, the baby
e sucking/swallowing may not respond fully.
e tonic neck
® grasp
e Babinski

TRANSITION

The period after birth is one of great transition for the infant.
In the uterus, all the needs of the infant are met by the mother
through the placenta. With birth, the infant will need to
make changes in many systems in order to sustain life.

Cardiac and Respiratory Transition Changes

With the loss of the placenta, the infant will need to change
both the function of the circulatory and respiratory systems.

Cardiac system

Three fetal structures of the circulatory system are no longer
needed and if retained may even be detrimental. These
structures are the foramen ovale, ductus arteriosus, and duc-
tus venosis.

* Foramen ovale is an opening between the right and left
atrium. This structure allows oxygenated blood entering
the right atrium from the placenta to bypass the lungs
and enter the body circulation by way of the left atrium.
Because of the decrease in blood entering the right
atrium from the inferior vena cava, the foramen ovale is
structurally closed almost immediately after birth.

* Ductus arteriosus is a connection between the aorta and the
pulmonary artery. Because the lungs are nonfunctioning, the
lungs need very little blood prior to delivery. The ductus arte-

riosus allows the blood that entered the pulmonary artery
from the right ventricle to bypass the lungs and enter the
aorta. This structure closes functionally following birth as a
result of the increased needs of the lungs. Structurally, the
ductus may still be present for a period after birth and if res-
piratory distress occurs, may reopen. It is not uncommon in
the preterm infant for a patent ductus arteriosus to be present.

* Ductus venosis is a shortcut through the liver for the oxy-
genated blood. With the loss of the placenta, this structure
closes functionally with birth.

Respiratory system

* In utero, the fetus will “practice” breathing with prerespi-
ratory movements. These occur irregularly and the fetus
does not “practice” throughout pregnancy.

* With birth, respiratory movements must occur and con-
tinue.

* Some immature infants may demonstrate short apneic
periods when they “forget” to breathe.

* In monitoring the respirations of a newborn, the monitor
is often set to allow for “apneic periods” of 15 seconds
before alarming as this is not an uncommon finding.

In utero, the lungs will contain amniotic fluid. This is ster-
ile fluid and causes no problems at delivery.

e With birth and the onset of respirations, the fluid is
absorbed. Initially, the nurse may hear moist respirations
on auscultation, but it should quickly clear up.
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% Nursing Intervention Alert

To reduce oxygen demand when the infant shows
signs of respiratory distress, minimize the physical
manipulation of the infant. Placing the infant in
Trendelenburg position will cause gravity to put
intestinal pressure on the diaphragm, the major
muscle of respiration for the infant, increasing respi-
ratory effort. A semi-Fowler’s position with the head
in “sniffing” position will best promote respirations.

e If the infant passes meconium in utero, the amniotic fluid
in the lungs may contain meconium. This condition is
called meconium aspiration and can create severe respira-
tory difficulties for the infant.

Hematologic System

¢ In utero, due to low oxygen tension, the fetus has a high
hemoglobin and hematocrit.

e With delivery, the high levels of blood cells are no longer
needed so the infant will begin breaking down the exces-
sive numbers of cells.

e With the destruction of blood cells, bilirubin is released.
As it is released from the RBC, the bilirubin is fat soluble
and not easily eliminated from the body.

e The liver will convert this fat-soluble bilirubin (indirect or
unconjugated bilirubin) to direct or conjugated bilirubin, a
water-soluble bilirubin that will be excreted in the urine.

o If the liver is unable to convert this bilirubin efficiently due
to liver stress or excessive breakdown secondary to bruising
or injury, the unconjugated bilirubin will accumulate in the
body (hyperbilirubinemia). The baby will appear jaundiced.

* When excessive unconjugated bilirubin builds up in the
body, it will interfere with nutrition to the brain and can
lead to brain damage, a condition called kernicterus.

e Infants who are premature or immature, those with birth
trauma, maternal—fetal blood incompatibilities, and those
who suffer cold stress are more likely to have higher levels
of unconjugated bilirubin.

Elimination System

e It is normal for the fetus to void in utero and this liquid
adds volume to the amniotic fluid. A fetus that passes
meconium in utero is showing symptoms of distress.

* The infant should void and pass meconium within 24
hours of birth.

* Although the liver is functioning at birth, it is immature and
takes several days to become fully active. Stressors on the
infant, such as prematurity, cold stress, and bleeding and
bruising problems will all affect the liver functioning.

TEMPERATURE MAINTENANCE

o At birth, the infant will be wet allowing loss of body heat.
Drying quickly is extremely important to prevent cold
stress.

e A mature infant will be better prepared to maintain body
heat than a preterm infant.

e The nurse is responsible for ensuring conditions that
maintain the normal body temperature of the infant. This
includes frequent monitoring as well as activities designed
to reduce the loss of body heat.

¢ Cold stress, a condition when the infant loses body heat, is
extremely stressful on the body and will affect glucose
metabolism and functioning of all body systems.

NEWBORN NUTRITION
Bottle Feeding

* The first feeding is usually glucose water or sterile water.
This feeding substance is less irritating if the feeding
should enter the lungs.

 Subsequent formula feedings should be every 3—4 hours.

¢ Nighttime feedings may be offered by the nursery person-
nel to allow the mother to rest.

e Commercially prepared formula offers the best nutrition
to the bottle-fed baby as the companies producing for-
mula have mimicked breast milk.

e The milk should be fed at room temperature and never
heated in the microwave.

Breast-Feeding

e The first breast-feeding may occur in the delivery or
recovery room.

¢ Unless the mother has received medication, the infant will
be alert and eager to nurse.

¢ Colostrum is the first breast secretion. It is thin and watery
and contains significant antibodies for the baby.

e Breast milk arrives at around the third day of life. It is bluish
in appearance and is an ideal food for the human baby:.

* Because it is easily digested, breast-fed babies often are hun-
gry more frequently, eating at least every three hours.

¢ The infant will usually empty the breast within 5 minutes
of sucking. Sucking is a pleasurable experience for the
baby and the baby may continue to nurse when the
breasts are empty.

e Throughout the breast-feeding experience, the baby will
nurse more frequently with each growth spurt.

Parent Teaching

One of the main roles of the nurse in the maternity unit is
client teaching. In addition to teaching the mother how to
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take care of herself, the nurse will provide instructions on
infant care including bathing, warmth, holding, and immu-
nizations.

e Nutrition: Infants should remain on formula or breast
milk until 12 months of age for the best growth and devel-

opment. Sterilization of the bottles are not usually
required if sanitary conditions are present.

e The breast-feeding mother should be taught that the
infant is probably getting adequate nutrition if it voids 6-8
times daily.

OBSTETRICAL COMPLICATIONS

ANTEPARTUM

Ectopic Pregnancy

* In ectopic pregnancy, the fertilized ovum implants in areas
other than the endometrial lining of the uterus. The four
types of ectopic pregnancy are
—abdominal: The abdomen is usually unable to sustain

the growing embryo.

—tubal: The fallopian tube is the most common site of

ectopic pregnancy. Tubal ectopic pregnancy places the
client at risk for tubal rupture, which can be a life-
threatening situation.

—myometrial: It is also called placenta accreta. It is not
usually recognized until delivery but will usually
require a hysterectomy to stop hemorrhage.

—cervical: Such low implantations are associated with
placenta previa.

Such pregnancy is not usually successful as areas outside
of the uterus cannot sustain a full-term pregnancy.

Etiology: It usually occurs when tubal blockage prevents the
fertilized ovum from passing through the fallopian tubes.

Precipitating factors: Pelvic inflammatory disease (PID),
previous tubal surgery or tubal pregnancy, endometriosis,
and congenital anomalies of the fallopian tubes.

S&S: Dependent upon location.

* Usual signs and symptoms of pregnancy are seen early in
gestation

There is a sharp one-sided pain

There is adnexal (area over ovary and tube) tenderness

may be occurring in the abdomen)

With tubal rupture, abdomen becomes hard and rigid and
signs of circulatory collapse occur. If it is not recognized
and treated immediately, maternal death will occur

Dx: Transvaginal ultrasound is used to check for uterine
pregnancy

Rx: Surgical removal of the products of conception is the
most common treatment. An alternative medical treatment

Vaginal bleeding may or may not be present. (Bleeding

may be used if the tube has not ruptured. Methotrexate, a
folic acid antagonist that inhibits DNA synthesis, may be
administered IM to terminate the pregnancy in clients who
desires future pregnancies

s
L/J Nursing Process Elements
* Carefully assess all pregnant women to identify those with
an ectopic pregnancy
 Provide emotional support for the woman undergoing
either surgical or medical treatment for an ectopic preg-
nancy

* Provide emergency resuscitation including IV fluids and
oxygen, and prepare for emergency surgery for the woman
whose tube ruptures

.
I-l/J Client teaching for self-care

* Methotrexate treatment will cause abdominal discomfort
which must be differentiated from tubal rupture

¢ Teach client about pre- and postoperative self-care elements
o Refer client to a Fetal Demise Support Group

Hyperemesis Gravidarum

* Hyperemesis gravidarum refers to excessive vomiting dur-
ing pregnancy.
e It can lead to electrolyte imbalances and dehydration.

The resulting lack of nutrition may lead to fetal injury or
death.

Maternal death can also occur from the electrolyte imbal-
ances and dehydration.

Etiology: It begins as morning sickness that progresses to
severe vomiting. In addition to vomiting everything in the
stomach, the woman may continue to retch even when the
stomach is empty.

Precipitating factors: It is associated with higher levels of
HCG including multiple pregnancies and molar pregnan-
cies. It is seen more frequently in women with history of
migraine headaches and motion sickness.
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S&S:

 Dehydration with loss of skin turgor, diminished urine
output, elevated hemoglobin, hematocrit, and BUN

—can lead to hypovolemia, hypotension, and tachycardia

e Electrolyte imbalances including potassium loss which
can cause cardiac arrhythmias

¢ Loss of hydrochloric acid which causes alkalosis
e Starvation which can cause protein and vitamin deficien-
cies

Dx: Based on above laboratory values and client history

Rx: Antiemetics and NPO are prescribed for 24-48 hours
until retching has stopped and IV fluids until dehydration
and electrolytes restored. Diet is returned slowly to full, but
spicy and fatty foods are withheld. If hyperemesis is not con-

trolled, the client may be placed on total parenteral nutrition
(TPN)

ol
I—ZJ Nursing Process Elements

e Monitor hydration status, skin turgor, urine output, and
specific gravity of urine

* Monitor for signs of electrolyte imbalances

¢ Administer antiemetics and intravenous fluids as ordered

e If TPN is ordered, monitor for expected and untoward
effects of treatment

* Provide emotional support
* Monitor weight

s
L’J Client teaching for self-care
Instruct client to
e avoid fatty and spicy foods
* ingest liquids and solids separately

Hydatiform Mole

e Hydatiform mole is also called gestational trophoblastic
disease or molar pregnancy.

¢ In molar pregnancy, conception occurs but in most cases,
an embryo does not develop.

¢ The trophoblast proliferates and becomes filled with fluid-
filled, grape-like clusters.

¢ Choriocarcinoma may develop from the trophoblastic tis-
sue.

Etiology: In a complete mole, an empty ovum was fertilized
making all chromosomal material coming from the father. In
a partial mole, the embryo forms but dies prior to 9 weeks
gestation. The embryo is found to have 69 chromosomes,
the triploid number resulting from an ovum being fertilized
by 2 sperms or by 1 sperm which had not undergone hap-
loid division of chromosomes.

Precipitating factors: It occurs most often in the woman
over 35 years of age, those with low protein intake, and
those of Asian heritage.

S&S:

* Early pregnancy signs are present
* HCQG levels are higher than expected
¢ Uterus grows more rapidly than expected

* Symptoms of pregnancy-induced hypertension (PIH)
occurs in the second trimester

 Dark brown spotting occurs

Dx: Ultrasound diagnosis

Rx: Suction curettage is prescribed to remove the mole.
HCG levels are monitored for 1 year after the termination of
the pregnancy because of the risk of the development of
choriocarcinoma

.
I—l/J Nursing Process Elements

* Assess all first and second trimester women for signs of
hydatiform mole

* Provide emotional support for the loss of the pregnancy

* Provide preoperative preparation for the curettage

i
I—l/J Client teaching for self-care

¢ Instruct the client to use a reliable birth control method
for 1 year after the curettage

* Provide instructions to avoid pregnancy so that the
client can be monitored for the development of chorio-
carcinoma

* Refer the client to a Miscarriage Support Group

Abortion

* Abortion refers to the termination of pregnancy before the
fetus is viable, usually before 20 weeks gestation.
* It may be elective (induced) or spontaneous.
* A spontaneous abortion in lay terms is called a miscar-
riage.
* The five types of spontaneous abortion are
—threatened: There may be vaginal spotting and slight
cramping but the cervix remains closed. It may stop
spontaneously or progress to abortion.
—imminent or inevitable: In this type, cervical dilation
occurs and fetal loss is imminent.
—complete: In complete abortion, entire products of con-
ception are expelled.
—incomplete: Although some of the products of concep-
tion are expelled, some remain in the uterus. A dilation
and curettage are performed to empty the uterus.
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—missed: In missed abortion, fetus dies in utero but is not
expelled. Dilation and curettage are performed to
remove the products of conception.

Etiology: Spontaneous abortions are natural events usually
unrelated to the mother’ activities.

Precipitating factors: Abortions are caused by fetal abnor-
malities due to a teratogenic agent or chromosomal abnor-
malities, implantation problems, hormonal insufficiencies,
and uterine abnormalities.

S&S:

* Vaginal spotting

» Abdominal cramping

Dx: Differentiate the types of abortion, which determines

treatment. Determine the viability of the fetus and the con-
tents of the uterus with sonogram, HCG levels, and FHTs.

Rx:
e Threatened—avoid strenuous activities for 48 hours and
intercourse for 2 weeks

o All other forms of abortion—dilation and curettage to
remove the products of conception, if not fully expelled

i
I-l/J Nursing Process Elements

* Preoperatively monitor blood pressure, pulse, and vaginal
discharge frequently

* Retain all expelled tissue for examination
* Monitor FHTs if abortion is threatened

* Prepare for surgical procedure

¢ Obtain blood for type and cross match

* Provide emotional support

i
I—l/J Client teaching for self-care

¢ Teach client that she was not responsible for miscarriage
o Refer client to Miscarriage Support Group

Incompetent Cervix

¢ Incompetent cervix refers to the premature dilation of the
cervix.

¢ It usually occurs in the fourth or fifth month of gestation.
o It is a cause of repeated miscarriages.
Etiology: Cervix dilates due to the increasing pressure of

uterine contents. It is not associated with uterine con-
tractions.

Precipitating factors: The causal factors include cervical
trauma, congenital anomalies of the cervix, and infection.

S&S:
* History of repeated miscarriages

e Painless second trimester cervical dilation

* Little to no vaginal bleeding

* Bulging membranes on vaginal examination

Dx: Serial ultrasounds demonstrate progressive effacement
and dilation

Rx: Surgical suture insertion used to maintain closed cervix,
performed early in pregnancy

* Shirodkar’s operation (cerclage of the cervix)

* McDonald’s procedure which uses sutures to reinforce the
cervix

* Delivery may be by clipping the suture or cesarean delivery

s
L/J Nursing Process Elements
 Carry out preoperative preparation

» Conduct postoperative monitoring of the woman, the
uterus for contractions, and the fetus

* Provide emotional support

Preterm Labor

 Preterm labor is that which occurs after the twentieth
week and prior to the thirty-seventh week of gestation.

* The risk for fetus is dependent upon gestational age; the
earlier in gestation that labor occurs, the lesser will be the
chances that the fetus will survive. Even if the infant sur-
vives, he or she is more likely to have resultant long-term
sequelae including cerebral palsy, mental retardation, and
visual problems.

Etiology: Unknown.

Precipitating factors: Numerous factors are associated with
preterm labor including multiple gestations, incompetent
cervix, abdominal trauma, urinary tract infections, low
maternal weight, and substance abuse including cigarettes.

S&S:

* Persistent backache

* Vaginal spotting

* Feeling of pelvic pressure

Dx: Assessment of contractions by a trained practitioner,
vaginal examination for cervical dilation and FHTs. Vaginal
and urine cultures are often obtained to rule out infection

Rx: If the membranes have not ruptured, cervix is minimally

dilated, and the fetus is not in distress, attempts will be made

to halt labor. Bed rest is usually prescribed to reduce pressure

on the cervix. Medications that may be administered include

* betamethasone (Celestone Soluspan)—given to mature
fetal lungs. To be effective, the drug must be given 24
hours prior to delivery and

tocolytics (medications to halt preterm labor)

—beta-adrenergic agonists such as ritodrine (Yutopar) and
terbutaline sulfate (Brethine) and

—magnesium sulfate
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ol
I-l/J Nursing Process Elements

 Obtain baseline hematocrit, serum glucose, sodium chlo-
ride, potassium, and pCO, levels

e Administer medications according to directions and
physician’s orders

e Monitor contractions, vaginal discharge, FHTs, and for
negative effects of tocolytic drugs

e Administer betamethasone as ordered

* Provide emotional support

sl
I-l/J Client teaching for self-care

Once labor has been stopped, the woman will be discharged
to be managed at home. Discharge teaching will include the
following instructions:

e Take increased amounts of rest, varying from two to three
extra rest periods a day to total bed rest; left-side lying is
preferred

* Ensure proper medication administration, effects, and side
effects. It is important to stress that medications must be
taken on time

* Void every 2 hours to reduce pressure on the uterus

e Drink 8-12 glasses of water or juice per day. Avoid caf-
feine

¢ Avoid heavy lifting and strenuous activities
e Prohibit sexual activity

* Contact physician for cramping, increased pelvis pressure,
low back pain, or unusual vaginal discharge. The clients
are usually instructed to count contractions (even non-
painful contractions) and report to physician if they are
greater than five per hour

Pregnancy-Induced Hypertension (PIH)

* Pregnancy-induced hypertension is a condition of vessel
spasm involving both large and small vessels.

o It was originally called toxemia of pregnancy.
e It usually occurs in the third trimester.

 This is a progressive disorder and is generally divided into
two stages

—preeclampsia: the period before seizures occur and
—eclampsia: generalized seizure.

e HELLP Syndrome (hemolysis, elevated liver enzymes,
and low platelet count) is associated with PIH and may
cause

—multiple organ failure and
—high morbidity and mortality for client and fetus.

e With delivery, the condition resolves although seizures
may occur for up to 48 hours after delivery.

Etiology: Unknown.

Precipitating factors: The client may be a primigravida, age
under 20 or over 40, grand multipara (more than 5 preg-
nancies), or may have had multiple gestation.
S&S: Classic signs are hypertension, proteinuria, and edema.
* Hypertension
—in preeclampsia, the readings are above 140/90
—in eclampsia, the readings are 160/110
* Proteinuria
—in preeclampsia, 1-2+
—in eclampsia,—there is marked proteinuria, 3—4+
* Edema
—in preeclampsia, weight gain is greater than 1 1b per week
—in eclampsia, weight gain increases
* Oliguria
 Symptoms indicating the approach of eclampsia are
—epigastric pain
—visual or cerebral disturbances
—pulmonary and cardiac involvement
—hyperreflexia
Dx: Based on the presence of the classic three symptoms
Rx:
* Bed rest
* Diet high in protein, moderate sodium
* Antihypertensives

* Anticonvulsants

dh
L/J Nursing Process Elements
® Monitor blood pressure, pulse rate, and edema
* Monitor urine output, protein, and specific gravity
* Monitor daily weights

* Monitor FHTs and for signs of placental separation such as
bleeding and uterine rigidity

* Assess lungs for pulmonary hypertension

Monitor laboratory values including hematocrit, clotting
factors, and liver enzymes

Monitor for symptoms of approaching seizures such as
severe headaches, hyperreflexia, and visual disturbances

* Be prepared if seizures should occur—have oxygen and
suction available

i
I—l/J Client teaching for self-care

» Mild preeclampsia may be managed at home. The client
will be taught

—bed rest, primarily on left side
—to monitor weight, urine output, and urine protein
—expected effects and untoward effects of medications

—to monitor fetal movements and report decrease in
movements
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—to notify the physician immediately if signs of approach-
ing symptoms or HELLP syndrome occur

Placenta Previa

* Placenta previa refers to the attachment of placenta in the
lower uterine segment which

—may occlude internal cervical os.

* During later weeks of pregnancy, as the uterus prepares for
delivery and cervical dilation begins, placenta may be torn
away from the endometrium. Painless bleeding occurs.

* There are three degrees of placenta previa:

—complete: In this, the placenta covers the internal os.
Successful delivery cannot occur by the vaginal route as
placenta must separate before fetus can be delivered.
Cesarean section delivery is required.

—partial or marginal: In this, the placenta partially covers
internal cervical os.

—Ilow lying: In this, the placenta is attached low in the
uterus but not covering the cervical os.
Etiology: Unknown.

Precipitating factors: Previous history of placenta previa,
multiparity, previous cesarean section(s), increasing mater-
nal age, and cocaine use and smoking during pregnancy.

S&S:

* Painless vaginal bleeding occurring in the third trimester;
bleeding is bright red

Dx: Ultrasound demonstrates location of placenta

Rx: Prior to term, bed rest with bathroom privileges, no
vaginal examinations. Client usually has blood typed and
cross-matched for transfusion. Delivery by cesarean section
if complete placenta previa present. Low-lying and partial
may attempt delivery under double set-up so that an emer-
gency cesarean can be performed if fetal distress occurs

i
L/J Nursing Process Elements
* Monitor pulse, blood pressure, and vaginal discharge
 Encourage bed rest with left side-lying position
e Monitor FHTs
* Provide emotional support

i
L/J Client teaching for self-care
o Assist the family in planning bed rest at home to minimize
activity
o Teach the client and family about the signs and symptoms
that must be reported immediately

Abruptio Placenta

 Abruptio placenta refers to the premature separation of
the normally implanted placenta.

It is divided into three types:

—marginal in which placenta separation occurs at the
edge and blood escapes vaginally,

—central in which placenta separates in the center with
the margins attached and blood collects under the pla-
centa so that there is no visible bleeding, and

—complete in which there is total separation of the pla-
centa with massive hemorrhage and loss of FHTs.

 There is an increased risk of developing disseminated
intravascular coagulation (DIC), and diminished clotting
factors, which increase the risk of hemorrhage.

Etiology: Unknown.

Precipitating factors: Hypertension and cocaine use during
pregnancy, higher maternal age and parity, smoking, and
abdominal trauma.

S&S:
* Sudden onset

¢ Dark bleeding or bleeding that may not be observed due
to concealed bleed

* Severe abdominal pain
e Uterus is hard to touch
* FHTs may or may not be present

* Development of symptoms of shock and anemia depend-
ent on the degree of separation

Dx: Based on symptoms. Usually an emergency situation

Rx: Dependent on the degree of separation and gestational
age. Moderate to severe placental separation requires imme-
diate cesarean section to salvage the fetus. Intravenous fluids
are required to maintain blood volume. Client may require
blood transfusions

s
L/J Nursing Process Elements
e Start IV line and run fluid at ordered rate

* Draw blood for hemoglobin and hematocrit values, type,
and crossmatch

* Monitor pulse, blood pressure, and FHTs (if present)
* Prepare client for immediate cesarean section
* Provide emotional support for client and family

il
L/J Client teaching for self-care
Teach the client about
* signs and symptoms of placental separation
* risk factors, to promote a healthy pregnancy

Rh Incompatibility

* Rh incompatibility occurs when the pregnant woman is
Rh— while fetus is Rh+.

* Rh+ blood has a protein not found in Rh— blood.
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* Following exposure to Rh+ blood, the Rh— woman
becomes sensitized and produces antibodies again the
Rh+ protein.

e These antibodies can cross the placenta and attack the fetus.

* Maternal and fetal circulations are separate with minimal
mixing of blood.

e Sensitization occurs when fetal blood enters the maternal
circulation. This occurs primarily with delivery.

 Antibodies are produced after delivery and the woman is
sensitized.

* With any subsequent pregnancy involving an Rh+ fetus,
the small amount of blood that crosses the placenta will
cause the pregnant woman to produce antibodies.

¢ These antibodies cross the placenta and attack the fetal blood.

o With the advent of Rh immune globulin (RhoGram or
RhIgG), the incidence of fetal loss due to Rh incompatibil-
ity has decreased.

Etiology: The Rh— woman usually does not have problems
with Rh incompatibility in the first pregnancy with an Rh+
fetus, but becomes sensitized in the following delivery and
will have problems in all subsequent pregnancies with an
Rh+ fetus.

Precipitating factors: The majority of the population has
Rh+ blood. If a man with Rh+ blood fathers a child with a
woman who is Rh—, the fetus could be Rh+.

S&S: Rh incompatibility problems are rarely seen now. If
present, signs and symptoms would be
* antepartum
—fetal hydrops: Fetus is severely anemic due to the
destruction of the RBCs by the maternal antibodies.
Severe edema and congestive heart failure will be pres-
ent in the fetus. Fetal death is common

o after delivery
—rapid onset of hyperbilirubinemia
—continued anemia and congestive heart failure

Dx: Blood tests are done on the first prenatal visit to deter-
mine the mothers Rh

Rx: If mother is Rh—, screening for antibodies (Indirect
Coombs test) will be done at 28 weeks gestation. If the anti-
body titer is negative, the mother will receive Rh immune
globulin. After delivery, if the father was Rh+ or paternal Rh
status was unknown, the mother will receive additional Rh
immune globulin. This occurs with every pregnancy that
might include a Rh+ fetus. Rh immune globulin will also be
given after abortions, ectopic pregnancies, chorionic villi
sampling, and amniocentesis. Infant blood is screened for
antibodies with the Direct Coomb’s test

V.

.] Nursing Process Elements

e Administer Rh immune globulin as ordered prenatally and
within 72 hours of birth

i
I-l/J Client teaching for self-care

* The mother needs to be taught about the condition and
about the need for Rh immune globulin with every preg-
nancy of an Rh+ fetus or fetus of unknown Rh type

ABO Incompatibility

* The naturally occurring blood types are A, B, O, and AB.
In considering blood types, consider the antigen in the
blood (A or B) and the antibody (anti-A or anti-B) present.

—Type A blood contains the A antigen and the anti-B anti-
body

—Type B blood contains the B antigen and the anti-A anti-
body

—Type AB blood contains the A and B antigens and no
antibodies

—Type O blood contains no antigens and both anti-A and
anti-B antibodies

* ABO incompatibilities may occur in the first pregnancy or
any subsequent pregnancies. It is not predictable as the
mother who has one infant with an ABO incompatibility
may not have problems with the next infant.

o It is usually a less severe problem than Rh incompatibility.

Etiology: Typically, it is caused when the mother is O and
the baby either A or B. The maternal antibodies cross the
placenta and attack the fetal blood.

S&S:

* Early development of jaundice in the infant
Dx: Direct Coomb’s test on the infant blood
Rx: Phototherapy treatment

.
I-l/J Nursing Process Elements

See hyperbilirubinemia

i
I—l/J Client teaching for self-care

See hyperbilirubinemia

INTRAPARTUM

Dystocia

* Dystocia refers to difficult delivery.

¢ In dystocia, labor may be long and painful. Vaginal deliv-
ery may be impossible, requiring cesarean delivery.

Etiology: It may be caused due to the following factors:
e Fetal factors

—difficult presentation: There is face or shoulder presen-
tation or transverse lie.
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—oversized fetus: The infant is of a diabetic mother or
there is disparity in size of the mother and father.

* Maternal factors
—small pelvis or other than gynecoid pelvis shape,

—disparity in size of fetal head and maternal pelvis,
cephalopelvic disproportionment (CPD),

—full bladder,
—low-lying placenta, and
—emotional factors.

Precipitating factors: The client may be a very young prim-
igravida or one with no prenatal care.

S&S:

o Failure to progress despite adequate time
Dx: Pelvimetry, ultrasound

Rx: May require a cesarean section

-
L/J Nursing Process Elements
* Monitor labor progress
* Observe for nonreassuring pattern on fetal monitoring
* Provide emotional support
* Ensure physical and emotional preparation for surgery
* Provide postoperative care

.
I—l/J Client teaching for self-care

* Potential CPD may be determined in early pregnancy. This
pregnant woman can then be prepared emotionally and
educationally for what to expect with a cesarean delivery

e The woman who experiences an emergency cesarean
delivery will need an explanation of the cause, what hap-
pened, and emotional support

Prolapsed Cord

e In case of prolapsed cord, a loop of the umbilical cord pre-
cedes the presenting part into the birth canal and becomes
compressed as the presenting part descends.

o It requires immediate intervention for a successful delivery.

Etiology: Prolapsed cord occurs most frequently when the
membranes rupture prior to engagement of the presenting
part.

Precipitating factors: Hydramnios (excessive amniotic
fluid), multiple gestation, noncephalic presentation, small
fetus, CPD, and placenta previa.

S&S:

¢ Fetal bradycardia

* Fetal monitoring demonstrates severe variable decelerations
* Umbilical cord is felt on vaginal examination

Dx: Based on fetal assessment and vaginal examination

Rx: Immediate cesarean delivery

i
I-l/J Nursing Process Elements

¢ Keep all women in labor on bed rest until the presenting
part has engaged (this reduces the chance that rupture of
membranes will “wash” the cord ahead of the presenting
part)

Immediately upon rupture of the membranes, take the
FHTs for one full minute

If prolapsed cord is suspected
—notify physician immediately
—place the woman in Trendelenburg position

—place a gloved hand in the vagina to elevate the pre-
senting part off the cord

—administer oxygen per mask to mother

—if cord is protruding into room air, cover with a sterile
saline moistened cloth to prevent drying

—prepare the client for an emergency cesarean section
—provide emotional support

Amniotic Fluid Emboli

¢ Amniotic fluid emboli is a nonpreventable cause of mater-
nal mortality during delivery.

o It causes a sudden onset of respiratory distress and circu-
latory collapse.

Etiology: Amniotic fluid enters maternal circulation through
a defect in the fetal membranes where it becomes an
embolous when it reaches the lungs.

Precipitating factors: Associated with rapid delivery, oxy-
tocin augmentation, abruptio placenta, and polyhydram-
nios.

S&S:

* Sudden onset of chest pain
¢ Cyanosis and dyspnea

* Tachycardia

* Hemorrhage

» Shock, coma, and death
Dx: Based upon symptoms

Rx: Immediate intervention is required to restore circula-
tion. Cardiopulmonary resuscitation is started immediately,
although it is not always successful. Prognosis is dependent
upon the restoration of pulmonary circulation

.
I-l/J Nursing Process Elements

e Carefully monitor all women in labor, especially those
with precipitating factors

* Quick recognition and initiation of emergency interven-
tions essential to the woman’ survival

e Start intravenous fluids
* Provide oxygen
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 Provide CPR as necessary

o Prepare for cesarean section if undelivered

* Prepare for blood transfusion and the insertion of a CVP
line

_‘.I]
V4  Client teaching for self-care

e After successful resuscitation, the woman and her family

will need to understand what has happened

» Emotional support should be provided for the woman and
her family

POSTPARTUM

Postpartum Hemorrhage

* Postpartum hemorrhage can occur in the first 24 hours
after delivery or up to 6 weeks after birth.
e There are numerous causes of hemorrhage including
—uterine atony,
—retained placenta,
—hematomas of the pelvic region,
—Tlacerations,
—subinvolution, and
—uterine inversion which is an unusual cause occurring
at the time of delivery when the uterus prolapses through
the cervix.
Etiology: It is caused by the failure of the uterus to contract
to conserve maternal blood or loss of excessive blood during
the postpartal period.
Precipitating factors: The factors responsible are overdis-
tention of the uterus due to multiple gestation or polyhy-
dramnios, rapid or prolonged labor, oxytocin augmentation,
use of anesthesia, and grand multiparity. Uterine inversion is
associated with traction on the umbilical cord prior to sepa-
ration of the placenta at birth.
S&S:
e Excessive vaginal bleeding the amount of which varies
dependent on the time of occurrence
* Decreasing blood pressure and increasing pulse
 Dropping hemoglobin and hematocrit
* Decreased urine output
Dx: Based on laboratory values and reports of vaginal dis-
charge. Assessment of a boggy fundus could indicate subin-
volution. Sonogram may demonstrate retained placental
fragments
Rx: Dependent upon cause. Retained placenta will usually
require dilation and curettage to manually remove the frag-
ments. Oxytocins or Methylergonovine Maleate (Methergine)
may be administered for subinvolution. Lacerations may
require packing and/or suturing. Transfusions may be required
if blood loss is extensive

i
L/J Nursing Process Elements
* Assess vaginal discharge for color and amount. Question
new mother about the frequency of pad changes and
observe pads for the amount of blood

Remind the new mother that after being in bed for a period
of time and then arising, a gush of blood escaping the
vagina is normal and due to pooling of blood in the uterus

Assess fundus, provide bimanual massage—massage the
fundus while supporting the cervix with the opposite hand

* Assess perineum for hematoma formation. Clients with
developing hematomas will often complain of pain

 Have client void frequently as a full bladder will hamper
uterine contractions

¢ Administer medications for uterine contraction as ordered
* Monitor vital signs
¢ Administer blood products as ordered

i
I-l/J Client teaching for self-care

e Once the cause of the blood loss is determined and
treated, the client may be discharged home. Prior to dis-
charge, the nurse should teach the client about

—the reason for the blood loss

—foods that will promote blood formation
—medications, including iron administration
—the need for extra rest periods due to anemia

Postpartum Infection

* It is also called puerperal infection.
* It was once the major cause of maternal mortality.

Etiology: It is caused by introduction of an organism into
the uterine or perineal tissues.

Precipitating factors: It is associated with prolonged rup-
ture of the membranes (greater than 24 hours), postpartal
hemorrhage, prolonged and difficult labor and delivery,
internal fetal monitoring, frequent vaginal examinations,
vacuum and forcep deliveries, and poor hygiene.

S&S:

 Temperature of 100.4°F or higher for 48 consecutive
hours that do not include the first 24 hours after delivery,
excluding the first 24 hours

* Pain

* Foul-smelling lochia

Dx: Based on signs and symptoms as well as laboratory findings

Rx: Appropriate antibiotic therapy

sl
I—l/J Nursing Process Elements

* Monitor vital signs
* Teach perineal care to promote cleanliness of area
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* Administer antibiotics as ordered

¢ The client’s infant may be isolated from other infants in the
nursery

e The pediatrician should decide if the breast-feeding
mother should nurse her infant as the antibiotics may be
present in breast milk

o If breast-feeding is not recommended, the mother can pump
her breasts and discard the milk. Once the antibiotic therapy
has been completed, breast-feeding can be reinitiated

S
I-l/J Client teaching for self-care

 Teach client good hygiene practices including frequent
hand washing

¢ Discuss with the breast-feeding mother the issue of con-
tinuing nursing the infant while antibiotics are being
administered. Assist client as necessary to maintain milk

supply
e Instruct client to complete antibiotic therapy as ordered

Mastitis

* Mastitis is an infection of the breast tissue that occurs pri-
marily in the lactating woman.

o It usually does not occur in the first week of lactation but
may occur anytime during the remaining period of lactation.

e It is usually unilateral.

Etiology: The organism usually enters the breast tissue
through cracks and fissures in the nipples. The source can be
the infants mouth or maternal hands.

Precipitating factors: One factor is that the infant latches
incorrectly traumatizing the nipple. Other factors can
include milk stasis, maternal fatigue, plastic-lined nursing
pads which maintain moisture around the nipple, and incor-
rect infant-removal techniques.

S&S:

e Pain in the breasts

* Redness, heat, and swelling

e Fever

¢ Breast milk may diminish in quantity

Dx: Based on signs and symptoms, laboratory values, and
breast-milk culture

Rx: Appropriate antibiotic therapy

i
I—l/J Nursing Process Elements

* Observe the breast-feeding and assist the mother in posi-
tioning the infant correctly

* Encourage adequate rest and nutrition in the breast-feed-
ing mother

e Encourage the mother to change infant positions while
nursing to promote breast emptying

* Encourage the mother to wear a well-fitting, supportive bra

¢ Ice packs may promote comfort. Heat may be applied
prior to nursing to promote let-down

i
I-l/J Client teaching for self-care

* Teach the mother to wash her hands prior to handling the
breasts

* Monitor the nipples for cracks and fissures

* Vitamin E ointment may be used on the nipples to main-
tain integrity. Colostrum and breast milk may also be
applied to the nipple to promote integrity

* Teach the mother to allow the nipples to air dry after feeding

¢ Teach the mother about antibiotic administration includ-
ing the need to complete the prescription. The pediatri-
cian will determine the advisability of continued nursing
while on the antibiotics

NEWBORN

Prematurity

* Prematurity refers to birth prior to 37 weeks gestation.

¢ The earlier in gestation that birth occurs, the less mature is
the infant and the less likely to sustain extrauterine life.
* Prematurity affects all systems
—Respiratory: The infant has inadequate surfactant, a
substance that helps maintain lung expansion. Lung
development is inadequate for transfer of oxygen and
waste products to and from the blood. Its brain is too
immature to maintain continuous respirations. Bron-
chopulmonary dysplasia (BPD) is a long-term lung
injury that results from high oxygen concentration and
positive pressure respirator use to sustain life.
—Gastrointestinal: Suck and swallow reflexes of the infant
are weak and ineffective. The immature digestive sys-
tem is unable to digest and absorb nutrients. The basal
metabolic rate is increased which means the nutrient
requirement is higher per mass than more mature
infant. The risk of NEC (necrotizing enterocolitis), a
condition where the intestines may become ischemic
and perforate secondary to diminished blood flow.

—Renal: The kidneys are unable to concentrate urine.
Kidneys are too immature to modify pH predisposing
the infant to metabolic acidosis.

—Integumentary: Its skin is thin and fragile and is easily
damaged allowing bacteria to enter. There is inadequate
fat for insulation making the infant prone to hypothermia.

—Cardiac: The ductus arteriosus, a fetal structure, may
remain open after birth due to low oxygen tension. The
PDA increases the blood volume entering the lungs
leading to pulmonary congestion and eventually to con-
gestive heart failure.
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—Nervous: The tissues of the skull are fragile and easily
damaged. Premature infants are prone to intracranial
hemorrhage, which can lead to brain damage, seizures,
and the development of hydrocephalus.

—Skeletal: Bones are not as fully mineralized as full term
infants making them more susceptible to injury during
the birth process.

Etiology: It is the birth of the infant prior to 37 weeks gestation.

Precipitating factors: The associated factors are multiple
gestations, poor maternal nutrition, maternal smoking, or
infection.

S&S: Numerous assessment findings are present in the
preterm including;

o Skin appears thin and transparent. Blood vessels are easily
visible.

e Lanugo may be noted in greater quantity than on a full
term infant.

e Plantar creases are absent or only on the anterior portion
of the foot. This must be assessed within 12 hours of birth
for accuracy.

e Position tends to be primarily one of extension versus flex-
ion in the full term infant.

* Areolar tissue increases with gestation age.

e Ear becomes more firm as gestational age increases due to
presence of cartilage.

e Head may be described as “hammer head” due to the
prominence of the back skull.

Dx: Ballard and Dubowitz gestation age assessment tools can
determine the gestation age of the infant as maternal EDC
may be incorrect, the baby may appear larger or smaller than
expected based on “due date”

Rx: Careful attention should be paid to meeting all the needs
of the infant. Total parenteral nutrition or gavage feedings
will probably be necessary. Warmth must be maintained
externally. Respirations will need support with oxygen, sur-
factant therapy, and possibly positive pressure respirators

s

L/J Nursing Process Elements

e Ensure careful and frequent monitoring of all systems.
Labs will be drawn frequently to monitor blood values,
gases and electrolytes

¢ Place the infant in an external heat source such as an iso-
lette or over-the-bed warmer where the body temperature
can be maintained while allowing close observation of the
neonate

e Pay careful attention to nutritional needs. Measure
abdominal circumference to monitor for NEC

* Monitor vital signs and pO,

* Provide oxygen, positive pressure respirators, and medica-
tions to maintain lung function and acid-base balance

o Carefully handle the infant due to friable skin

* Protect from infection
* Provide emotional support for infant and his family

i
I-l/J Client teaching for self-care

* Prior to discharge, the parents will need to be able to han-
dle all the infants needs including feeding, respiratory
support, and maintenance of temperature

¢ These infants may be discharged with special equipment
including apnea monitors, tracheotomies and gastrostomy
tubes and feedings. The parents will need to be comfort-
able handling all this equipment

¢ Teach client about infant CPR
e Teach about the need to protect the infant from infections

e Instruct about the signs and symptoms to report to the
physician

* Provide knowledge about the need for RSV vaccine (respi-
ratory syncytival virus) during winter months as prema-
ture infants are especially susceptible to the organism

Hyperbilirubinemia

* Due to low oxygen tension in fetal blood, the fetus has a
high hemoglobin and hematocrit. This condition is known
as hyperbilirubinemia.

* At birth, oxygen tension increases and the extra RBCs are
no longer needed.

¢ The infant begins breaking down the excessive RBCs.
¢ As RBCs are broken down, indirect bilirubin is released.
¢ Indirect bilirubin (unconjugated) is fat soluble.

e The liver converts indirect bilirubin to direct bilirubin
(conjugated), which is water soluble and can be excreted
in the urine.

¢ In the normal newborn, the direct bilirubin reaches its
peak at about three days of life and then starts to decrease.
This is termed physiologic jaundice.

¢ In a child with hyperbilirubinemia, the indirect bilirubin
level may start climbing within hours of birth or the level
of indirect bilirubin is excessive interfering with brain
function.

¢ Normal indirect (unconjugated) bilirubin levels are below
1.4 mg/dl.

Etiology: Following birth, the liver is unable to convert indi-
rect bilirubin to direct bilirubin adequately. The indirect
bilirubin builds up in the blood and collects in fat-rich tis-
sues including the skin and the lining of the brain. When the
indirect bilirubin level reaches toxic range, the brain will be
affected. This bilirubin encephalopathy is called kernicterus.

Any condition that stresses the liver will delay the conjuga-

tion and increase the risk of hyperbilirubinemia.

Precipitating factors: Causes of hyperbilirubinemia include
Rh and ABO incompatibility, prematurity and immaturity,
any injury which increases blood cell destruction such as
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bruising, petechiae, and hematomas, infant of a diabetic
mother, cold stress, infection, and breast-feeding.

S&S:

* Yellow appearance to the skin—the skin discoloration
begins on the face and spreads caudally. Sclera also appear
yellow

* As kernicterus develops, additional symptoms may be
seen, such as

—poor feeding

—high-pitched shrill cry

—lethargy or irritability
Dx: Based on bilirubin levels

Rx: Phototherapy. Exchange transfusions are done only in
the most extreme cases

sl
I—l/J Nursing Process Elements

* Provide phototherapy, which slowly converts the indirect
bilirubin on the skin surface so that it can be excreted. It
is important that the treatment be continuous. Removing
the infant from the treatment for extended periods of time
will slow the therapy

* Ensure that the child is nude except for genitalia covering
 Cover the eyes with occlusive pads

* Phototherapy converts on the exposed skin surface only;
turn the infant frequently

* Use no lotions or oils on the infant’s skin to prevent burning
* Provide extra water feedings
* Maintain body temperature within normal limits

e Provide diaper care frequently as the stools tend to be
loose and irritating

.
I—l/J Client teaching for self-care

* For the infant discharged prior to 3 days of life, the mother
will need instructions on monitoring the skin color
—Expose skin to the sunlight while maintaining body

temperature. Care should be taken that the child does
not receive a sunburn

—Provide extra po water to aid in excretion

Infant of a Diabetic Mother

* Women with poorly controlled diabetes will have a fetus
that developed in the presence of large amounts of glucose
and will thus be large for gestational age (LGA).

e Women with a severe form of diabetes may have vascular
deterioration, which leads to poor nutrition to the fetus.
The fetus will be small for gestational age (SGA).

o Infants of diabetic mothers are usually immature in phys-
iologic functions and will respond as an infant of a lesser
gestational age.

¢ The placenta of an infant of a diabetic mother often begins
to deteriorate prior to the ninth month of gestation causing
preterm delivery and/or fetal death. Many physicians choose
to deliver the infant prior to term to reduce this risk.

* Because of the size of the fetus, many infants of diabetic
mothers are delivered by cesarean section.

* The fetus is accustomed to plentiful glucose in utero. At
delivery, the glucose source is terminated abruptly. The
infant pancreas may continue to produce insulin leading
to hypoglycemia shortly after birth.

* Excessive glucose in utero has been shown to predispose
the fetus to congenital defects.

Etiology: Glucose readily crosses the placenta. The fetal

pancreas produces insulin and utilizes the glucose. Excessive

glucose in the fetal cell is converted to glycogen and stored.

Infants of diabetic mothers are often obese.

Precipitating factors: Any woman with a history of produc-

ing large babies (weighing over 9 lbs at birth) should be

evaluated for diabetes.

S&S:

* LGA infant

¢ Development of hypoglycemia within hours of delivery

* Polycythemia

Possible birth trauma due to size of the fetus
—shoulder dystocia is common in vaginal deliveries
—potential for fractured clavicle

* Symptoms of immaturity

—difficulty maintaining body temperature
—Hyperbilirubinemia

—prone to respiratory distress syndrome

Dx: Based on Glucose Tolerance Test (GTT)

Rx: Close monitoring of diabetic condition throughout preg-
nancy, diet and insulin regulation of glucose, and close mon-
itoring of fetus including stress and nonstress tests

&
L/J Nursing Process Elements
* Assess gestational age using Dubowitz and Ballard on all
infants
* Assess infants who are LGA or SGA for S&S of infant of
diabetic mother

Monitor blood glucose at birth and frequently. Provide
early protein feedings

* Assist the IDM in maintaining body heat
* Observe for early onset of hyperbilirubinemia
* Assess for birth injuries and congenital defects

il
L/J Client teaching for self-care
* Provide preventative teaching of pregnant diabetic to
assist the mother in maintaining blood sugars as close to
normal as possible
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Cold Stress

 Loss of body heat is a major event for the newborn and
can be life-threatening if not corrected.

e Nonshivering thermogenesis is the major source of heat
production in the neonate and is based on brown-fat
metabolism.

e Cold stress in the neonate will lead to other physiologic
problems including hyperbilirubinemia, hypoglycemia,
respiratory distress, and acidemia.

Etiology:

e The neonate loses body heat through evaporation, con-
duction, convection, and radiation

e The neonate attempts to maintain body heat through non-
shivering thermogenesis

Precipitating factors: Premature and SGA infants have less
brown-fat stores and thus are at greater risk for cold stress.
LGA infants, although they have adequate fat stores, have
immature neurologic functioning making them at greater
risk for hypothermia.

S&S:
 Decreased skin temperature
e If cold stress has occurred, the neonate will have the fol-
lowing symptoms:
—lethargy
—poor feeding
—hypoglycemia
—pallor
—apnea
—hypotonia
Dx: Based on axillary or rectal temperatures

Rx: Restore body temperature. Intravenous fluids may be
required to restore glucose levels

s
L/J Nursing Process Elements
Prevention is preferable to treatment.
e Dry newborn immediately to reduce evaporative heat loss

 Use external heat source to maintain core body tempera-
ture after birth

* Maintain nursery temperature 1°C higher than neonate’s
temperature

e Locate bassinet away from outside windows

e Wrap snuggly in blankets

e Encourage mother to maintain covering

If cold stress has occurred

e Use external heat source to return skin temperature to
desired range

* Monitor temperature more frequently than routine

* Monitor blood glucose

o Assess the neonate for respiratory distress

e Assist the infant in taking formula to restore blood sugar.
The infant will be a poor feeder and lethargic

s

L/J Client teaching for self-care

e Teach mother about the need to keep the infant warm
without overheating

e Infants usually need one layer of clothing above adult’s
needs

» Head is a major source of heat loss and should be covered
when out of doors in winter

WORKSHEET

SHORT ANSWER QUESTIONS

1. Discuss how para, gravida, and TPAL are determined on an obstetric client.
2. Discuss the process of determining due dates using Nagele’s rule.
3. Describe the initial prenatal obstetrician visit and the frequency of the subsequent visit.

4. Describe the probable, presumptive, and positive signs of pregnancy and the interpretations of these signs.

(continued)
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5. Describe the warning signs that pregnant women should immediately report to the physician and their implications.
6. Describe the factors that initiate the onset of labor.

7. Define the four stages of labor.

8. Describe the mother’s emotions and attitude during the three phases of labor.

9. Identify the five areas evaluated on the Apgar score and the possible point value of each area.

10. List the three fetal structures of normal circulation during the gestation and what each structure does.

MATCHING QUESTIONS

Match the following:

1. __ TLightening a. A mnemonic to guide the nurse’s assessment of the postpartum woman
2. ___ Quickening b. Explains the relationship between the fetal presenting part and the mother’s
pelvis
3. ___ Crowning
c. An assessment performed on the mother to determine the presence of throm-
4. ___ Engagement bophlebitis
5. ___ Station d. The presenting part is seen on the mother’s perineum
6. ___ Attitude e. Evaluates the relationship of the fetal presenting part to the ischial spines of
the mother’s pelvis
7. _ lie
f. Compares the spinal cord of the fetus to the spinal cord of the mother
8. __ Presentation
g. Fetal movement
9. _ Position
h. Swelling of the scalp if the head was the presenting part
10. __ Striae
i. Determines which fetal part is entering the pelvis first for delivery
11. ___ Engorgement
j. The filling of the breasts with milk
12. __ Homan’ sign
k. Stretch marks
13. __ BUBBLE-HEB
1. Bleeding into the periosteum of the skull
14. ____ Caput succedaneum
m. The presenting part descends into the pelvis before the onset of labor
15. ___ Cephalohematoma

n. In a cephalic presentation, the largest diameter of the head is at the smallest
diameter of the pelvis

0. The relationship of fetal parts to each other
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APPLICATION QUESTIONS

1. A woman visits her obstetrician for a pregnancy test that

is positive. In taking her history, she reports that she has
been pregnant four times before. She has two children at
home, one of which was born at 32 weeks gestation. She
lost a set of twins at 14 weeks and another baby at 12
weeks. What is her para, gravida, and TPAL?

a. G5, P4 (T1,P1,A2,12)

b. G5,P2 (T1, P1, A3,12)

c. G3,P2(T1,P2, A2, L1)

d. G3, P4 (T2, P3,A3,12)

. The obstetrician asks the nurse to determine the due
date for a pregnant client on her first prenatal visit.
The client reports that her last menstrual period
began on February 5, 2007 and ended on February
10, 2007. What is her due date?

a. November 5, 2007

b. November 12, 2007
¢. November 10, 2007
d. November 17, 2007

. A pregnant woman at 14 weeks gestation calls the

obstetrician’s office to report that she has noted some

vaginal discharge. The discharge is clear and without

odor. The office nurse would instruct the client to

a. wear a peri-pad to absorb the liquid, which is
normal

b. douche with water to see if that improves the
drainage

c. do nothing, as vaginal discharge in pregnancy is
normal

d. report to the physicians office immediately for
assessment

. While attending childbirth education class, a primi-
gravida asks when she should go to the hospital. The
nurse’s best response would be:

a. With the first contraction.

b. One hour after the onset of labor.
c. When she thinks her membranes have ruptured.
d. As soon as she is sure she is in true labor.

. A nurse is teaching a class of childbirth education to
four women in late pregnancy. The women make the
following statements. Which statement would most
likely indicate that lightening has occurred?

a. “I can feel my baby move.”

b. “Its hard to sleep at night—I have to lie on my
side.”

c. “Ifeel like my lungs are being crowded by the baby.”

d. “I have to void frequently like I did in the first
trimester.”

6. A woman arrives at the labor unit in labor. She is talk-

ative and smiling between contractions. Prior to com-
pleting the vaginal examination, the nurse would sus-
pect the woman is in what phase/stage of labor?

a. Latent phase

b. Active phase
c. Transition phase
d. Second stage

. Monitoring the client during labor is the nurse’s

responsibility. If the mother is not hooked up to a
fetal monitor, the nurse would assess FHT at the fol-
lowing times: (Select all that apply.)

a. on admission

b. after each contraction

c. immediately when the membranes rupture
d. each time the mother’s vital signs are taken
e. as the mother enters each phase of labor

. One minute after birth, the nurse performs an Apgar

scoring on the newborn. The baby receives a score of

6. The mother asks what this score indicates. The

nurse’s response would be based on the knowledge

that

a. the higher the score, the more intelligent the baby
will be

b. low scores indicate a baby who has experienced
birth trauma

c. ascore of 6 suggests an infant that needs immedi-
ate transfer to the high-risk nursery

d. the score indicates how well or poorly an infant has
transitioned from intrauterine to extrauterine life

9. A newborn is admitted to the newborn nursery. A

new nurse will be caring for the infant. The charge
nurse is explaining bloodborne precautions to the
new nurse. The charge nurse would tell the new
nurse to wear gloves for what activities? (Select all
that apply.)
a. Admission bath
b. Daily bath
¢. Meconium diaper change
d. Urine diaper change
e. Any contact with the infant

(continued)
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10.

11.

12.

13.

14.

15.

PART II: Content Review

There has been a rush of difficult deliveries at your
hospital and the hospital nursery currently has babies
with the following abnormalities. Which infant should
be monitored for increased intracranial pressure?

a. Cephalohematoma

b. Caput succedaneum
c. Intracranial hemorrhage
d. Cerebral petechiae

The nurse is assessing a client on the second day
postpartum. The nurse would intervene if the fundus
was located

a. 2 fingerbreadth above the umbilicus

b. 1 fingerbreadth below the umbilicus
c. 2 fingerbreadths below the umbilicus
d. 3 fingerbreadths below the umbilicus

A new mother is planning to bottle feed her infant.
Instructions have been given to the mother to prevent
milk production. The nurse observes all the follow-
ing activities by the mother. Which activity indicates
a lack of understanding?

a. The mother is wearing a tight bra.

b. The mother does not try to express the milk.
c¢. The mother avoids handling or touching the nipples.

d. The mother takes a long, hot shower with water
hitting the breasts.

The new mother calls the obstetrician’s office at 8 days
postpartum to state that her lochia had returned to red
in appearance although the volume has not increased.
The nurse would recommend the mother to

a. drink more milk

b. rest more frequently
c. avoid sexual activity

d. increase her iron intake

A woman is at the obstetrician’s office for her second
prenatal visit. She has numerous complaints includ-
ing all of the following. Which would require report-
ing to the physician?

a. She has to void frequently.

b. She is tired and wants to sleep all the time.

c. She has a burning sensation when she urinates.

d. Although she has not vomited, she feels nauseated
most of the time.

At 20 weeks gestation, a pregnant woman is diag-
nosed with polyhydramnios. Which assessment find-
ing contributed to this diagnosis?

a. voids frequently

b. blood pressure is 148/86

16.

17.

18.

19.

20.

¢. quickening has not been noted

d. the fundus is two fingerbreadths above the umbili-
cus

Following admission to the newborn nursery, a new-
born’s rectal temperature is found to be 98.0°F His
pulse is 146 and respirations are 36. Lung assess-
ments include adventitious sounds. Immediate nurs-
ing interventions should be directed at

a. warming the baby

b. promoting bonding with the parents
c. calming the infant to slow the heart rate

d. percussion and postural drainage to clear the
lungs

A pregnant woman at term is being admitted to the

labor room in early labor. During the admission

process, the woman’s membranes suddenly rupture.

Priority nursing activities at this time would include

a. checking the fetal heart tones

b. vaginal examination to determine dilation and
effacement

c. cleaning up the woman and making her comfortable

d. completing the admission process so that all
paperwork is completed before delivery

A fetus of a woman in labor is found to have a breech
presentation, longitudinal lie, and a flexed attitude.
In listening for fetal heart tones, the nurse would lis-
ten on the mothers abdomen

a. below the umbilicus

b. at the umbilicus
c. above the umbilicus
d. lateral to the umbilicus

A teenager is admitted at term to the labor unit in
early labor. She has not attended any childbirth edu-
cation classes. Her mother is present as her support
person. The best time to discuss breathing tech-
niques with this teenager is

a. during the latent phase of labor

b. as she approaches transition stage
c. after delivery in anticipation of future pregnancies

d. as she approaches each labor stage that requires a
different breathing technique

A single mother has delivered an infant boy. Which
behavior by the mother indicates that bonding is pro-
ceeding on schedule?

a. The mother successfully breast-feeds the infant.

b. The mother asks questions about the baby’s
condition.




21.

22.
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c. The mother states: “I wanted a girl, but a boy will
be OK to0o0.”

d. The mother progresses from touching the infant
with her fingertips to whole hand touching.

The nurses in the delivery room reported a concern
about the mother’s reaction to her newborn. Mother
and infant are moved to the recovery room. Which
activity by the recovery room nurse will promote
mother—infant bonding?

a. Dimming the overhead lights.

b. Allowing the father to stay with the family unit.

c. Administering morphine to ensure that the
woman is pain free.

d. Limiting fundal assessments to allow the family
unit time alone.

The nurse is discharging a breast-feeding mother and her

infant from the hospital on the third day postdelivery.

Discharge instructions relative to breast-feeding have

been given by the nurse. Which statement by the mother

indicates the correct information about breast-feeding?

a. “Six to eight wet diapers indicate my baby is get-
ting enough milk.”

b. “I need to limit my fluid intake so that T won't
dilute my breast milk.”

c. “I can feed formula from a bottle during the nights
until my milk comes in.”

d. “I should weigh the baby before and after feeding
to determine if I have enough milk.”

23.

24.

25.

The nurse is checking the infants in the newborn
nursery for hyperbilirubinemia. The nurse knows
that the infants most likely to have hyperbilirubine-
mia are those who (Select all that apply.)

a. are premature

b. are full term

c. have broken bones

d. have chromosomal disorders

e. have a large amount of bruising

A woman in late pregnancy is complaining of severe
backaches. The nurse notes that the pregnant
woman’s posture displays lordosis. To reduce the
backaches, the nurse would suggest

a. wearing a girdle to support the back muscles

b. wearing shoes with heels no higher than 1 inch

c. performing the pelvic tilt several times during the
day

d. limiting the amount of walking that she does dur-
ing the day

A teenager purchases a home pregnancy test. She
later asks the nurse how these tests work. The nurse’s
response is that the pregnancy tests are based on
which hormone?

a. Oxytocin

b. Estrogen

c. Progesterone

d. Human chorionic gonadotropin

ANSWERS & RATIONALES

SHORT ANSWER QUESTIONS

1. Discuss how para, gravida, and TPAL are determined on an obstetric client.

Answer
Para and gravida describe the pregnancies. Gravida stands for pregnancies and is a simple count of every pregnancy
including the current one. Para refers to pregnancies terminated after the age of viability (usually considered 20 weeks).
Para does not consider the survival of the fetus or the number of fetuses delivered. TPAL describes the infants. T is for
term infants (born at 38+ weeks), P is for premature (above 20 weeks gestation up to 38 weeks gestation), A is for abor-
tions, babies lost before 20 weeks gestation (includes therapeutic abortions and miscarriages), and L is a total of the liv-
ing children.

(continued)
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f/J Think Smart/Test Smart

The terms gravida and para refer to pregnancies while TPAL describes the babies.

2. Discuss the process of determining due dates using Nagele’s rule.

Answer
Beginning with the first day of the woman’s last menstrual period, count back 3 months and add 7 days.

3. Describe the initial prenatal obstetrician visit and the frequency of the subsequent visit.

Answer

A pelvic examination determines presumptive and probable signs of pregnancy. The para, gravida, and TPAL status is
determined as well as the due date. Urine will be checked for sugar and protein. Blood will be drawn for blood typing,
rubella titer, and hemoglobin and hematocrit. Initial instructions will be given to the pregnant woman about activities to
promote health and situations to avoid. The woman will return once a month until the ninth month when she will see
the obstetrician every week.

4. Describe the probable, presumptive, and positive signs of pregnancy and the interpretations of these signs.

Answer

Presumptive signs of pregnancy are subjective signs and can be caused by many other conditions including the desire to
be pregnant. Probable signs are objective signs and are more closely related to the probability of pregnancy. These signs
can have alternative causes and may be misinterpreted as pregnancy. Positive signs of pregnancy refer to the acknowl-
edgment of the presence of the fetus and will have no alternative causes.

5. Describe the warning signs that pregnant women should immediately report to the physician and their implications.

Answer

a. Vaginal discharge, which could indicate premature rupture of membranes.

b. Vaginal bleeding—although some women will continue to have a small amount of bleeding at the time of the nor-
mal menstrual period. The doctor will need to determine if the mother is experiencing placenta previa or abruptio
placenta.

Abdominal pain—could indicate premature labor or abruptio placenta.

. Temperature above 101°F—could indicate infection.

Vomiting, especially into the second trimester—could indicate hyperemesis.

Severe headache, dizziness, and spots before the eyes—could indicate pregnancy-induced hypertension.

Edema of the lower extremities—could indicate pregnancy-induced hypertension.

. Epigastric pain—could indicate pregnancy-induced hypertension.

Burning on urination—could indicate UTI.

Absence of fetal movement—could indicate fetal demise.

e FR s 0 0

6. Describe the factors that initiate the onset of labor.

Answer

Although the cause of labor onset is not fully understood, theories include the beginning of deterioration of the placenta
that results in decreasing hormones, stretching of the uterus to its capacity, some factor from the mature fetus initiating
labor, and the presence of prostaglandin.

7. Define the four stages of labor.

Answer

First stage is from the onset of labor to complete dilation of the cervix. It can be further broken down into three phases:
latent (early labor), active (the period of primary work), and transition (as the dilation and effacement is completed). Sec-
ond stage is from complete dilation of the cervix to delivery of the fetus. Third stage is the stage of the placenta, extend-
ing from the birth of the fetus to the delivery of the placenta. Fourth stage is the beginning of the postpartal period usu-
ally lasting from 1-4 hours.
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8. Describe the mother’s emotions and attitude during the three phases of labor.

Answer

Latent—Happy, excited, and talkative. Good time for teaching.

Active—Busy, concentrating on the contractions, woman is more dependent on others, only talks between con-
tractions.

Transition—May develop nausea and vomiting. Client fears she is losing control. Often irritable and sleeps between con-
tractions.

9. Identify the five areas evaluated on the Apgar score and the possible point value of each area.

Answer
Color, heart rate, reflex irritability, muscle tone, and respiratory effort. Each area may receive a score of 0, 1, or 2. Total
scores can range from 0-10.

10. List the three fetal structures of normal circulation during the gestation and what each structure does.

Answer

Foramen ovale—a hole between the right and left atrium that allows the blood to bypass the lungs.

Ductus arteriosus—a connection between the pulmonary artery and the aorta that allows blood to bypass the lungs.
Ductus venosis—a connection from the umbilical vein that bypasses the liver delivering blood to the inferior vena cava.

MATCHING ANSWERS
Match the following;
1. _m Lightening a. A mnemonic to guide the nurse’s assessment of the postpartum woman
2. _g Quickening b. Explains the relationship between the fetal presenting part and the
mother’s pelvis

3. _d_Crowning
¢. An assessment performed on the mother to determine the presence of

4. _n_Engagement thrombophlebitis
5. _e_Station d. The presenting part is seen on the mother’s perineum
6. _o_Attitude e. Evaluates the relationship of the fetal presenting part to the ischial

spines of the mother’s pelvis
7. _f Lie
f. Compares the spinal cord of the fetus to the spinal cord of the mother
8. _i_Presentation
g. Fetal movement
9. _b_Position
h. Swelling of the scalp if the head was the presenting part
10. _k_ Striae
i. Determines which fetal part is entering the pelvis first for delivery
11. _j_ Engorgement
j. The filling of the breasts with milk
12. _c¢ Homan’ Sign (continued)
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13. _a_BUBBLE-HEB

k. Stretch marks

14. _h Caput succedaneum 1. Bleeding into the periosteum of the skull

15. _1 Cephalohematoma

m. The presenting part descends into the pelvis before the onset of labor

n. In a cephalic presentation, the largest diameter of the head is at the
smallest diameter of the pelvis

0. The relationship of fetal parts to each other

APPLICATION ANSWERS

1. A woman visits her obstetrician for a pregnancy test
that is positive. In taking her history, she reports that
she has been pregnant four times before. She has two
children at home, one of which was born at 32 weeks
gestation. She lost a set of twins at 14 weeks and
another baby at 12 weeks. What is her para, gravida,
and TPAL?

a. G5,P4(T1,P1,A2,12)
b. G5, P2 (T1, P1, A3, 12)
c. G3,P2(T1,P2,A2,L1)
d. G3,P4 (T2, P3,A3,12)

Rationale

Correct answer: b.

Para and gravida refer to pregnancies and pregnancies
terminated after the age of viability. The woman is now
pregnant and has been pregnant four times before—G5.
She has delivered twice after the age of viability—P2.
TPAL looks at babies. She had 1 term infant, 1 preterm
infant, 3 abortions (one at 12 weeks and two at 14
weeks), and has 2 living children.

2. The obstetrician asks the nurse to determine the due
date for a pregnant client on her first prenatal visit.
The client reports that her last menstrual period
began on February 5, 2007 and ended on February
10, 2007. What is her due date?

a. November 5, 2007

b. November 12, 2007

¢. November 10, 2007

d. November 17, 2007
Rationale

Correct answer: c.
Count back 3 months from February and add 7 days.

3. A pregnant woman at 14 weeks gestation calls the
obstetrician’s office to report that she has noted some
vaginal discharge. The discharge is clear and without
odor. The office nurse would instruct the client to
a. wear a peri-pad to absorb the liquid, which is normal
b. douche with water to see if that improves the

drainage
c. do nothing, as vaginal discharge in pregnancy is
normal

d. report to the physicians office immediately for
assessment

Rationale

Correct answer: d.

Vaginal discharge should be evaluated to ensure that the
membranes have not ruptured. Only a physician can
determine if discharge is normal or abnormal.

4. While attending childbirth education class, a primi-
gravida asks when she should go to the hospital. The
nurse’s best response would be:

a. With the first contraction.

b. One hour after the onset of labor.
c. When she thinks her membranes have ruptured.
d. As soon as she is sure she is in true labor.

Rationale

Correct answer: d.

When the membranes rupture, labor should start. If it
does not, ruptured membranes could increase the risk of
infection. The woman would not go to the hospital with
the first contraction. Women cannot always tell the differ-
ence between true and false labor. During first pregnan-
cies, latent labor may last several hours and the woman
would be more comfortable at home.
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5. A nurse is teaching a childbirth education class to
four women in late pregnancy. The women make the
following statements. Which statement would most
likely indicate that lightening has occurred?

a. “I can feel my baby move.”

b. “Its hard to sleep at night—I have to lie on my
side.”

c. “I feel like my lungs are being crowded by the
baby.”

d. “I have to void frequently like I did in the first
trimester.”

Rationale

Correct answer: d.

When lightening occurs, the baby settles back into the
pelvis putting pressure on the bladder. Response “a”
refers to quickening. Women in late pregnancy have
trouble sleeping. At about 36 weeks, the uterus reaches
the level of the xiphoid process making breathing dif-
ficult.

6. A woman arrives at the labor unit in labor. She is talk-
ative and smiling between contractions. Prior to com-
pleting the vaginal examination, the nurse would sus-
pect the woman is in what phase/stage of labor?

a. Latent phase

b. Active phase

c. Transition phase

d. Second stage
Rationale
Correct answer: a.
In latent phase, the woman is excited to finally be in
labor, is able to walk around comfortably and will read
or talk to family members between contractions. Dur-
ing the active phase, the woman is serious, no longer
laughing and talking but working. In transition phase,
the woman may suddenly complain of nausea and will
be irritable. The second stage of labor is the delivery
phase.

7. Monitoring the client during labor is the nurses
responsibility. If the mother is not hooked up to a
fetal monitor, the nurse would assess FHT at the fol-
lowing times: (Select all that apply)

. on admission

a

b. after each contraction

c. immediately when the membranes rupture
d. each time the mother’s vital signs are taken
e. as the mother enters each phase of labor

Rationale
Correct answers: a, ¢, and d.

An initial assessment is a component of every admission.
When the membranes rupture, it is critical to assess FHT
as the cord may prolapse. Hospitals will have a routine
periodic assessment of vital signs, which will include the
FHT, typically every 30 minutes during active labor and
every 15 minutes during transition. If FHT were taken
after each contraction, the nurse would accomplish noth-
ing else.

8. One minute after birth, the nurse performs an Apgar
scoring on the newborn. The baby receives a score
of 6. The mother asks what this score indicates. The
nurse’s response would be based on the knowledge
that
a. the higher the score, the more intelligent the baby

will be
b. low scores indicate a baby who has experienced
birth trauma

c. Ascore of 6 suggests an infant that needs immedi-
ate transfer to the high risk nursery

d. the score indicates how well or poorly an infant
has transitioned from intrauterine to extrauterine
life

Rationale

Correct answer: d.

The Apgar score is an indication of how well the infant
has transitioned, the higher the score, the better the
transition. It does not predict outcome or future
events.

9. A newborn is admitted to the newborn nursery. A
new nurse will be caring for the infant. The charge
nurse is explaining bloodborne precautions to the
new nurse. The charge nurse would tell the new
nurse to wear gloves for what activities? (Select all
that apply.)

a. Admission bath

b. Daily bath

c. Meconium diaper change

d. Urine diaper change

e. Any contact with the infant
Rationale
Correct answers: a, ¢, and d.
Gloves are always worn when the nurse may be
exposed to blood or body fluids. Since at birth, the
baby is covered with vernix and amniotic fluid and
maternal blood, gloves should be worn then, but sub-
sequent baths do not require gloving.

10. There has been a rush of difficult deliveries at your
hospital and the hospital nursery currently has babies

(continued)
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with the following abnormalities. Which infant
should be monitored for increased intracranial pres-
sure?

a. Cephalohematoma

b. Caput succedaneum
c. Intracranial hemorrhage
d. Facial petechiae

Rationale

Correct answer: c.

Caput succedaneum is swelling of the scalp but puts no
pressure inside the skull. Both cephalhematoma and
facial petechiae are bleeding on the outside of the skull.
Only intracranial hemorrhage would increase intracranial
pressure.

11. The nurse is assessing a client on the second day
postpartum. The nurse would intervene if the fundus
was located
a. 2 fingerbreadth above the umbilicus
b. 1 fingerbreadth below the umbilicus
c. 2 fingerbreadths below the umbilicus
d. 3 fingerbreadths below the umbilicus

Rationale
Correct answer: a.
The fundus should decrease 1 fingerbreadth per day.
The woman who has the fundus 2-3 fingerbreadths
below the umbilicus is progressing normally. One fin-
gerbreadth is slightly above where we expect but the
woman 2 fingerbreadths above the umbilicus is dis-
playing subinvolution, might have a full bladder or
uterine atony.

12. A new mother is planning to bottle feed her infant.
Instructions have been given to the mother to prevent
milk production. The nurse observes all the follow-
ing activities by the mother. Which activity indicates
a lack of understanding?

a. The mother is wearing a tight bra.

b. The mother does not try to express the milk.

c. The mother avoids handling or touching the nip-
ples.

d. The mother takes a long hot shower with water
hitting the breasts.

Rationale

Correct answer: d.

This activity will stimulate milk production. The other

activities will not.

13. The new mother calls the obstetrician’s office at 8
days postpartum to state that her lochia had returned

to red in appearance although the volume has not
increased. The nurse would recommend the mother to
a. drink more milk

b. rest more frequently
c. avoid sexual activity
d. increase her iron intake

Rationale

Correct answer: b.

The change from lochia serosa back to lochia rubra usu-
ally occurs when the mother is becoming more active and
is overdoing herself.

14. A woman is at the obstetrician’ office for her second
prenatal visit. She has numerous complaints includ-
ing all of the following. Which would require report-
ing to the physician?

a. She has to void frequently.
b. She is tired and wants to sleep all the time.
c. She has a burning sensation when she urinates.

d. Although she has not vomited, she feels nauseated
most of the time.
Rationale
Correct answer: C.
All other findings are normal in early pregnancy. Burn-
ing on urination could indicate a urinary tract infec-
tion.

15. At 20 weeks gestation, a pregnant woman is diag-
nosed with polyhydramnios. Which assessment find-
ing contributed to this diagnosis?

a. voids frequently

b. blood pressure is 148/86
c. quickening has not been noted.

d. the fundus is two fingerbreadths above the umbili-
cus.
Rationale
Correct answer: d.
Polyhydramnios is excessive amniotic fluid. The extra
amniotic fluid will push the fundus higher than normal.
At 20 weeks, the fundus should be at the umbilicus.

16. Following admission to the newborn nursery, a new-
born’s rectal temperature is found to be 98.0°F His
pulse is 146 and respirations are 36. Lung assess-
ments include adventitious sounds. Immediate nurs-
ing interventions should be directed at
a. warming the baby

b. promoting bonding with the parents
c. calming the infant to slow the heart rate
d. percussion and postural drainage to clear the lungs
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Rationale

Correct answer: a.

This baby’s core body temperature is low. Cold stress will
cause the baby to develop hypoglycemia. Bonding is
important but warming the baby takes priority. Moisture
in the lungs is common at admission to the nursery and
the lungs will quickly absorb the moisture.

17. A pregnant woman at term is being admitted to the
labor room in early labor. During the admission
process, the woman’s membranes suddenly rupture.
Priority nursing activities at this time would include
a. checking the fetal heart tones

b. vaginal examination to determine dilation and
effacement

c. cleaning up the woman and making her comfortable

d. completing the admission process so that all
paperwork is completed before delivery
Rationale
Correct answer: a.
There is a danger that the umbilical cord could prolapse if
the membranes rupture prior to full engagement so the
priority action is to check fetal heart tones.

18. A fetus of a woman in labor is found to have a breech
presentation, longitudinal lie and a flexed attitude. In
listening for fetal heart tones, the nurse would listen
on the mothers abdomen
a. below the umbilicus
b. at the umbilicus
c. above the umbilicus
d. lateral to the umbilicus

Rationale

Correct answer: c.

In a breech presentation, the fetal heart tones are heard

above the umbilicus.

19. A teenager is admitted at term to the labor unit in
early labor. She has not attended any childbirth edu-
cation classes. Her mother is present as her support
person. The best time to discuss breathing tech-
niques with this teenager is
a. during the latent phase of labor
b. as she approaches transition stage
c. after delivery in anticipation of future pregnancies
d. as she approaches each labor stage that requires a

different breathing technique

Rationale

Correct answer: a.

During the latent phase, the teenager is alert and able to learn.

When labor is active, it is hard for a woman to concentrate.

20. A single mother has delivered an infant boy. Which
behavior by the mother indicates that bonding is pro-
ceeding on schedule?

a. The mother successfully breast-feeds the infant.

b. The mother asks questions about the baby’s con-
dition.

c. The mother states: “I wanted a girl, but a boy will
be OK too.”

d. The mother progresses from touching the infant
with her fingertips to whole hand touching.
Rationale
Correct answer: d.
A woman will explore the newborn first with fingertips,
progress to whole hand and then to enclosing the infant in her
arms. En face behaviors also indicate bonding is occurring.

21. The nurses in the delivery room reported a concern
about the mother’s reaction to her newborn. Mother
and infant are moved to the recovery room. Which
activity by the recovery room nurse will promote
mother—infant bonding?

a. Dimming the overhead lights.

b. Allowing the father to stay with the family unit.

c. Administering morphine to ensure that the
woman is pain free.

d. Limiting fundal assessments to allow the family
unit time alone.

Rationale

Correct answer: a.

Dimming the lights will cause the infant to open his eyes.
Studies have shown that the baby looking back at the
mother promotes the mother’s interest in her child.

22. The nurse is discharging a breast-feeding mother and her
infant from the hospital on the third day postdelivery.
Discharge instructions relative to breast-feeding have
been given by the nurse. Which statement by the mother
indicates the correct information about breast-feeding?
a. “Six to eight wet diapers indicate my baby is get-
ting enough milk.”

b. “I need to limit my fluid intake so that I won't
dilute my breast milk.”

c. “I can feed formula from a bottle during the nights
until my milk comes in.”

d. “I should weigh the baby before and after feeding
to determine if I have enough milk.”

Rationale

Correct answer: a.

Urine output is a good indicator of the supply of breast

milk. A breast-feeding mother will need ample fluid

(continued)
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intake to produce breast milk. Missing feedings will
diminish the amount of breast milk. Home baby scales are
usually not accurate enough to determine how much milk
the baby is receiving.

23. The nurse is checking the infants in the newborn
nursery for hyperbilirubinemia. The nurse knows
that the infants most likely to have hyperbilirubine-
mia are those who (Select all that apply.)

are premature

a.

b. are full term

c. have broken bones
d.

have chromosomal disorders

e. have a large amount of bruising
Rationale
Correct answers: a, ¢, and e.
Any condition that causes excessive bruising or affects the
maturing of the liver will cause hyperbilirubinemia. In
addition to those listed above, infants who are large for
gestational age and those who suffer cold stress are more
likely to have hyperbilirubinemia.

24. A woman in late pregnancy is complaining of severe
backaches. The nurse notes that the pregnant
woman’s posture displays lordosis. To reduce the
backaches, the nurse would suggest

a. wearing a girdle to support the back muscles
b. wearing shoes with heels no higher than 1 inch
c. performing the pelvic tilt several times during the
day
d. limiting the amount of walking that she does dur-
ing the day
Rationale
Correct answer: c.
Pelvic tilt exercises will strengthen the muscle supporting
the pelvis necessary for posture. Wearing a girdle reduces
the muscle support. Shoes should be flat. Walking is
excellent exercise for the pregnant woman.

25. A teenager purchases a home pregnancy test. She
later asks the nurse how these tests work. The nurse’s
response is that the pregnancy tests are based on
which hormone?

a. Oxytocin

b. Estrogen
c. Progesterone
d. Human chorionic gonadotropin

Rationale

Correct answer: d.

HCG is the hormone produced by the chorionic villi and
then the placenta. It is the basis for most pregnancy tests.
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Expected Body Image Changes
Family Systems
Human Sexuality
Family Planning

Aging Process 152 Family Systems 157
Body Image 155 Growth and Development 131
Family Planning 158 Human Sexuality 157

GROWTH AND DEVELOPMENT

* Closely interrelated processes influenced by the inner forces of * In the aging adult
heredity and temperament and outer forces of family, peers, —There is a decline of systems, both physical and sensory
nutrition, life experiences, and environmental elements.
* In the child
—There is a definite and predictable sequence of growth
and development through which an individual nor-
mally proceEds (one cra\fls before he/she walk) GROWTH
—These patterns are universal, but individuals progress at
their own pace

—There is a loss of fine motor skills

* Increase in body size—quantitative change

—There are regular patterns in the direction of growth * Measurements are plotted' on stan(.iardized'growth cha?ts
and development; cephalocaudal (head to toe) and and expressed as percentile of height, weight, head cir-
proximodistal (center to periphery) cumference, and body mass index (BMI) for age.
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% Assessment Alert

A child who is above the 95th or below the 5th
percentile needs further evaluation.

DEVELOPMENT

¢ Increasing capacity to function at more advanced levels—
qualitative change

* Maturation: the process of aging; increasing adaptability
and competence in new situations allowing for relinquish-
ing of existing behavior and the learning and integrating of
new, more mature patterns of behavior

* Critical or sensitive periods: specific time period during
which the environment has the greatest impact on the
individual (i.e., if encouragement and stimulation to walk
occurs at the critical period, walking will occur more eas-
ily than if at another time)

i
|f/| Think Smart/Test Smart

Prepare yourself to answer questions about growth
and development from both a normal and an abnor-
mal perspective growthe. Study the milestones of
growth and development; this is the normal perspec-
tive. Next, stones change to the abnormal perspec-
tive by putting “is not” or “does not” in front of each
of the normal developmental milestones.

Examples of questions from a normal perspective
are “At what age would the nurse expect a child to

" or “When assessing a 3-month old,
which finding would the nurse expect?” Questions
like these ask that you identify what constitutes nor-
mal development at a specific point in the lifespan.
Examples of questions from an abnormal perspec-
tive are “When assessing a 3-month old, which find-
ing indicates a need for further investigation?” and
“Which behavior on the part of a 6-month old,
suggests that a developmental delay or disability
may exist?”

DEVELOPMENTAL STAGES

* Stages are approximate age ranges incorporating specific
developmental changes and tasks

* The success or failure of achieving developmental tasks
within a stage affects the ability to complete the stage and
move on to the next stage

Prenatal period: conception to birth

—Rapid growth, development of body systems, and total
dependency on maternal health

¢ Infancy period: Neonatal and infancy period from birth to

12 months

—Initial adjustment to extrauterine life and subsequent
rapid motor, social, and cognitive development, when
mother and child develop a strong attachment influenc-
ing future adjustment and relationships

Early childhood: Toddler and preschool period from 1 to

6 years

—Begins with the childs first steps and a vocabulary of just a
few words and extends until the child is physically and
cognitively mature enough to start school. During these
years, the child separates self from others, gains self-con-
trol, and develops social relationships outside of the home.

Middle childhood: School-age period from 6 to 11 years

—<Child shifts away from family to the ever-increasing
importance of peer relationships

—Continual development and refinement of motor, lan-
guage, and social skills

Later childhood: 11-19 years preadolescent and adolescence

—Rapid biological and psychosocial maturation accompa-
nied by emotional turmoil and change

—Begins at onset of puberty and extends until entry into

the adult world
 Adulthood: Young adults from 20 to mid-to-late 30s, Mid-

dle adult from late 30s to mid-60s and older adult, 65

years and older

—Young adulthood: crucial decisions made regarding
career, marriage, and starting a family

—Middle adulthood: life choices are reexamined and
changes made if desired; time of giving back to the
community and guiding the next generation

—Older adulthood: time of adjustment to physical changes
and losses and finding new ways to live and enjoy life

DEVELOPMENTAL TASKS

Age related achievements, skills, or competencies nor-
mally occurring in a specific developmental stage

* The developmental tasks for each stage must be accom-
plished before progressing to the next stage
—Physical tasks/motor development (e.g., learning to sit,
crawl, walk)
—Psychosocial tasks (e.g., learning trust, self-esteem)
—Cognitive tasks (e.g., acquiring concepts of time and
space, abstract thought)

DEVELOPMENTAL CRISIS

 Time when there is great difficulty in meeting the tasks of
a specific developmental period
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DEVELOPMENTAL AGE

* Achievement of specific developmental skills and tasks
related to developmental stage

DEVELOPMENTAL THEORIES OF
PERSONALITY, SOCIALIZATION,
COGNITION, AND MORALS ARE:

e Freuds psychosexual theory of personality development
e Erikson’s psychosocial theory of personality development
* Piagets theory of cognitive development

 Kohlberg’s theory of moral development

Freud’s Psychosexual Theory of Personality
Development

* Five stages each characterized by the inborn tendency
of all individuals to reduce tension and seek pleasure
(that which produces bodily pleasure is described as
sexual)

¢ Each stage is associated with a particular conflict that must
be resolved before the child can move successfully to the
next stage

 Experiences during early stages determine an individual’s
adult adjustment patterns and personality traits

* Theory is grounded in the belief that two internal biologic
forces, sexual and aggressive energies, drive psychological
change in the child

e Motivation is to achieve pleasure and avoid pain cre-
ated by these energies, which come into conflict with
the reality of the world, thus facilitating maturational
changes

Psychosocial Development (Erikson)

e Trust vs. mistrust (birth to 1 year)

e Infants whose needs for warmth, comfort, love, security,
and food are met learn to trust. Infant’s whose needs are
significantly delayed or unmet, learn to mistrust

e Erikson reasons that the quality of parent—infant interac-
tions determines development of trust or mistrust

@ Nursing Intervention Alert

The nurse assesses the appropriateness and
availability of experiences that will promote the
development of trust.

Piaget’s Theory of Cognitive Development

* Looks at age-related intellectual organization

¢ Defines cognitive acts as ways in which the mind organ-
izes and adapts to the environment

* Four stages, each stage builds on accomplishments of the
previous stage in a continuous, predictable, orderly
process, however at an individualized rate

Kohlberg’s Theory of Moral Development

* Focuses on the development of moral reasoning

o Attempts to explain how moral reasoning matures for an
individual

¢ Childrens moral development follows their cognitive
development

* Moral development is a complicated process involving the
acceptance of values and rules of society in a way that
shapes behavior

DEVELOPMENTAL ASSESSMENT

o Essential component of the health assessment

* Developmental assessment tool: Denver Developmental
Screening Test (DDST) revised, restandardized, and
renamed the Denver 11

e Denver II tool measures gross motor, fine motor, lan-
guage, and personal- social development; does not meas-
ure intelligence

e Screening tests quickly and reliably identify infants and
children whose developmental level falls below the
expected norm and require further evaluation

* Means of recording present objective measurements for
future reference

% Assessment Alert

Caution: the tests are only as good as the exam-
iner’s expertise in administering them.

INFANCY PERIOD: BIRTH TO 12 OR
18 MONTHS

Newborn Infant or Neonate (birth to 1 month)

* Apgar score: Initial assessment of the newborn including
heart rate, respiratory effort, muscle tone, reflex irritability
and color at 1 and 5 minutes after birth. Each item is given
a score of 0, 1, or 2. Total score of 0-3 is severe distress,
4-6 moderate distresses, and 7-10 good adjustment.
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* Weight: Average birth weight = 2700-4000 grams (6-9
1bs).

—10% of birth weight is lost in first few days of life, pri-
marily through fluid losses and regained by the 2nd
week;

* Length: Average birth length = 48-53 cm. (19-21 inches).
* Head: Average neonatal head circumference is 33-35 cm

(13-14 inches) about 2-3 cm (1 inch) larger than chest

circumference.

—Molding, or overlapping of the soft skull bones, allows
the fetal head to adjust to the diameter of maternal
pelvis; the bones readjust within a few days producing
a rounded appearance; molding may alter head circum-

ference; head and chest circumference may be equal for
first 1-2 days

—Fontanels; Anterior diamond shape; Posterior fontanel
triangular shape; (between the unfused bones of the
skull); Fontanels should be flat, soft, and firm; may
bulge when crying. The posterior fontanel closes at 2-3
months; anterior fontanel closes at 12—18 months

&g Assessment Alert

Bulging or depressed fontanels when infant is
quiet indicates a potential problem and requires
further evaluation.

—Transitions to extrauterine life include: physiologic
onset of breathing, initiated by chemical and thermal
stimuli; cough and sneeze to clear fluid present from
intrauterine life; pressure changes in the heart and
lungs; closure of fetal shunts; the foramen ovale; the
ductus arteriosus; increased pulmonary blood flow

—Heart rate: 120-160 beats per minute and irregular for
the neonate; count apical pulse for one full minute

—Respiratory rate: 30-60 breaths per minute and irreg-
ular; count for one full minute; neonates are abdominal
breathers and obligate nose breathers

% Assessment Alert

Signs of respiratory distress in newborn are:
diminished breath sounds, periodic breathing
with repeated apneic spells, wheezing, grunting,
inspiratory stridor, persistent cyanosis.

* Thermoregulation: Newborns are subject to heat loss and
stress from cold due to large body surface and thin subcu-
taneous fat; poor development of sweating and shivering

mechanisms; poor temperature regulation. To compensate
the infant has brown adipose tissue or brown fat which has
a greater capacity for heat production than regular adipose
tissue to help in heat regulation. Also, the flexed position
decreases the amount of surface area exposed to the envi-
ronment.

Elimination

—Meconium: infants first stool should pass within the
first 24-48 hours

—Transitional stools usually appear by 3rd day after initi-
ation of feeding

—Milk stool appears by 4th day, by 2nd week elimination
pattern associated with the frequency and amount of
feeding. Breast fed-pasty, yellow, odor of sour milk; for-
mula fed light brown, firmer consistency, stronger odor.

—Urinary output 200-300 ml by the end of the 1st week

Neurological

—Assessment of reflexes is an essential component of the

neurological assessment, along with assessment of pos-
ture, muscle tone, head control, and movement

Reflexes

—Blink reflex in response to light or touch; corneal reflex
in response to touch; pupillary reflex in response to
light or touch; reflexes persist for life

—Gag in response to stimulation of posterior pharynx by
food or tube; causes infant to gag; reflex persists for life

—Startle in response to sudden loud noise; causes abduc-
tion of the arms with flexion of the elbow; disappears by
4 months

—Moro in response to sudden loud noise; infant extends
then flexes arms and fingers; decreases at 3—4 months,
disappears at 6 months

—Sucking in response to touching infant’s lips; strong
and coordinated; disappears at 3—4 months

—Rooting in response to touching or stroking cheek
along side of mouth; causes infant to turn head toward
that side and begin to suck; disappears at 3—4 months

—Babinski in response to stoking outer sole of foot
upward from heel and across ball of the foot causes toes
to hyperextend and hallux, big toe to dorsiflex; disap-
pears after 1 year

Motor Development

—Movements are sporadic, symmetrical, and involve all
extremities

—Extremities flexes, knees flexed under abdomen

—Turns head from side to side when prone; briefly lifts
head off bed

—Little head control
Sleep—wake pattern

—First hour of life quiet, alert, eyes wide opened with vig-
orous sucking
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—Next 2-3 days sleeps most of the time, recovering from
birth

—Sleep periods vary from 20 minutes to 6 hours, little
day or night variation

—Wake newborn to feed q4hours (recommended by most
practitioners)

* Sensory

—Focus on objects 8-10 inches away and can perceive
forms

—Preference for human face apparent
—Auditory systems function at birth
* Cognitive Development
—Newborn learns to turn to the nipple
—Learns that crying results in parents’ response
* Psychosocial Development

—Interactions during routine care between newborn and
parent lay foundation for deep attachment

I—l/J Nursing Process Elements

&g Assessment Alert

Deviations in growth and development require
further evaluation, examples: absent reflex, hypo-
tonia, hypertonia, limp posture, extension of
extremities.

—NMaintain open airway
—Stabilize and maintain body temperature
—Protect from infection
—Promote parent—infant attachment
» Early parent—infant interaction, close body contact,
and breast-feeding encourages attachment.
= In the first hour of life, the newborn is quiet, alert, eyes
wide-open and vigorously sucking, making this an
opportune time to promote parent—child attachment.
= Bonding occurs when newborn and parent elicit
reciprocal and complementary behavior.
= Attentiveness and physical contact are behaviors indi-
cating successful parent—infant bonding.

&g Assessment Alert

If newborn or mother experiences health compli-
cations after birth, attachment and bonding may
be compromised.

Infant (1 month to 1 year)

¢ Growth

—Infancy most rapid period of growth; especially during
the first 6 months

—Growth monitored by plotting on standardized growth
chart

* Weight
—Gains 5-7 oz. per week for first 6 months (150-210 g)
—Birth weight doubles at 5-6 months
—Weight gain slows during the second 6 months
—Gains 3-5 oz (85-150 g) weekly for next 6 months
—Birth weight triples by 1 year

e Length
—Grows 2.5 cm (1 inch) per month for the first 6 months
—Slows during the second 6 months
—Grows 1.25 cm (Y4 inch) for second 6 months
—Birth length increases by 50%, mainly in the trunk, by

1 year

* Head Growth

—Posterior fontanel closes

—Increases by 1.5 cm (1/2 inch) per month for the first
6 months and by 1.25 cm per month during the second
6 months
¢ Chest Circumference

—Increases by 2-3 cm. for the first 6 months (1 inch less
than head circumference)

——Chest and head circumferences equal at 1 year

* Vital Signs
—Heart rate 80-130
—Respiratory rate 30-50 up till 6 months; 20-30 till 2 years
—B/P 90/50 on average

* Dentition
—Beginning signs of tooth eruption by 5-6 months
—Chewing and biting 5-6 months

e Sensory

—Rudimentary fixation on light or objects; ability to
follow light to midline; and differentiates light and dark
at birth

—Hearing and touch are well developed at birth

—Rudimentary color vision begins at 2 months and
improves throughout the first year

—Able to fixate on moving object 8-10 inches away, 45
degrees range at 1 month
Follows objects 180 degrees at 3 months
—Beginning hand eye coordination at 4 months
—Can fixate on very small objects at 7 months
—Begins to develop depth perception 7-9 months
—Able to discriminate simple geometric forms at 12 months
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—Able to follow rapidly moving objects at 12 months

—TLocates sound by turning head to side, looking in same
direction at 3 months

* Sleep

—Most newborn infants sleep when not eating, being
changed or bathed

—Most infants sleep 9-11 hours a night by 3—4 months
—Total daily sleep is approximately 15 hours
—Nighttime sleep hours and amount and length of naps
vary among infants
Most infants take routine morning and afternoon naps by
12 months
* Gross Motor Developmental Milestones

—Lifts head 90 degrees when prone, sits with support at
3 months

—Good head control at 5 months

—Rolls completely over, good head control in sitting posi-
tion, crawls on abdomen with arms at 6 months

—Attains sitting position independently, creeps on all four
extremities, pulls self to standing position at 9 months

—Walks holding on to furniture cruising at 11 months

—Stands alone, takes one to two steps at 12 months

—Walks alone at 15 months

* Fine Motor Developmental Milestones

—Grasps and briefly holds objects and takes them to
mouth at 3 months

—Uses palm grasp with fingers encircling object, transfers
cube from hand to hand at 6 months

——Crude thumb-finger pincer grasp, bangs hand held
cubes together at 9 months

—Places tiny object, such as raisin into container, makes
marks with crayon at 12 months

—Builds tower of two cubes, scribbles with crayon at 15
months

% Assessment Alert

Head lag at 6 months requires further neurologi-
cal evaluation.

An infant who does not pull up to a standing
position by 11 or 12 months needs evaluation for
dysplasia of the hip.

* Cognitive Development (Piaget)
—Sensorimotor (birth to 2 years)

—Learning takes place through the child’s developing sen-
sory and motor skills

% Assessment Alert

Infants need opportunities to develop and use
their senses.

Visual, sensory, and tactile stimulation are as
necessary as food for healthy development.

Nurses evaluate adequacy of these opportunities.

—The child progresses from reflexive activity to purposeful
acts

—Initially the infant focuses on own body; discovers own
body parts at 2—4 months; gradually shifts attention to
objects in the environment

—1Learning by simple repetitive behaviors: repeating
pleasing actions; learning that sucking gives pleasure,
leads to generalized sucking of fingers, rattle

—Prolonging interesting actions for reasons that result;
grasping and holding becomes shaking, banging, and
pulling. Shaking makes one noise, shaking more or less
makes a different noise

—Imitates simple acts and noises

—Beginning understanding of object permanence,
searches for dropped objects

= Can find partially hidden object at 6 months

= Briefly searches for dropped object; begins to under-
stand object permanence 7-9 months

= Develops sense of object permanence at 10 months

= Searches for objects where seen last, even if not hid-
den at 12 months

Language Development

—Vocalization is distinct from crying at 2 months
—Vocalizes to show pleasure; squeals at 3 months
—ILaughs at 4 months

—Begins to imitate sounds at 6 months

—One syllable utterances ma, da, mu, hi at 6 months
——Chained syllables baba, dada at 7 months

—Dada, mama with meaning at 10 months

—Five word vocabulary at 12 months

% Assessment Alert

Language Developmental Milestone
is: First words with meaning “dada,” “mama”
around 10 months.
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* Psychosocial Development (Erikson)
—Trust vs. Mistrust (birth to 1 year)

—Infants whose needs for warmth, comfort, love, security,
and food are met learn to trust. Infant’s whose needs are
significantly delayed or unmet, learn to mistrust

—FErikson reasons that the quality of parent—infant
interactions determines development of trust or mis-
trust

* Psychosocial Behaviors

—Parents and infants develop a strong bond that grows into
deep attachment as the parent cares for the newborn

—Stares at parents’ face when parent talks to infant at 1
month

—Smiles socially at 2 months
—Recognizes familiar faces at 3 months

—Demands attention, enjoys social interaction with peo-
ple at 4 months

—May show aggressiveness by occasional biting
—Plays peekaboo and pat-a-cake at 11 months
e Fears

—Begins to express fear; anticipates fear of mutilation,
animal noises, the dark

—Stranger anxiety begins at around 6 months and inten-
sifies in the following months, consistent stranger anxi-
ety at 8 months

* Psychosexual Development (Freud)
—Oral stage (birth to 1 year)

—Actions center on oral activities. The infant sucks,
tastes, bites, chews, swallows, and vocalizes for pleasure

.
I-l/J Nursing Process Elements

¢ Communication with Infant

—Talking softly, singing, rocking, cuddling

% Assessment Alert

Assess the appropriateness and availability of expe-
riences that will promote the development of trust.

* Nursing Care of the Hospitalized Infant

—Encourage parent to stay and provide care for infant;
hospitalized infants experiencing repeated bodily intru-
sions, multiple caregivers, and separation from the par-
ent are at risk for difficulty with establishing boundaries
and building trust

—Diminish stranger anxiety by limiting the number of
caregivers who have contact with the infant

% Nursing Intervention Alert

Parents of infants that are ill, have congenital
defects, or who are hearing or visually impaired
will need extra support and teaching on how to
compensate and minimize developmental delay
for those children. Nurses play an instrumental
role in teaching, modeling interactions, and care
for the compromised infant.

Preparing The Infant For Procedures

o Speak softly and handle gently, but firmly, have calm,
unhurried approach

* Keep infant in view of parent; if possible have parent hold
infant; upright position tolerated best; encourage parent
to cuddle infant after procedure; if parent not available
place familiar stuffed animal near infant

* Diminish stranger anxiety; have primary nurse perform
or assist with procedure; limit number of strangers enter-
ing room during procedure

* Sensorimotor considerations; use sensory soothing
measures; firm gentle handling and stroking; hugging and
cuddling; soothing, calming, quiet voice

* Analgesics as needed

* Do not perform painful procedures in crib

* Expect older infants to resist; restrain safely if needed

Parent teaching
¢ Caring for the infant:
—~Care of umbilicus and circumcision
—Support of thermoregulation in neonate
—Prevention of diaper rash, skin care
—~Care of the teeth
= Clean teeth with damp cloth
= Frozen teething ring to reduce inflammation and
manage pain
= Tylenol may be given for teething pain disrupting
sleep and feeding
= Topical baby Ora Jel, benzocaine, may be used if
instructions followed carefully
= Prevent dental carries by avoiding having infant falling
asleep with bottle, causing milk to linger, avoid apple
juice bottles for older infants before sleep
= Fluoride supplement at 6 months and up for breast
or formula fed, if water supply not adequately fluo-
rinated

= Stress management/prevention of abuse/shaken baby
syndrome
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% Nursing Intervention Alert

Alert parents to major causes of injury and death:
aspiration of foreign objects, suffocation, falls,
poisoning, burns, motor vehicular injuries, and
teach prevention.

Safety:

—Use federally approved infant car seat, teach proper
installation facing rear, place in back seat, not in a seat
with an air bag. Infants up to 9 kg (20 1b) and younger
than 1 year should face rear

—Check bathing water temperature/formula temperature

—Ensure crib mattress fits snugly; no pillow or comforter
in the crib

—Position supine or supported on side for sleep until
infant can turn over because prone position may
increase sudden infant death syndrome (SIDS). SIDS—
sudden unexpected unexplained death of a seemingly
healthy infant

—Only use pacifier with one-piece construction and loop
handle

—Do not warm frozen breast milk in the microwave caus-
ing uneven warming and risk for burns; defrost in
refrigerator, then run under warm water

—Never leave infant on raised, unguarded surface (may
roll)

—Restrain in infant seat

—Remove bib before putting infant in crib
—Inspect toys for small removable parts
Older infant:

—LKeep phone number of poison control center posted
near telephones or programmed in speed dial

—Be sure paint on furniture does not contain lead
—Teach danger of latex balloons

—Restrain in high chair

—LKeep crib away from windows or other furniture
Child proofing the environment:

—Install gates to block stairways

—Place safety plugs in electrical outlets

—Remove hanging electrical wires; remove tablecloths
—Use cabinet locks; use child protective caps

—Place cleaning solutions and medications out of reach
—Never leave child alone in bathtub

Infant nutrition:

—Breast milk is a complete and healthful diet for the first
6 months; importance of breast-feeding mother being
well nourished

—Support choice to use commercial iron fortified for-
mula if breast-feeding not desirable to mother or not a
feasible option; recommend mixing powdered for-
mula with bottled water, if water supply has lead or
other impurities

—No additional fluids needed during first 4-6 months,
will fill infant up, not allowing for adequate nutritional
calories

—Cows milk, imitation milks are not acceptable

—Breast milk or formula primary source of nutrition in
second 6 months as well

—Gradual introduction of solid foods during second 6
months; starting with cereals, fruits, vegetables, and
meats

—Finger foods: Teething crackers; zwieback can be given
at 6 months, fresh fruit, at 8-9 months (not grapes);
many table foods by 12 months

—Do not feed nuts, food with pits, hot dogs, or any foods
that could block the airway or have risk of choking

—Honey not given in first year, a source of botulism

—Supplements include: vitamin D, iron by 4-6 months
(fetal iron stores are depleted), vitamin B;, may be
needed if mother’s intake is inadequate

—Fluoride beginning at 6 months

Play, stimulation and toys (Birth to 6 months):

—Importance of talking to infant at close range, singing to
infant using soft tone, cuddling, caressing (enhance
attachment), and rocking infant

—Place nude on soft surface and gently massage body and
exercise extremities (swimming motion)

—Provide musical toys; rattles; soft cuddly stuffed toys;
squeeze toys; toys with black and white designs and
bright colors; hang musical mobiles within 8-10 inches
from infant’s face

—Place infant in front of unbreakable mirrors

—Use an infant seat; infant swing; cradle gym; and take
for walks in stroller

—Allow infant to splash in tub

—Place on floor to encourage rolling over, crawling, and
sitting, starting at 4 months and continue throughout
infancy

—FEncourage parent to teach language: Teach to repeat
sounds infant makes, laugh when infant laughs, call by
name, pick up infant, say “up”

Play, stimulation and toys (6—-12 months):

—Play hide and seek, peekaboo, hiding face in towel, pat-
a-cake, bang a drum, give ball of yarn to pull apart,
“catch running water,” swimming in shallow baby pool
or bathtub, play ball; rolling to child, take to place
where can see animals, other children, people

—Put toys out of reach and encourage to get them
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—Play with large toys with movable parts, noisemakers,
stacking toys, blocks, pots, pans, push and pull toys,
large puzzles with few pieces

—Read to infant: nursery rhymes, books with various tex-
tures, books with large bright pictures; encourage infant
to turn pages

—Demonstrate building 2-block tower, stacking toys, plac-
ing objects into container

* Discipline:

—~Consistently and promptly meeting infant’s needs
builds trust; does not “spoil” infant

—Setting limits is appropriate and will be required in
establishing nighttime routine

—Corporal punishment is unacceptable

TODDLER (1-3 YEARS)

e Time of intense activity, exploration of the environment
and discovery.

¢ Developmental tasks: acquisition of language and the abil-
ity to communicate verbally, learning socially acceptable
behavior, coping with separation from parent, coping with
delayed gratification, and controlling bodily functions

e Transition into toddlerhood begins when the child walks
independently and extends until the toddler walks and
runs with ease

 Development of motor skills allows the child to participate
in dressing and feeding

¢ Sphincter control allows for toilet training

% Assessment Alert

Parents report extreme frustration with setting
limits and promoting independence at the same
time. Be alert to risk for child abuse. Parenting
classes are very helpful for support, valuable
information, and socialization for the parent with
other parents with similar challenges.

* Physical Growth
—Growth rate slows down during toddler years
—Weight average weight gain is 4-6 lbs. per year;
(1.8-2.7 kg). The average weight of a 2-year old is 27
lbs (12.2 kg)

—Height average toddler grows 3 inches (7.5 cm) per
year; average 2-year old is 34 inches (86.5 cm)

—Head circumference equals chest circumference for
ages 1-2—Anterior fontanel closes at 18 months

—Chest circumference exceeds head circumference after
age 2

Vital Signs—cardiopulmonary system stabilizes

—Heart rate slows to approximately 110

—Respiratory rate slows to 25

—B/P average 90/50

Dentition

—Primary dentition completed (20 deciduous teeth) by
2% years

Sensory

—Visual acuity: Binocular vision is fully developed; depth
perception continues to develop

—Hearing, touch, taste, and smell become more refined
and increasingly coordinated with each other

Elimination and Toilet Training

—Gaining sphincter control

—Readiness for toilet training; stays dry for 2 hours; reg-
ular bowel movements; wants to have soiled diaper
changed without delay; motor readiness

—Urinary output 500-1000 ml/day

Sleep

—An average of 12 hours a day

—Most toddlers nap once a day until age 3 or 4

—Sleep problems related to fears of separation

—Bedtime rituals, and objects that represent security such
as stuffed animals and special blanket are helpful

Gross Motor Development

—Locomotion is the major gross motor development

—Walks independently by age 12-15 months, uses wide
stance, protuberant abdomen, and hands out to the side
for balance

—Walks up stairs, holding on to wall at first, both feet on
the same step before continuing and when masters
going up, is ready for the upright mode for going down
the stairs by 2-2'/ years

—Jumps with both feet at 2'/2 years

&g Assessment Alert

Walking independently is a developmental
milestone.

Fine Motor Development
—Can build towers by 2 years
—Draws lines at 2 years

—Ability to help with dressing/undressing at 18 months;
can dress himself at 24 months

—Draws stick figures by 3 years
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Safety

—Many safety concerns in toddlerhood related to increas-
ing motor development and the toddlers’ exploration of
the environment

Cognitive Development (Piaget)

—Continued sensorimotor stage and beginning preop-
erational thought

—Actions become intentional and coordinated

—Tries new actions to see what happens and holds
thought for later action

—Object permanence, retains image of person or object
out of sight and senses self as separate from others, sig-
nals the transition to preoperational thought (2-7
years), which is divided into preconceptual and intu-
itive thought

—Predominant characteristic of preoperational thought is
egocentrism, which is the inability to recognize that
others have a different point of view than their own;
events and objects are understood in terms of their rela-
tionship to and the effect on the child

—Thinking is concrete and tangible, children can only
reason with what they see or experience (perceptual
thinking)

—Preconceptual (2—4 years) uses symbols, language, and
play for representing ideas as well as recalling the past

—Intuitive thought (4-7 years) next section

—Transductive reasoning: Associates one event with a
simultaneous event

Language

—lLanguage development continues; speech becomes
understandable

—Gestures precede and then accompany language during
toddlerhood

—Points to object and names, e.g., ball, body parts

—Comprehension much greater than number of words used

—One-word sentences at 1 year “up”

—Begins to use short 3-word sentences by 18-24 months
“go bye bye”

» o«

—~Uses pronouns “I”, “you” at 24 months

—Uses first name by 24 months and first and last name by
30 months

—Simple sentences; beginning to use grammatical rules at
3 years

—Asks questions, “What’s that? Who’ that?” “Why”

—*“That’s mine,” demonstrates desire for independence and
control

—Favorite word is “no”
Moral Development (Kohlberg)
—Preconventional stage

—Moral development is closely associated with cognitive
abilities and is only beginning

—Does not understand concepts of right and wrong but
learns to understand that some behaviors elicit positive
feedback and other behaviors elicit negative feedback

Psychosocial Development (Erikson)

—Autonomy vs. shame and doubt (1-3 years)

—Toddlers have an ever-increasing ability to control their
bodies themselves, and the environment and need to
express themselves and gain independence in areas
where they are capable of assuming control. Empathetic
guidance and support from parents allows for achieve-
ment of successful self-control without loss of self-
esteem, thus avoiding shame and doubt

Psychosocial Behaviors

—Increasing independence, ritualism, and negativism are
hallmarks of toddlerhood

—Ritualism: provides comfort and a sense of reliability;
has favorite toys, dolls or blanket, bedtime rituals

—Negativism: strongly expressed emotions “no”

—Temper tantrums; attention seeking behavior; teach to
ignore

—Possessiveness; beginning awareness of ownership “mine”

—After stranger anxiety peeks start learning to tolerate
separation from parent; transitional items such as spe-
cial blanket during separation (nap)

—Sibling rivalry common when there is a new baby

—Differentiating self from others

% Assessment Alert

Behaviors and emotions of toddlerhood can be
exasperating for parents:

Assess for the possibility of child abuse; signs of
neglect, or mistreatment; provide parenting
classes for teaching, reassurance, and support.

Discipline

—Establish consistency in discipline
—Behavior is bad, not the child
—Ensure privacy, not shame inducing
—Time out, 1 minute per year of age
Fears

—Loss of parents; separation anxiety
—Stranger anxiety

—Loud noises, e.g., vacuum cleaner
—Going to sleep

—ILarge animals
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Play
—Play is the work of the child

—Parallel play at 18 months, toddlers play alongside
other toddlers

Psychosexual Development (Freud)

—-Anal stage (12 months to 3 years)

—Sphincter muscles develop and pleasure is centered on
the anal region, the child gains pleasure from the elimi-
nation and retention of feces. The child is asked to with-
hold pleasure to meet parental expectations with toilet
training.

sl
I-l/J Nursing Process Elements

Communicating with the Toddler
—~Use simple, short sentences
—Use concrete explanations

—Be sure nonverbal messages are consistent with spo-
ken words and actions; do not smile while doing
something painful; the child will think you enjoy
hurting them

—XKeep in mind the toddler understand words literally: “A
little stick in the arm” they are imagining a twig from a
tree in their arm

—Provide art supplies and encourage expression through
drawing

—Play is a form of communication for the child; dolls are
good for child to express family relationships

Nursing Care of the Hospitalized Toddler
—Encourage parent to stay with child; rooming in

—Promote sense of autonomy by providing opportunities
for choices; encouraging self-care as is able

—Involve the child in his care

—Maintain rituals and routine that child is accustomed to

—Provide the child with transitional objects (represen-
tation of the parent) from home, e.g., favorite doll,
blanket

—Provide opportunities for play

—Prepare parents for regression to previous level of
behavior, which is a primary defense mechanism used
in response to stressful events

—Stages of separation anxiety in the toddler:
Protest: prolonged crying for parent, rejects others,
attempts to find parent,clings to parent when present
Despair: disinterested in environment and play,
decreased appetite, passive
Detachment or denial: superficial adjustment, cheer-
ful, shows interest, but remains detached

—Toddler has no concept of death; primary reaction is
separation and loss

Preparing the Toddler for Procedures

 Encourage parent involvement as much as possible
* Communicate using gestures and behaviors; keep lan-

guage simple; select words carefully, understands words
literally (do not say “take B/P” say “check B/P”)

e Prepare toddler almost immediately before procedure;
keep teaching short 5-10 minutes

* Give toddlers information relevant to them only; how
will this procedure affect them; what will they feel, see,
hear, and taste (sensory aspects of procedure); the ego-
centric toddler is not interested in the experience of
another

* Promote autonomy by providing opportunities for choices
and encouraging the child to “help” as much as possible,
holding bandages, tape etc.

* Allow toddler to touch and play with equipment that will
come in contact with them; or use nurse’ play kit

* Use play with dolls and puppets to demonstrate proce-
dures; avoid favorite doll, child believes doll has feelings

* Use distraction; favorite toy; singing a song; blowing bub-
bles

* Keep frightening objects out of view; young children
believe objects have life like qualities and can harm them
(animism)

o Tell child it is ok to yell, cry or whatever to express dis-
comfort verbally

» Expect treatments to be resisted and temper tantrums; use
firm consistent approach; restrain safely if must

* Reward good behavior

Parent teaching
¢ The toddler years:

—Teach importance of attending parenting classes for
information, support, and socialization

—Teach regarding common behaviors and thought
processes in toddlerhood: desire to control, negativism,
temper tantrums, ritualistic behavior, magical thinking

—Explain that unsuccessful attempts at control often
result in negativism and temper tantrums; temper
tantrums are attention seeking behavior

—Explain importance of ritualistic behavior and that it
serves to master skills and decrease anxiety

—Explain how magical thinking (the child’s belief that his
own feelings and wishes affect events) leads to feelings
of guilt; e.g., if child wishes that sibling would die and
by chance sibling is hospitalized for illness, the toddler
will feel intense guilt

—Teach to encourage independence but at the same time
setting limits and giving guidance

—Teach on use of transitional objects, e.g., favorite blan-
ket during separations
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Care of teeth:

—Teach toddler to clean teeth with soft toothbrush and
water (dislikes toothpaste), then floss

—Do not use fluoridated toothpaste because it is danger-
ous if swallowed

—Continue with fluoride supplementation, if water sup-
ply not adequate

—Begin regular dental checkups
Nutrition:

—As growth periods slow, appetite diminishes and the tod-
dler has periods of physiologic anorexia; small amounts
of meat and vegetables are of greater nutritional value to
the toddler than large servings of bread or potatoes

—Do not overwhelm the toddler with large portions

—Limit cow’s milk to a maximum of 24 oz. a day; cow’s
milk is a poor source of iron and interferes with iron
absorption, leading to iron deficiency anemia

—Serve toddler using favorite dish, cup, and utensils
(might refuse well-liked food if served in different dishes)

—Serve toddler single foods instead of mixtures (such as
stews); will often refuse two foods that are just touching
each other

—Serve a variety of nutritious foods, repeating them often
so that they will be recognized by the toddler

Elimination and toilet training:

—Do not initiate toilet training during acutely stressful
period, e.g., birth of a new baby, divorce

—Reward desired outcomes

% Nursing Intervention Alert

Guide and teach parents’ signs of readiness for
toilet training: motor readiness; stays dry for 2
hours; regular bowel movements, wants to have
soiled diaper changed without delay.

Teach parents: need for patience and consis-
tency; reward desired outcomes; avoid initiating
toilet training during acutely stressful period, e.g.,
birth of new baby, divorce.

Safety: child proofing the environment, with increas-
ing motor development:

—Place gates to block stairways

—Place screens and bars on all open windows; safety
locks on cabinets

—LKeep all toxic and dangerous items locked and out of
childs reach: medications, cleaning products, knives,
firearms, matches, plastic bags

—Use of safety outlets

—Remove all small objects with potential for aspiration;
teach regarding danger in playing with and blowing up
balloons

—Move small kitchen appliances far back on the counter

—~Use tablecloth with caution because toddler will pull on it.

—Teach parents dangers associated with outdoor play and
prevention by not allowing child to play unsupervised,
running after ball into traffic, playing in pile of leaves
behind parked car; too close to the curb

—Practice water safety, never leave child unattended even
just for a moment, near pool, kiddy pool, bathtub, toilet

—Use of federally approved car seat for size/weight (high
incidence of deaths from MVA due to not using car seat
or improper use)

e Fears:

—Provide emotional support, simple explanations, and
controlled desensitization

* Play, stimulation and toys:
—Imitation is one of the most common forms of play

—Toddlers change toys frequently due to their short
attention span

—Toddlers enjoy activities that provide mobility: riding
toys, wagons, pull toys

—Toddlers enjoy activities for fine motor development:
finger painting, large piece puzzles, interlocking blocks

Parent teaching: moral development

o Teach parent that moral development is facilitated when
parents use appropriate discipline measures:

—Take advantage of every opportunity to praise appropri-
ate behavior

—Explain to the child simply why certain behaviors are
unacceptable

—Use distraction with the child to avoid inappropriate
behavior

PRESCHOOL (3-5 YEARS)

* Refinement of all skills in preparation for formal education
* More effective communication and less negativity
Physical Growth

—Slower growth rate continues with continued refine-
ment and coordination of fine and gross motor skills

—Running, skipping, hopping, drawing
—Height increases 2%2-3 inches a year (6.75-7.5 cm)
—Birth length doubles at 4 years
—Weight increases on average 5 lbs a year (2.3 kg)
* Vital Signs

—Slight decrease in heart rate 70-110 and respiratory rate
20-30
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Dentition

—20 deciduous teeth by age 3

Nutrition

—Nutritional requirements similar to toddler
—Continues to reject mixed dishes

—>5-year old is aware of table manners, willing to try some
new foods

Elimination

—For the most part independent with using toilet by end
of preschool period, some children still have “accidents”

Sleep
—Sleeps 11-13 hours; may take afternoon nap till age 5

—Extends bedtime rituals to delay sleep, 30 minutes or
longer

—Nighttime awakening and nightmares are not uncom-
mon

—Security object and night-light helpful

Gross Motor Development

—~Coordination continues to improve; child is increas-
ingly agile and graceful; good posture

——Can learn to skate and swim

—Rides tricycle;, walks up stairs using alternate feet;
stands on one foot for a few seconds by 3 years

—Walks down stairs using alternate feet; hops on one foot
by 4 years

—Throws and catches a ball; skips using alternate feet;
hops on alternate feet; jumps rope by 5 years

Fine Motor Development

—Preschooler developing self-care abilities: can use a
toothbrush, lace shoes

—Drawing increasing in sophistication; draws circles,
may add facial features by 3 years

—Laces shoes; copies a square; traces a diamond by 4
years

—Hand dominance is established by 5 years

—Ties shoelaces; handles scissors well; prints letters and
numbers; manages fork and spoon by 5 years

Cognitive Development (Piaget)

—Preoperational period continues: Intuitive thought
(ages 4-7)

—Child exhibits intuitive thought process; aware that
something is right but cannot say why

—Thought process increasing in complexity, able to clas-
sify, increasing social interactions, and beginning
awareness of cause and effect. Uses words appropriately
but lacks real knowledge of their meaning

—Beginning understanding of time at 3 years; greater
understanding of time related to sequence of daily
events at 4 years; using time oriented words with
increasing understanding at 5 years

—Uses own name and address by 5 years

—Understands words literally; bad means bad person

—The preschooler has magical thinking; thoughts are all
powerful; if bad thought coincides with wished for
event, e.g., wishes sibling were dead and sibling subse-
quently falls ill, the preschooler will experience extreme
guilt

—Begins to question and compare what parents think at
5 years

—School readiness (attention span, easy separation from
parent) around 5 years

Language Development

—3- and 4-word sentences at 3—4 years; using 4- and 5-
word sentences by 4-5 years, termed telegraphic speech

—The 3-year-old child asks many questions, talks con-
stantly, uses pronouns correctly, plurals, and past tense
of verbs, names objects and people they know, with a
vocabulary of 900 words

—The 4- and 5-year-old children use many more parts of
speech, such as adjectives, prepositions, verbs; pattern
of asking questions peaks and tells exaggerated stories

—By the end of 5 years most children use all parts of
speech correctly, have increased ability to describe
things based on various properties, and have a vocabu-
lary of over 2000 words

Moral Development (Kohlberg)
—Preconventional stage continues

—Increasing ability to identify behaviors that elicit
rewards or punishments and then labels these behaviors
as right or wrong

—NMoral standards are those of others and does behaviors
to receive rewards and avoid punishment

Psychosocial Development (Erikson)

—Initiative vs. guilt (3-6 years)

—~Curiosity and developing initiative leads to active
exploration of the environment

—Activities are attempted that might break the rules,
impinge on the rights of others, or be beyond their
capabilities, often resulting in unsuccessful outcomes
and conflicts

—Appropriate resolution of unsuccessful outcomes and
conflict, will have a tremendous impact on whether
the child feels good about himself/herself and moves
forward, or is made to feel guilty by an overpunitive
parent

—Parents need to strike a balance between encouraging
independence and setting limits. The child needs guid-
ance on what he should and should not be doing

—Successful completion of the earlier stages requires a
loving family environment, allowing the child to engage
in relationships beyond the family unit
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Psychosocial Behaviors

—Pervasive negativism and ritualism of toddlerhood
diminishes gradually

—Egocentric in thought and behavior at 3 years; less ego-
centrism at 4 years; begins to tolerate other’s perspective
at 5 years

—Increased ability to separate comfortably from parents
for short periods at 3 years, with increasing comfort for
longer separations as getting closer to school age

—Less jealous of younger sibling at 3 years, (than toddler);
sibling rivalry for older and younger siblings at 4 years

—Attempts to please parents and conform at 3 years;
rebels if parents expect too much, “runs away from
home” at 4 years; gets along better with parents at 5
years, seeks parents out for reassurance

* Fears
—Greatest number of imagined and real fears: dark, alone

at bedtime, large dogs, ghosts, thunderstorms
—Body mutilation, pain, and people associated with
painful experiences

* Play
—Play is the work of the child
—Associative play: children in a group, engaged in similar

activities without rigid organization or rules

* Psychosexual Development (Freud)

—Phallic or Oedipal stage (3-6 years)

—Genitals are central; children recognize and are curious
about the differences between the sexes. The boy
becomes interested in the penis, and the girl becomes
aware of the absence thereof. Exploration and imagina-
tion come into play and the child fantasizes about the
parent as the first love.

—The developing superego (conscience) temporarily pushes
these wishes aside as the resolution to this stage

.
I—l/J Nursing Process Elements

* Communicating with the Preschool Child
—Very similar to toddler
—Use concrete explanations

—Be sure nonverbal messages are consistent with spoken
words and actions; do not smile while doing something
painful; the child will think you enjoy hurting them

—Keep in mind the preschooler understands words liter-
ally: “A little stick in the arm,” he is imagining a twig
from a tree in his arm

—Use nonthreatening words, say medicine under the
skin, instead of shot

—Provide art supplies and encourage expression through
drawing

—Plays with dolls and puppets to act out feelings

* Nursing Care of the Hospitalized Preschool Child

—Provide experiences and opportunities the child can
master, to minimize regression (dependency), which is
the child’s primary defense mechanism in stressful situ-
ations. Success facilitates return to previously achieved
more independent level of functioning

—Fears of bodily harm are now greater than fears of sepa-
ration including: fear of the simplest intrusive proce-
dure such as needles, fear of mutilation and castration,
and pain

—Preschooler sees death as temporary and reversible, like
going to sleep; may view death as punishment, fears the
separation and abandonment

—Use adhesive bandages after giving injection or any
opening to the skin; is afraid “insides will fall out”

—Encourage independence; provide opportunities for
decision making; encourage self-care; praise and give
rewards for accomplishments

—Protect from guilt; explain no one is to blame for illness

—Use puppets, dolls, nurse play kits, to demonstrate and
act out and demonstrate procedures

Preparing the Preschool Child for Procedures

Encourage parent to remain with child as much as possible

* Prepare preschool age shortly before procedure; 10-15
minute teaching sessions

Encourage questions and praise suggestions

* Reassure preschooler that he or she is not responsible for
illness and procedures are never a form of punishment;
the child views illness as a punishment due to magical
thinking

* Use puppets and dolls to demonstrate procedures; point
out on drawing or doll where procedure is performed,
emphasize that no other body part will be involved

* Play out experience (therapeutic play); play with equip-
ment; use nurse kits

* Use noninvasive equipment when possible; tympanic
temps and oral meds; allow child to wear underpants with
gown; preschool child has fear of mutilation, castration,
bodily injury; (stage of psychosexual conflict)

* Use adhesive bandages and Bandaids after injections,
blood work, or any intrusive procedure with a break in
the integrity of the skin. The preschooler believes an
opening in the skin will allow the “insides of their body
to leak out”

* Explain procedures using simple appropriate language for
child’s age; remember preschooler takes words literally;
when you say “a little stick in the arm” the child is imag-
ining a twig from a tree in their arm

* Use nonthreatening words; say I'm going to check your

blood pressure instead of take your blood pressure; check

how warm you are
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 Provide opportunities for choices; opportunities to help
out: hold gauze, remove bandage, tear tape, as the child
strives for independence

 Allow child to maintain control as much as possible, own
clothing, self-care, simple decision making

* Keep unfamiliar equipment out of view until it is needed
because like in the toddler, the preschool child believes
objects can perform without human direction and can
jump up or bite at them on their own

e Tell child when procedure is completed, praise coopera-
tion and give rewards

Parent/client teaching
 The preschool years:

—Teach importance of attending parenting classes for
information, support, and socialization

—Teach regarding common behaviors and thought
processes: child commonly has more fears in preschool
than any other time. Fear of the dark, being left alone at
bedtime, large dogs, other animals, ghosts, body muti-
lation and pain

—Magical and animistic (inanimate objects taking on
human attributes) thinking of toddlerhood continues
and contributes to illogical fears

Care of the teeth:

—Teach child proper use of toothbrush and to brush
twice a day

—Supervise brushing and floss for child

—Maintain routine dental care q6-12 m depending on
presence or absence of caries

—Obtain prompt evaluation by dentist in the event of
trauma to teeth (common occurrence)

Elimination:

—Teach child proper hand washing and to flush

Safety:

—Preschoolers should be taught safety measures, as they
can understand and will listen to precautions

—~Use belt positioned booster seat when child outgrows
car seat (40-80 lbs); adult seat belts do not properly fit

—Instruct on: pedestrian and street safety skills, proper
use of playground equipment, fire safety, and pool and
water safety

—Preschooler is curious about fire, so matches, fire arms,
must be keep out of reach

Socialization:

—Needs interactions with peers; benefits from social sys-
tems beyond parents, siblings, grandparents, and
teachers

Discipline:

—Fair, but firm and consistent

—Explain why behavior is inappropriate

—Short time out to regain control and lessen intense feel-
ings; 1 minute per year, 3-year-old child; 3 minutes
time out

 Fears:
—Play out fears with dolls
—Night-light
—Exposure to feared objects in controlled setting; desen-
sitization
¢ Play, stimulation and toys:
—Encourage activities and toys for physical development:
jumping, running, climbing, tricycles, wagons, sand
boxes

—Choose activities for fine motor development: building
blocks, puzzles, coloring, and painting

—Most characteristic and enjoyable preschool activities
and toys are for imitative, imaginative, and dramatic
play; playing house, dress up, dolls, doll house, doing
housekeeping chores, playing store, cars and trucks,
doctor and nurse kits provide for hours of self-expres-
sion

—Reassure parents that imaginary playmates are a nor-
mal healthy and useful part of the preschoolers play. It
is okay to set a place at the table for the “friend” but do
not allow the child to avoid responsibility by blaming
something such as the mess in the room on the “friend”

—Reading is an excellent activity that parent and child
can do together (mutual activity)

—Control time and content of TV or videos also teach
parent that children enjoy and learn from educational
programming and when watched together with parent
becomes an interactive activity

—Involve in household chores: picking up toys, clothing

SCHOOL-AGE (6-12 YEARS) ALSO
KNOWN AS SCHOOL YEARS

e The transition from an informal playgroup or preschool to
the structured formal education of the first grade marks
the transition of the school years

* The school-aged child must learn to cope with new rules
and expectations

» Continues to acquire new skills as well as continued
refinement of skills in all areas of development
¢ Physical Growth

—Growth from beginning of school-age years until
preadolescence is gradual, steady pace, and slower than
as compared with earlier years

—Weight gain is from 4.5 to 6.5 Ibs per year 2-3 kg)
—Height increases an average of 2 inches per year (5 cm)
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—Later middle years: diminishing fat and change in dis-
tribution pattern, slimmer appearance

—Head circumference: decrease in head circumference
in relation to height; decrease in waist circumference in
relation to height; and an increase in leg length in rela-
tion to height (indicators of physical maturity)

—Body systems becoming more mature: including the GI
system, less stomach upsets, immune system, more com-
petent in localizing an infection and producing an anti-
body—antigen response improves and strength increases
substantially

—Independence in self-care is achieved

Dentition

—Primary teeth lost and replaced by permanent teeth
during school-age period

Sensory

—Vision reaches maturity

Elimination

—By age 6, most children have full bowel and bladder
control

—Nocturnal enuresis (bed wetting) occurs in 15% of 6-
year olds, 3% of 12-year olds

% Assessment Alert

Problems with soiling should be referred to pri-
mary health provider.

Sleep

—Typically require 9% hours a night, (slowed growth
rate) will require more sleep during adolescence

—Bedtime should be firmly established on school nights

—8-11-year-old children often resist going to bed; child
may be unaware of fatigue, if they are allowed to stay
up, they will be tired the next day

—Quiet activity before bedtime such as reading, listening
to soft music facilitates sleep and establishes a positive
bedtime pattern

Gross Motor Development

—Increasingly active

—Steadier on their feet; more graceful; longer legs; lower
center of gravity; improved posture; slimmer look;
movement more fluid by 8-9 years

—Increasing strength and physical capabilities; however,
muscles still functionally immature with risk of muscu-
lar damage due to overuse

—Bones continue to ossify (not mature yet) and yield to
pressure

Fine Motor Development
—Continual increasing dexterity

—Draws, prints, cuts, pastes, can sew by 6 years if needle
is threaded

—Cursive writing 8-9 years

Cognitive Development (Piaget)

—Concrete operations (7-11 years)

—Thought becoming increasingly logical and coherent

—Problem solving is systematic and concrete; based on
tasks in the here and now (not in abstraction)

—Less egocentricity, seeing things from more than one
perspective and enabling concentration on more than
one aspect of a situation

—Masters concept of conservation: permanence of mass
and volume, even if its shape or appearance changes;
concept of reversibility, if2 + 3 =5,5-3=2,5-2=3

—Classification becomes more complex, understanding
that the same element can exist in more than one class
at a time

Cognitive Skills
—Concept of numbers by 6 years
—Knows right and left hand by 6 years

—Tells time by 6 years; develops understanding of more
abstract time

—Understands places in relation to space—geography
8-9 years

Language Development

—Realization that words have arbitrary rather than
absolute meanings and that words can have more than
one meaning

—Learns how to read; increasing ease during school-age
years

Moral Development (Kohlberg)
—Preconventional stage continues

—Instrumental relativist orientation: the child recognizes
that there is more than one correct view; conforms to
obtain rewards; becomes more flexible with time

Psychosocial Development (Erikson)
—Industry vs. inferiority (6-12 years)

—The child needs to engage in tasks at which he can be
successful and to acquire competence in his abilities.
When success is recognized, he feels a sense of worth. If
faced with failure, a sense of unworthiness ensues.

—A sense of accomplishment also involves the ability to
cooperate with others to accomplish goals; peer
approval is a strong motivating power; feelings of infe-
riority develop if he feels he cannot measure up to the
expectations of others, resulting in withdrawal from
school and peers
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Psychosocial Behaviors

—Needs to engage in tasks that can be carried through to
completion

—More independence and increased ability to cooperate
and share with others starting at 6 years

—Rules and rituals have great importance

—Conformity evidenced in mannerisms, clothing styles,
and speech patterns

—~Considering others’ points of view

—Develops modesty at 8-9 years

—Better behaved and easy to get along with at home at
8-9 years

—Family increasingly important and meaningful at 10-12
years

Socialization

—Increasing importance and identification with peer
groups; most important socializing agent; most impor-
tant in gaining independence from parents

—Prefers playing with groups of same sex 7-9 years; con-
tinues playing with groups of same sex, with increasing
interest in the opposite sex 10—-12 years

—Talks about friends constantly; may have best friend
10-12 years,

Fears

—DMost fears of earlier childhood resolving

—May hide fears; does not want to be a “baby”

—Fears include: intimidating teachers; not succeeding in
school; something bad happening to parents

Play, Activities and Games

—Play competitive during school-age period

—Play is a means to acquiring mastery over themselves,
others, and the environment

—May cheat to win

—Activities that aid in growth and development include:
team games, athletic activities, clubs, reading, music
and art, complex board games and puzzles, sophisti-
cated collections

Dishonest Behavior: cheating, lying, stealing

—Lying: may be exaggerated storytelling to impress others;
difficulty differentiating between reality and fantasy; par-
ents need to teach what is real and what is make believe

—Might lie to escape punishment; older children may lie
to meet expectations set by others; most children recog-
nize that lying is wrong and outgrow it

—Cheating: ages 5-6, cheat to win, do not want to lose a
contest; do not understand that it is wrong; resolves as
the child matures

—Stealing: ages 5-8, limited understanding of property
rights; when caught they “are sorry” and “they didn’t
mean to do it” but will do it again

—Children do not take responsibility for these behaviors
till the end of middle childhood. Have the child pay
back the money or return the stolen object and teach
the child respect for the property of others

@ Nursing Intervention Alert

Teach parents the importance of modeling honest
behavior and being conscious of setting a good
example for children.

If stealing continues it can be an indication that
something is seriously wrong, or lacking in the
child’s life, such as love and the child steals to fill
the void; further help is needed.

* Psychosexual Development (Freud)
—Latency period (6-12 years)

—Time of tranquility between oedipal stage of early child-
hood and eroticism of adolescence. Children experi-
ence relationships with same sex peers following indif-
ference of earlier years and preceding opposite sex
fascination in adolescence

—Sexual urges are submerged in the unconscious and
energy is channeled into enthusiastic play and extensive
learning

.
M Nursing Process Elements

¢ Communicating with the School-aged child

—School-aged children want explanations and reasons for
everything; functional information; what something is
used for, how is it used, why is it used

—Give simple, concrete, accurate explanations

—Encourage questions

—Drawing for expression

—Older school-aged children can use writing for expression

* Caring for the Hospitalized School-aged child

—School-aged child believes outside forces are cause of
illness

—Monitor behavior and mood; primary defense mecha-
nism in stressful situation is reaction formation (acts
brave but is really frightened)

—The nurse can help the child understand his illness and
assume responsibility for his general health due to the
child’s increased sophistication in cognition and psy-
chosocial development

—Encourage child to talk about fears; common fears in
school-aged children are fear of bodily injury, pain, ill-
ness, disability, and death
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—Begins to see death as irreversible; may interpret it as
destructive, scary, and/or violent

Preparing the School-aged Child for
Procedures

* School-aged children want explanations for everything
that will take place, how it will be done; where and why

* Give simple, concrete, accurate explanations and demon-
strations; use diagrams and models

* Encourage questions and discussion before and after pro-
cedure; encourage verbalization of concerns (very con-
cerned about threat or injury to their body)

* School-aged children are able to plan in advance for pro-
cedures; can tolerate longer teaching sessions, 20 minutes
at a time or longer

* Encourage taking notes during teaching sessions

o Assign tasks the child can accomplish; encourage respon-
sibility and participation collecting specimens, keeping
records, handing practitioner equipment, removing band-
ages

* Provide opportunities for decision making, (e.g., preferred
site, time of day to do procedure)

o Assist the child in taking control over the situation; teach
relaxation techniques, suggest deep breathing

Client and parent teaching
* The school age years:

—Teach parent importance of fostering a sense of industry
in the child by encouraging and helping him or her to
achieve success in school, sports, other activities

—Teach parent importance of developing independence
in the child, e.g., provide opportunities for child to
make choices

—Counsel parents about safety measures for latchkey
children including: a list of emergency phone numbers,
instruct child to tell callers that parent cannot come to
the phone instead of saying they are not home, teach
child basic first aid and safety

% Nursing Intervention Alert

As children will be spending more and more of
their time away from home, they will be con-
fronted with many choices; food choices, activi-
ties, they may be offered cigarettes etc.

e Teach children about health, safety, nutrition,
and exercise

e Teach older school-aged children about drugs,
alcohol, cigarettes, STDs

* Nutrition:
—Caloric needs are less than preschool years in relation to
body size
—What a healthy well balanced diet is; the food pyramid
—Help child differentiate nutritious food from junk food
* Gross motor development:

—~Use backpack for books, distribute weight more evenly
than tote bag

o Safety:

—Proper use of seat belt while passenger in a vehicle

—Safe pedestrian behavior

—Use helmet for bicycle riding

—How to swim; water safety; depth of water needed for
diving

—Potential burn hazards (matches, gasoline, firecrackers,
cigarette lighters, bon fires, chemistry sets)

—Procedures/proper behavior in the event of a fire

—Hazards in regards to taking nonprescription drugs
such as aspirin, antihistamines

—Teach child about alcohol and drug abuse, cigarette
smoking, and tobacco use. Teach child to say “no” if
offered drugs or alcohol

* Discipline:
—Set reasonable limits, keep rules reasonable
—Provide explanations as to why behavior is inappropriate
—Disciplinary technique should help control behavior
—Withholding privileges is effective and fair

—Include child in process of determining appropriate dis-
ciplinary measures

¢ Play, activities and games:

—Importance of monitoring Internet use due to sexual
predators, violence

PREADOLESCENT OR PREPUBERTAL
10-13 YEARS AND ADOLESCENCE
13 TO APPROXIMATELY 18

 Adolescence is the period of development during which
the individual makes the transition from childhood to
adulthood, with physiological and psychological matura-
tion accompanied by turmoil and change

Physical Growth

—Reproduction becomes possible, referred to as puberty

—Body mass increases to adult size
—Fast period of growth
—Girls mature earlier than boys

—Girls: growth spurt begins between 9.5 and 14.5 years,
height increase approximately 3 inches a year; slows at
menarche; stops approximately at age 16, or 2-2.5
years after menarche
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—Girls have fat deposited in thighs, hips, and breasts;
pelvis broadens

—Boys: growth spurt starts between 10.5 and 16; height
increases 4 inches a year; slows in late teens, between
ages 18 and 20

—Boys become leaner with broader chest and have
increased muscle mass

—Secondary sex characteristics
—Very conscious of changes in body

Vital Signs approach adult norms

Sexual Development: Girls
—Thelarche: appearance of breast buds, between 9 and 13.5
—Adprenarche: growth of pubic hair, 2-6 months afterward

—Menarche: initial menstruation, approximately 2 years
after the first signs of puberty

Sexual Development: Boys

—Testicular enlargement, between 9.5 and 14 years of age
—Growth of pubic hair

—Penile enlargement

—Axillary hair

—Facial hair

—Voice changes

Nutrition
—Nutritional requirements peak during years of maxi-
mum growth; 10-12 in girls; 2 years later in boys

—Females have increased risk for eating disorders; ongo-
ing nursing assessment needed

Sleep

—During the time of growth spurts, increased activity,
and overexertion the body requires more sleep

—The tendency to stay up late necessitates sleeping late
whenever possible

Gross motor/Fine motor development

—Gross motor at adult level: fine motor nearing adult
level

Safety

—Feelings of immortality contribute to taking risks

—Peer pressure significantly influences risk-taking behav-
iors; speeding to show off; doing drugs to be part of the
gang; not cool to wear helmet

—Prone to motor vehicle accidents due to: reckless driv-
ing, speeding, driving under the influence of drugs or
alcohol, failure to use seat belt; risk for diving and
swimming accidents; bicycle and motorcycle accidents;
sports injuries; misuse of firearms

Cognitive Development (Piaget)
—Formal Operations (11 years to adulthood)

—Abstract thinking develops; uses abstract symbols, sci-
entific reasoning, and formal logic; develops, constructs

and tests hypotheses, and reflects on theoretical and
philosophical matters

Language Development

—ILanguage development practically complete; vocabu-
lary continually expanding

Moral Development (Kohlberg)

—Transition to the Conventional stage between ages 10
and 13, in which the early adolescent seeks good rela-
tionships; wants approval of family; increased desire to
please others; wants to be considered good by those
persons whose opinions matter

—The middle adolescent has a society maintaining orien-
tation: obedience to law and order in society; social
order; respect for authority

—In the Postconventional stage, the later adolescent
solves moral dilemmas by using an internalized set of
moral principles that provide him with the resources to
evaluate each situation

—There is social contract orientation: the concern with
basic individual rights and following the laws of soci-
ety; he recognizes the possibility of changing laws to
improve society

—Universal ethical principle orientation: the last phase
of the Postconventional stage and of the theory. Inter-
nal decisions of conscience define what is “right” based
on abstract principles, like the Golden Rule, without
clear rationale or universal principles. Kohlberg later
termed this stage theoretical, as few people actually
reasoned at this level

Psychosocial Development (Erikson)

—Identity vs. Role Confusion (12-18 years)

—Adolescence is marked by many struggles and chal-
lenges. There are major decisions to be made, such as
career choice and whether to marry. Identity develop-
ment and separation from family are essential to suc-
cessful resolution of this stage

Transition to Puberty

—Young adolescents become very preoccupied with the
rapid changes in their bodies and must make adjust-
ments to handle them

—Boys must confront the sexual feelings and desires that
accompany puberty

—Girls must deal with the appearance of secondary sex
characteristics and menstruation

—Not every adolescent enters puberty at the same time,
and there can be considerable inner conflict as each
teenager worries about if he is normal

Socialization

—Freedom from family domination is necessary to
achieve full maturity

—Adolescents attempt to define their own identity, inde-
pendent of their parents
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—Social relationships serve as important functions in the
maturation of identity

—Relationships with parents change from protection-
dependency to mutual affection and equality

—Peer groups have a strong influence on teenagers’ behav-
ior and self-evaluation. Belonging to a group is of utmost
importance

—Best friends provide support for each other and are an
important stepping-stone toward development of inti-
mate relationships in the future

—Increased interest in the opposite sex

—Sexual activity in older teens is high, reasons being to
obtain pleasurable sensations, to satisfy curiosity and
sexual drives, for affection, or to conform to peer pres-
sure. By age 17, more than 50% of teenagers have had
sexual intercourse

—~Certain individuals become aware of same-sex attrac-
tion during the adolescent years, and the challenges
that they face need to be addressed so that they can
grow up mentally and physically healthy

—Leisure-time activities move from being family centered
to peer centered, and teenagers learn to juggle their
time to accommodate school, fun, and work

* Discipline
—Firm, reasonable limit setting appropriate

—Realistic rules regarding curfew, jobs, homework, and
meals are needed

—Criticism or derogatory remarks should be minimized
—Positive behavior and accomplishments should be rec-
ognized
* Fears/stressors
—Homosexual feelings
—Not being normal or not developing normally
—Not belonging or not being accepted by group; being
mocked by peers
* Recreation
—Sports, sports events and sports gear, computer and video
games, musical events and disc/MP3 players, collectibles
* Psychosexual Development (Freud)
—Genital stage (Puberty through Adulthood)

—With maturation of reproductive system and sex hor-
mones, earlier sexual urges reemerge

—Energies are invested into becoming emotionally inde-
pendent, forming friendships, and finding adult sexual
partner

i
L/J Nursing Process Elements
e Communicating with the Adolescent
—Facilitate trust; talk to adolescent without parent

—Anticipate shifts in mood and identity

—Give undivided attention, listen, encourage open hon-
est communication

—Try not to interrupt; be courteous, calm, and open-
minded

—Try not to overreact

—Avoid disapproval, judging, criticizing, or giving advice;
be nonjudgmental

—If taking a stand, make sure that the issue is important;
remain open-minded and consider options, then make
expectations clear.

—Ask adolescent to clarify meaning of expressions if not
clearly understood due to teen culture

—Nonverbal means of communication can be expressed
with spontaneous drawing, directed drawing, sponta-
neous play, directed play, (providing medical equip-
ment or doll house for focused reasons) writing down
thoughts and feelings, keeping a diary

* Caring for the Hospitalized Adolescent

—An adolescent’s concerns during hospitalization
include separation from peers, restricted independ-
ence, alterations in body image, and illness as punish-
ment

—Potential reactions to hospitalization, therefore, include
uncooperativeness, self-assertion, anger, and with-
drawal. Defense mechanisms include denial and dis-
placement (shifting focus from undesired objects or
feelings to more acceptable ones)

—Adolescents may have numerous questions, psychoso-
matic complaints, and may question the adequacy of care

—Fear of mutilation and sexual changes should be ad-
dressed by providing counseling related to issues of
puberty and health

—Older children and early adolescents view death as final
and irreversible; may become interested in biological
death and funerals

—A later adolescent begins to exhibit a mature under-
standing of death; may have difficulty coping with death
of significant others

—Relate to an adolescent on his own level, respect his
privacy, allow him to wear his own clothes and to dec-
orate his room, and promote peer contact, by provid-
ing a telephone if possible, and allowing visits and
calls

Preparing the Adolescent for Procedures

* Facilitate trust; talk to adolescent without parent

* Respect privacy and ensure confidentiality

* Have parent wait outside if adolescent prefers

* Encourage questions and verbalization of concerns

* Encourage participation



CHAPTER 7 Health Promotion and Maintenance—Part 2 151

Client teaching
* Adolescence:
—Teach parent importance of positive reinforcement and
limiting negativity and criticism
—Teach parent to be realistic when establishing family
rules, e.g., curfew

—Teach parent that adolescents engage in risk-taking
behaviors due to intense peer pressure and feelings of
immortality

—Teach parent to encourage and empower child to stand
up to peer pressure regarding risk-taking behaviors
such as using drugs, cigarette smoking, and driving
under the influence of alcohol

—Teach parent importance of talking to adolescent about
techniques to prevent physical, emotional, and sexual
abuse; talking to adolescent about safe sex, contracep-
tion, and STDs

¢ Nutrition:

—Adolescent caloric and protein requirements are higher
now than at any other time in life; calcium and protein
needed for skeletal and muscle growth

—Common deficiencies include iron, folate, and zinc
(menstruation effects iron requirements)

—Dangers of poor eating habits, obesity, anorexia ner-
vosa, and bulimia
¢ Safety and health promotion:

—Encourage discussions regarding standing up to peer
pressure, drugs, alcohol, cigarette smoking, anger man-
agement and problem solving to avoid use of guns

—Prevention of physical, emotional, and sexual abuse
—Safe sex, contraception, STDs
—Encourage taking first aid course

% Assessment Alert

Be alert for risk factors for suicide: depression, sub-
stance abuse, history of a previous attempt (serious
risk); any talk of suicide (must be taken seriously).

% Nursing Intervention Alert

Adolescents who express suicidal thoughts with a
specific plan need close observation and profes-
sional psychiatric evaluation. Prevent access to
guns, razors, prescription, or over-the-counter
drugs. Have adolescent sign a contract not to
attempt suicide for agreed upon amount of time.

YOUNG ADULT (20 TO MID- TO

LATE 30s)

¢ Challenges and rewards of young adulthood include: start-
ing and raising a family, starting and advancing in a career,
economic stability or instability, caring for aging parents

¢ Physical Development

—Completed by age 20, exception is the pregnant and
lactating woman

—Natural process of maturation

—TLifestyle assessment: diet, exercise, cigarette smoking,
alcohol consumption etc., to identify risks for chronic
disease or accidents (routine component of physical
examination)

* Cognitive Development

—Rational thinking steadily increases, educational, occu-
pational, and life experiences dramatically increase con-
ceptual and problem-solving skills

* Moral Development (Kohlberg)

—Postconventional stage, last stage identified, continues
through adulthood

* Psychosocial Development (Erikson)
—Intimacy vs. Isolation (young adult)

—A strong sense of personal identity allows one to enjoy
adult freedoms and responsibilities as well as love and
care for another. When the individual is ready to share
their life with another, this task is complete. Otherwise,
isolation follows.

¢ Other developmental tasks for the young adult

—Unfinished tasks from previous stages should be
revisited

—Separate from family of origin

—Decide whether to marry, begin a family, or remain
single

—Identifying occupation that matches own qualities, abil-
ities, and life goals

¢ Sexual Development

—Freudss last stage of psychosexual development, Genital,
covers puberty through adulthood, with no special con-
siderations for the maturing adult

—The young adult usually has the emotional maturity to
complement the physical ability

MIDDLE ADULT (LATE 30s TO
MID-60s)

e Transition into middle age occurs when changes in repro-
ductive and physical abilities become apparent

¢ This may very well be a time of continuing transitions as
individuals reexamine their life goals, life partner, and career
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Major life changes are often made to meet the person’s
needs, known as “midlife crisis”

 Have an abstract and realistic concept of death

% Nursing Intervention Alert

Nursing support, insightful counseling, and
appropriate referrals promote resolution of midlife
crisis with optimum outcome.

Physical Development

—Beginning outward signs of aging such as: hair graying,
balding in men (may begin earlier) wrinkles, thickening
of the waist

—Decreasing visual acuity for many, Glaucoma not
uncommon, some decreased hearing

—Menopause in women, Climacteric in men

—Lifestyle assessment: including diet, exercise, cigarette
smoking, alcohol consumption etc. to identify risks for
chronic disease or accidents; continues throughout
adulthood

Cognitive Development

—Rational thinking continues to increase
—Decline in cognition is rare

* Psychosocial Development (Erikson)
—Generativity vs. Stagnation (middle adult)

—The adult can now focus on raising the next generation,
caring for others, and avoiding self-absorption and stag-
nation

* Psychosocial Changes

—Empty nest syndrome: Children moving away from home

—Reaching maturity: When an individual reaches physio-
logical, psychological, cognitive maturation; feels com-
fortable with their abilities, accomplishments, and
knowledge gained over the years; learns to accept and
live with unsolvable problems, shortcomings, and own
limitations; accepts constructive criticism, open to rec-
ommendations from others, yet not overly influenced
or intimidated by others; and is accountable and
accepts responsibility for his actions

» Sexual

—After departure of children from the home, many cou-
ples find increased marital and sexual satisfaction

OLDER ADULT (65 YEARS AND OLDER)

Physical Development

—Changes in functioning and appearance
—Changes in strength and endurance
—Sensory changes

—Accepting self as an aging person

Cognitive Development
—Active learning

—May be adjusting to actual declining memory or con-
cern about possible declining memory in the future

* Psychosocial Development (Erikson)

—Ego-Integrity vs. Despair (older adult)

—Aging creates many losses with high rtisk of despair.
Searching for meaning in life and meeting these challenges
creates further opportunities for growth and integrity.
Nurses can contribute to the valuing of older persons

* Other Developmental Tasks of the Older Adult

—Adjusting to many losses including: death of spouse,
siblings, and friends

—Adjusting to loss of working role, loss of income

—Adjusting to loss of home, might need to move to less
expensive, easier access, senior housing

—Adjusting to loss of caregiver role, if requires caregiving
from children

—Adjusting to changing and redefined relationships with
adult children

—Learning new ways in which to find quality of life

Adjusting to Retirement

—A dramatic role change is coping with the loss of work
outside the home

—Nursing evaluation and intervention is geared toward
helping the individual pursue new interests and hob-
bies, get involved in volunteer activities, continue their
education, and may be start a new business career that
fits their new lifestyle

—Adjustment to living on a fixed income goes along with
retirement

AGING PROCESS

* Number of older adults is increasing exponentially com-
pared to any other age group, with the most dramatic
increase in adults 85 years and older

* Older adults are divided into four groups:
—young-old, ages 64—74 years
—middle-old, ages 75-84 years
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—old-old, ages 85-99
—centurions, age 100 and over

Most body systems show progressive deteriorative changes
to a greater or lesser degree with aging

Extent and rate of change varies from individual to indi-
vidual with lifestyle, stressors, and environmental condi-
tions directly affecting the degree of change (decline) that
is experienced

These changes increase the older adults’ vulnerability to
multiple clinical conditions and disease

>

c] Clinical Alert

The response to stress and illness in the older
adult is slowed, and less effective, and so a
longer period is generally required for readjust-
ment and return to baseline.

% Assessment Alert

Classic signs and symptoms of diseases may be
absent or atypical in the older adult.

Confusion, restlessness, and altered mental status
are common symptoms and often the only symp-
toms with acute illness. For example, a UTI may
present with confusion, loss of appetite, and fatigue,
instead of the expected fever, dysuria, frequency,
or urgency. An Ml may present without chest pain.

* Normal aging changes are called primary changes and dis-
ease related changes are referred to as secondary changes

% Assessment Alert

Distinguishing between primary (normative) aging
changes and secondary (disease related)
changes is integral to the nursing assessment of
the older adult.

Decreased vascular supply to nails P thick brittle nails »
hard to cut

Loss of melanin P graying of hair

Musculoskeletal

Decreased muscle fibers; muscle mass; cartilage deteriora-
tion P decreased strength and agility P risk for impaired
mobility

Shrinkage of vertebral discs and narrowing of interverte-
bral space P shortening of trunk

Respiratory

Reduced chest wall compliance; respiratory muscles atro-
phied P reduced vital capacity; increased residual volume

Decreased alveoli P possible shortness of breath on
exertion

Decreased ciliary action P reduced cough reflex P> risk for
stasis of secretions P> increased susceptibility to infection

Cardiovascular

Endocardial thickening; thickened, more rigid heart
valves P> decreased force of contraction P risk for decreased
cardiac output

Decreased elasticity of arteries P increased resistance to
blood flow; mild increase in systolic B/P; cold extremities

Thermoregulation

Diminished subcutaneous tissue P> increased susceptibil-
ity to hypothermia

Decreased efficiency of vasoconstriction P diminished
febrile responses to infections

Decreased efficiency of sweating P diminished acclima-
tion to heat

Urinary

Decreased blood flow to the kidneys; decreased glomeru-
lar filtration rate; decreased number of functioning
nephrons P decreased renal function; increased serum
creatinine and blood urea nitrogen; decreased creatinine
clearance P> increased risk of infection; incontinence; and
medication toxicity

<>

Clinical Alert

The decline in renal function results in inefficient
excretion of active drug, allowing toxic drug levels
to accumulate, placing the older adult at risk for
drug toxicity.

PRIMARY AGING CHANGES

* Integumentary Perineal muscle weakness in women > risk for urinary

incontinence
Benign prostatic hypertrophy (BPH) > risk for urgency
and frequency and risk for urinary incontinence

Decreased elasticity; loss of subcutaneous fat; decreased
sebaceous secretions P wrinkles, sagging, dry thin fragile
skin P> risk for skin breakdown
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% Assessment Alert

Urinary incontinence is a concern of many older
adults. Rule out UTI, impaction, teach Kegel
EXErcises.

¢ Gastrointestinal
Decreased saliva, gastric acid, and digestive enzyme P dry
mouth; indigestion,; risk for impaired absorption of nutri-
ents and medications
Decreased peristalsis P delayed gastric emptying P> risk for
constipation

% Assessment Alert

Gastrointestinal changes contribute to risk for
malnutrition.

* Neurological
Decreased neurons; dendrites; decreased size of brain P
delayed reaction P may need more time needed for cogni-
tive processes

Decline in coordination of brain interactions P causing a
slowing of reaction time P> increased risk for accidents

Decreased nerve endings P decreased sensation P risk for
burns

Pain, temperature, taste and touch are all dulled to some
extent with aging

Pain perception diminished P> risk for injury
Taste buds atrophy and lose sensitivity P nutritional risk

Altered sleep stages and sleep patterns (increased diffi-
culty falling asleep and staying asleep, and sleep may be
less restful)

seem to occur as part of normal aging

Vision

Reduced lens elasticity P presbyopia

Increased lens density P difficulty seeing in dim light P> risk
for injury

Lens beginning to yellow P> colors perceived differently

* Hearing

Nerve degeneration to inner ear P high frequency tone

loss; auditory reaction time increased P risk for impaired
communication

Tympanic membrane P atrophied, thickened » many will
experience some hearing loss P risk for impaired commu-
nication

% Assessment Alert

Impaired hearing might be more pronounced due
to cerumen impaction. Inspect the inner ear and
irrigate if warranted.

%3 Nursing Intervention Alert

Sensory changes in vision and hearing lead to
impaired communication and significantly
increase the risk for isolation and loneliness.

e Reproductive System

Hormone production diminished P vaginal dryness »

dyspareunia P> increased risk of vaginal infection

Decreased testosterone levels; decreased testicular vol-

ume; decreased sperm count P possible change in

libido

—Impotence is a secondary change that may be related
to medications, alcohol, diabetes, anxiety or other situ-
ations or conditions.

<>

E Clinical Alert

Mény myths exist about sexuality and aging. If in
good health, sexual desire and a satisfying sex life
can extend well into the eighties and beyond.

* Endocrine
—Primary change
Decreased basal metabolic rate P decreased temperature

FUNCTIONAL ASSESSMENT
(SELF-CARE ABILITY)

Functional health and independence is described in terms of
the ability to perform Activities of Daily Living (ADLs)
and Instrumental Activities of Daily Living (IADLs)

* ADLs include bathing, dressing, toileting, and eating

* TIADLs include more complex activities such as shopping,
managing finances, housekeeping, cooking, managing
medications, and the ability to use the telephone
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% Assessment Alert

Change in functional status may be the only clinical indicator of acute illness, such as a subtle change in ambu-

lation status.

BODY IMAGE

Mental picture of one’s own body

Not necessarily consistent with a person’s actual body
structure or appearance

Includes attitudes and emotions one has toward one’s own
body, perception of one’s value and abilities, and the self in
relation to others

Gradually develops, evolves, and changes as a result of
growth and development and the unique experiences
from within the self, others, and realities of the world (cul-
tural and societal values)

Strongly influenced by perceptions of others’ views,
approval of others

Actual or perceived change from the norm is cause for
concern

BODY IMAGE DEVELOPMENT

Infancy

Tasks in infancy contributing to body image:

—Positive messages about body conveyed from caregiver
to infant through meeting physical needs, pleasant and
nurturing interactions, kissing and caressing which
result in feelings of comfort, satisfaction, and internal-
ization of positive messages about self

—Interest in mirror image

—Begins to differentiate between self and others

Toddler

Tasks and practices contributing to body image:

—Learns names of body parts and increasing usefulness of
body parts

—1Looks in the mirror and makes verbal references about
himself: “me big”

—Recognition of gender differences by age 2, gender
identity by age 3

—Beginning comprehension of words used to describe
physical appearance such as “big boy” or “pretty” influ-
ences view of his own body; positive body image is fos-
tered by using positive language and avoiding labels
such as “chubby thighs”

—Increasing independence and separation from others
—Learns control of body
—Respect for the body contributes to positive body
image; refer to body parts, especially those related to
elimination and reproduction, by their correct names
* Awareness of body

—Body integrity and boundaries are poorly understood
and intrusive experiences are threatening

—Toddler does not differentiate between nonviable body
parts (such as feces) and essential body parts; reason
toddler might be upset with flushing the toilet

Preschool

e Tasks and practices contributing to body image:
—Significant advances in body image development

—Increasing language comprehension, preschoolers learn
that individuals have desirable and undesirable appear-
ances “pretty” “ugly”

—Reflect the opinions of others regarding their own
appearance

—Recognize differences in skin color and racial identity
and are vulnerable to prejudices

—Compare their size with their peers at age 5
o Awareness of body

—Poorly defined body boundaries

—TLittle knowledge of internal anatomy

—Intrusive experiences are frightening, especially those
that disrupt skin integrity; believes if the skin is “bro-
ken” the “insides can leak out,” bandages “keep every-
thing inside”

—Sexual identity developing; sex role imitation, dressing
up like mommy or daddy

—Modesty and fear of mutilation often a concern

School-age

e Tasks and practices contributing to body image:
—Body image strongly influenced not only by primary
caregivers, but by increasing number of teachers and
peers
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 Awareness of body
—Relatively accurate and positive perception of the phys-
ical self; likes self less as gets older
—Acutely aware of own body and bodies of peers and
adults

—Head very important to child’s perceived image of self
with the hair and eye color used to describe themselves

—Increasing awareness of deviations from the norm;
physical impairments in hearing, vision or birthmarks
assume great importance; if accompanied by unkind
comments contribute to feelings of inferiority

—Important to teach school-aged child about bodily
functions using correct information and terminology

Early Adolescence

* Secondary sex characteristics and rapid change in physical
appearance heighten self-consciousness and concerns
regarding body image

Lost familiar body and feel uncomfortable with new body

Either hide or advertise

Continually comparing self with peers; most comfortable
when just like peers

Perceived or actual defects or deviations are threatening to
the idealized image

* Time spent in front of the mirror to see what they look like
to others

Hormonal changes during adolescence influence body
image

Girls perceive increase in weight and changes in fat distri-
bution as evidence of obesity and start fad dieting

* When there is a lag in physical maturation, girls feels out
of place, left out;

Boys feel weak and small compared with their more mus-
cular peers, can no longer compete

i
I—l/J Nursing Process Elements

e Compare adolescent’s physical maturation with that of
parents’ and siblings’ maturation, when extremes in
growth are noted

o Start estrogen therapy before menarche to control height
in extreme cases of tall stature if psychosocially indicated;
begin growth hormone therapy in extreme cases of short
stature if psychosocially indicated

o Listen to distressed adolescents, reassure them that they
are normal, focus on positive aspects of personality and
body

* Anticipate difficult behaviors or mood swings and support
as needed

* Assess impact of physical changes and accompanying
mood swings on family

* Teach client and family that hormonal changes are pri-
mary cause of changes in behaviors and will pass as body
adjusts

% Assessment Alert

Early maturing boys and girls as well as late
maturing boys have higher rates of risk taking
behaviors than their peers.

Middle to Later Adolescence

* Rapid changes diminish, energies concentrated on making
the body more attractive

* Needs the “perfect” body and the “right” clothes and hair-
style

* Practices facial expressions and postures and hair styles
and agonizes over a pimple

* Later adolescents have a more secure body image

* Body image established during adolescence is retained
throughout life

Young Adult

* Stable positive feelings about self

* Pregnancy
—Feel big, awkward, may feel unattractive
—Increase in breast size
—Begins to show during second trimester

—Feelings of well-being when baby moves, kicks, or
heartbeat heard

—Desire for sexual activity may be influenced by body
image

Middle Adult

* Accepts inevitable changes in appearance, such as graying
of the hair, wrinkles, diminishing visual acuity

¢ Healthy lifestyle, i.e., physical exercise, balanced diet, and
adequate sleep, contribute to a favorable body image

Older Adult

» How the older adult presents self impacts body image

* Changes in appearance threatening to body image: sag-
ging skin, spotty skin pigmentation, loss of muscle tone,
fat redistribution, shorter stature, hearing aid

* Changes in function threatening to body image: loss of
sensation in a body part, incontinence, dependence on
others for hygiene and grooming

¢ Increased difficulty in maintaining body image during illness
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sl
L/J Nursing Process Elements
* Assess body image:
—What aspects of your appearance do you like?

—Are there any aspects of your appearance that you
would like to change?

—If yes, describe the changes you would like to make.

—Long list of dislikes is problematic and requires intervention

 Encourage verbalization of feelings of client and family
regarding changes in body

* Assist in fostering a sense of integrity and avoiding despair
(Erikson)

¢ Assist with grooming and hygiene
* Assess impact on primary caregivers
* Suggest caregiver support groups

FAMILY SYSTEMS

CONCEPTS RELATED TO FAMILY
FUNCTION

* Family is what the individual client says it is.

* Does not depend on legal or biological ties

* Types of families include nuclear, extended, single parent,
blended, skip-generation, homosexual couples, cohabit-
ing partners, multiadult, communal groups with children

e Families change and grow and can be described as going
through developmental stages, each of which has tasks
which need to be completed before the family can move
successfully to the next stage, e.g., family with young
children must successfully accept new members into the
system; older family must accept shifting of generational
roles

* Patterns of relationships in families determine roles and
power within families: the resultant structure affects abil-
ity to cope and respond to stress

* Very rigid or very flexible structures can impede effective
coping: very rigid by not allowing tasks to be assumed by
others and very flexible because there are not clear and sta-
ble roles and so disintegration can occur in times of crisis

 Family function refers to the processes the family uses to
achieve its goals, e.g., communication, goal setting, conflict res-
olution, use of resources including a social network, nurturing

* Psychological needs of family members must be met or
dysfunctional family function results

e Clear, open communication supports effective family
function including coping and conflict resolution

* Health promotion and disease prevention is determined
strongly by family beliefs, values, and practices which in

turn are significantly influenced by educational and eco-
nomic level as well as cultural background

sl
I—Z] Nursing Process Elements

* When assessing a client within the context of family, the
extent to which the family meets the individuals basic
physical and psychological needs must be determined

e When the family is the client, family processes and rela-
tionships are the foci of assessment

o Assessment starts with finding out who constitutes the
family, the client’s attitude toward them, and the degree to
which they can be involved

* Existing and potential internal and external resources and
supports must be identified

* Collaboration with family members, which requires
mutual respect and trust, is essential—all need to under-
stand and agree on the plan of care

 Families need a sense of control; facilitate this by provid-
ing options not “musts” whenever possible and by asking
for ideas or suggestions

* Help families identify their strengths and see how they
will positively impact current coping

* Provide preparation and support for family caregiving:
without this the risk of declining health in both the care-
giver and receiver increases as does the risk of dysfunc-
tional relationships and abuse

* Encourage caregivers and receivers to make decisions
together; this gives the care receiver a sense of control,
decreases risk of overprotective care, and promotes a pos-
itive feeling about caregiving

HUMAN SEXUALITY

* Feelings and attitudes about sex vary widely; sexual phys-
iology has common features.

* The Sexual Response Cycle has four stages:
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—Excitement: occurs with physical and psychological
stimulation that causes parasympathetic nerve stimula-
tion leading to arterial dilatation and venous constric-
tion in the genital area. This increased blood supply
leads to vasocongestion and increasing muscular ten-
sion. In women, the vasocongestion causes the clitoris
to increase in size and lubricating fluid to be secreted.
The vagina widens and increases in length. The nipples
become erect. In men, penile erection occurs, the scro-
tum thickens, and the testes elevate. In both sexes,
there is an increase in heart rate, respiratory rate, and
blood pressure.

—Plateau: in women, the clitoris is drawn forward and
retracts under the clitoral prepuce; the lower part of the
vagina becomes extremely congested, and there is
increased nipple elevation. In men, the vasocongestion
leads to distension of the penis.

—Orgasm: as the shortest stage in the cycle, orgasm is usu-
ally experienced as intense pleasure affecting the whole
body as the body suddenly discharges accumulated sex-
ual tension. A vigorous contraction of muscles in the
pelvic area expels blood and fluid from the area of con-
gestion. In men, muscle contractions surrounding the
seminal vessels and prostate project semen into the prox-
imal urethra. The contractions are followed by propul-
sive ejaculatory contractions, occurring at the same time
as the woman, which forces semen from the penis.

—Resolution: the period in which the external and inter-
nal genital organs return to an unaroused state. For men,
arefractory period occurs during which further orgasm is
impossible. Women do not go through this refractory
period, so it is possible for woman to have additional
orgasms immediately after the first. The resolution period
usually takes 30 minutes for both men and women.

FAMILY PLANNING

Reproductive life planning, or family planning, includes all
the decisions an individual or couple make about having
children: whether and when to have children, how may
children to have, and how they are spaced as well as coun-
seling on contraception or on how to increase their fertility.

Contraception—natural and artificial methods used to
prevent a pregnancy

Natural Family Planning—methods of conception
regulation based on awareness of signs and symptoms of fer-
tility during a menstrual cycle; do not involve introduction
of chemicals or foreign material into the body

e Abstinence (celibacy)—only completely effective means
of preventing pregnancy

* Calendar (Rhythm) Method—requires abstinence from
coitus on the days of a menstrual cycle when the woman
is most likely to conceive (3 or 4 days before until 3 or 4
days after ovulation); formulated after six menstrual
cycles, the woman calculates her safe days by subtracting
18 from the shortest cycle documented representing her
first fertile day; she subtracts 11 from her longest cycle
which represents her last fertile day thereby giving her a
window of fertility to initiate or prevent a pregnancy

.
I—l/J Client teaching for self-care

—LKeep a diary of six menstrual cycles in order to calculate
“safe days”

—Avoid coitus or use a contraceptive such as vaginal foam
during these days

—Calendar method has an ideal failure rate of 9%

* Basal Body Temperature Method—basal body tempera-
ture (BBT), which falls about 0.5 degrees just before the
day of ovulation and at the time of ovulation rises a full
degree, is monitored to determine when ovulation has
occurred so that activity to produce a pregnancy can occur
or she can refrain from having sex for 3 days to prevent
pregnancy

alh
I—l/J Client teaching for self-care

—Take temperature each morning immediately after wak-
ing, before undertaking any activity, eating, or drinking

—Use a special BBT thermometer or a tympanic ther-
mometer

—Record temperature each morning for at least 1 month

—Problems with this method arise because many factors
can affect the BBT, e.g., temperature rise due to illness
can be mistaken as the signal of ovulation; changes in
daily schedule, such as starting an exercise program,
can affect the BBT

—Women who work nights should take temperature after
awakening from their longer sleep period, no matter
what time of day

—Ideal failure rate is 9%

Cervical Mucus (Billings) Method—this method used
to predict ovulation is based on the properties of cervical
mucous; before ovulation each month, the cervical
mucous is thick and does not stretch when pulled; just
before ovulation the mucous secretion increases and with
ovulation, the mucous becomes copious, thin, watery,



CHAPTER 7 Health Promotion and Maintenance—Part 2 159

transparent, slippery, and stretches before the strand
breaks; all the days the mucous is copious, or at least 3
days after the peak day, the woman is considered fertile

i
I—ZJ Client teaching for self-care

—Assess vaginal secretions daily or the change in cervical
secretions can be missed

—Feel of vaginal secretions after intercourse is unreliable
because seminal fluid has a watery, postovulatory con-
sistency and can be confused with ovulatory mucus

—1Ideal failure rate for this method is 3%

CHEMICAL BARRIERS

 Oral Contraceptives (The Pill)—composed of varying
amounts of synthetic estrogen and/or progesterone; the
estrogen acts to suppress follicle-stimulating hormone
(FSH) and LH, thereby suppressing stimulation; proges-
terone acts to cause a decrease in the permeability of cer-
vical mucus which limits sperm motility and access to ova

* Mini-Pill—contains progesterone only; does not allow the
endometrium to develop fully, so implantation will not
take place

.
I-l/J Client teaching for self-care

—Must be prescribed by a physician, nurse practitioner,
or nurse midwife after a physical examination and a Pap
smear

—Contraindications to oral contraceptive use:
= breast-feeding and less than 6 weeks postpartum

= age 35 years or older and smoking 15 or more ciga-
rettes a day

= multiple risk factors for arterial cardiovascular dis-
ease such as older age, cigarette smoking, diabetes,
hypertension

= current or history of deep vein thrombosis or pul-
monary embolism

= complicated valvular heart disease

= current or history of ischemic heart disease

= history of stroke

= major surgery that requires prolonged immobiliza-
tion

= history of migraines with focal neurologic symptoms

= current breast cancer

= diabetes with neuropathy, retinopathy, vascular dis-
ease, or diabetes of more than 20 years duration

= severe cirrhosis

= liver tumors

—Major side effects are nausea, weight gain, headache,
breast tenderness, breakthrough bleeding, monilial
yeast infections, mild hypertension, depression

—Must take pills consistently and conscientiously; not a
good method for those who are forgetful and/or non-
compliant with regimens

—Women without risk factors may continue to use low-
dose oral contraceptives until they reach menopause

—After stopping oral contraceptives, pregnancy may not
be possible for 1 or 2 months, sometimes as long as
6-8 months, because the pituitary gland requires a
recovery period before it begins gonadotropin stimula-
tion again

—Ideal failure rate is under 1%

 Implant Contraceptives (Norplant)—low-dose proges-
terone-only device consisting of six soft Silastic capsules
that are implanted under the skin of a woman’s upper
arm; the implant releases hormone over 5 years inhibiting
ovulation

.
I—l/J Client teaching for self-care

—Major advantage of this method of birth control is
that it offers an effective and realistic alternative to
oral contraceptives and their estrogen-related side
effects

—Sexual enjoyment is not inhibited as may be the case
with other contraceptive methods

—Implants can be used while breast-feeding without an
effect on milk production

—Implants can be used safely in adolescents

—Return to fertility is rapid (1-3 months after removal)

—Failure rate is less than 1%
* IM Injection (Depo-Provera)—long-acting progestin
inhibits ovulation for 3 months, reliable and convenient
—Long-tern reliability without the estrogen-related side
effects of oral contraceptives

—No visible signs that a birth control method is being
used

—~Can be used during breast-feeding because it contains
no progesterone

—Must return to the health care provider every 4-12
weeks for another injection

—Return to fertility is often delayed by 6—~12 months

—Almost 100% effective

* Intrauterine Device (Progestasert)—a small plastic
device, usually t-shaped, inserted into the uterine cavity;
prevents conception by causing a local inflammatory reac-
tion which is toxic to spermatozoa and blastocytes; the
Progestasert releases progestin for 1 year and has to be
replaced
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r'S
I—l/J Client teaching for self-care

—Advantages over other methods; only one insertion is
necessary; only one expense; the device does not require
daily attention; does not interfere with sexual enjoyment

—Appropriate for women who are at risk for complica-
tions associated with oral contraceptives or who wish to
avoid some of the systemic hormonal side effects

—Can be used while breast-feeding

——Check after each menstrual flow that the TUD string is
in place

—Must have yearly pelvic examination

—TFailure rate can be as low as 0.1-1.5%

* Vaginal Ring—a silicone ring that surrounds the cervix
and continually releases a combination of estrogen and
progesterone; it is left in place for 3 weeks and then
removed for 1 week to allow for menstruation

i
I—l/J Client teaching for self-care

—Hormones released are absorbed directly by the
mucous membrane of the vagina, thereby avoiding
passing through the liver which is an advantage for
those with liver disease

—Fertility returns immediately after removal of the ring
—Failure rate is 1%

* Estrogen/Progesterone Patch—transdermal patch that
slowly and continuously releases a combination of estro-

gen and progesterone; applied once a week for 3 weeks;
the 4th week is patch-free to allow for menstruation

i
I-l/J Client teaching for self-care

—Efficiency of transdermal patches is the same as for oral
contraceptives

—Can be concealed

—Mild breast discomfort and irritation at the application
site may occur

—Remove and replace a loose patch immediately with a
new one; if loose less than 24 hours, no backup contra-
ception is required; if loose or missing for over 24
hours, a new patch is applied and a new 4-week cycle is
started; a backup method of contraception should be
used for the 1st week of the new cycle

* Spermicides—available over the counter as foams, gels,
inserts (sponges), and on condoms

MECHANICAL BARRIERS

* Diaphragm—consists of a round, flexible spring (50-90
mm wide) covered with a domelike latex rubber cup; a

spermicide is used to coat the concave side of the
diaphragm before it is inserted deep into the vagina

i
I—l/J Client teaching for self-care

—Do not use if allergic to latex
—Always empty bladder before insertion
—Increases risk of UTIs

—Inspect diaphragm for holes or tears by holding it up to
a light source, or fill it with water and check for a leak

—Can be inserted up to 6 hours prior to intercourse

—Must be left in place for at least 6 hours after intercourse
to be effective

—Wash the diaphragm with soap and water after use and
dry thoroughly

—Place the diaphragm back into its storage case

—Have the diaphragm refitted for a weight loss or gain of
15 lbs. or after childbirth

—Failure rate is 20%

Cervical cap—much smaller than the diaphragm, fits
snugly over the cervix; used with a spermicide

i
I—l/J Client teaching for self-care

—Do not use if allergic to latex

—Wait 30 minutes after insertion before engaging in sex-
ual intercourse to be sure that a seal has formed
between the rim and the cervix

—Leave in place for a minimum of 6 hours after sexual
intercourse; can be left for up to 48 hours without addi-
tional spermicide being added

—Do not use during menses due to the potential for toxic
shock syndrome; use an alternate method such as con-
doms during this time

—Inspect prior to insertion for cracks, holes, or tears

—Wash after use with soap and water, dry thoroughly,
and store in its container

—Failure rate is 17%

Female condom—cylinder of polyurethane enclosed at

one end by a closed ring that covers the cervix and at the

other end by an open ring that covers the perineum;

expensive for frequent use and cumbersome

i
I—l/J Client teaching for self-care

—Noisy during sex act

—For single use only

—~Can be inserted up to 8 hours before intercourse
—Can be purchased over the counter

—Avoid wearing rings to prevent tears; long fingernails
can also cause tears
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—Protects against STIs
—Failure rate is 21%

e Male condom—Ilatex rubber or synthetic sheath that is
placed over the erect penis before coitus begins

sl
L/J Client teaching for self-care
—Do not use if either partner has a latex allergy
—Widely available at low cost
—Physiologically safe
—Decreases sensation for men
—Interferes with sexual spontaneity
—Protects against STIs
—Failure rate is 14%

EMERGENCY POSTCOITAL
CONTRACEPTION

* “Morning-After Pills”—high-level estrogen pills that
interfere with the production of progesterone, prohibiting
implantation
—Yuzpe regimen consists of the administration of two

fixed-dose combination pills, taken within 72 hours of
unprotected intercourse followed by two additional
pills 12 hours later

—*“plan B” regimen is a progestin-only based where two
pills containing high doses of levonorgestrel are taken
(one pill immediately and one 12 hours later)

sl
I-l/J Client teaching for self-care

—Last chance to prevent a pregnancy: reduces risk of preg-
nancy for a single act of unprotected sex by almost 80%

—Soomner ECs (pills) are taken, the more effective they are
—Do not interrupt an established pregnancy
—Is a risk of ectopic pregnancy if ECs fail

—Side effects include nausea, vomiting, abdominal pain,
fatigue, headache
* Post-coital Intrauterine Device—insertion of a copper-
bearing IUD within 5 days of unprotected intercourse; the
mechanism of action is unknown but is thought to inter-
fere with fertilization

ABORTION is the interruption of pregnancy (induced
or elective Ab) or expulsion of the product of conception
(spontaneous Ab) before the fetus is viable; several types of
abortion

* Elective Termination of Pregnancy (Induced Abor-
tion)—procedure performed to deliberately end a preg-
nancy before fetal viability usually done in the case of an
unwanted pregnancy; several methods employed (D&C,
D&E, menstrual extraction, prostaglandin or saline induc-
tion, or administration of mifepristone and misoprostol)

SURGICAL METHODS OF FAMILY
LIFE PLANNING (SEE CHAPTER 18
FOR NURSING CARE)

* Tubal Ligation—female sterilization; minor surgical pro-
cedure in which fallopian tubes are occluded by cautery,
clamping, or blocking preventing passage of both sperm
and ova; considered permanent

* Vasectomy—male sterilization; small incision is made
on each side of the scrotum and vas deferens is cut and
tied, cauterized, or plugged, blocking the passage of
spermatozoa; considered permanent; failure rate of less
than 1%

WORKSHEET

FILL IN THE BLANKS

Fill in the blank with the correct term.

Definitions related to Growth and Development

1. Control of the head proceeding to control over the torso and legs is known as
2. Development progressing from the center of the body to the extremities is called

3. Development progressing from mastery of simple operations to complex ones is called

development.
development.

development.

(continued)
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Fill in the blank with the appropriate number.
Milestones in Infancy

1. Good head control at months

2. Auains sitting position independently at months

3. Cruising at months

4. Walks alone by months

5. Grasp reflex fades and can actively hold rattle at months
6. Crude pincer grasp at months

7. First words with meaning months

8. Builds 2-block tower at months

Fill in the blank with the correct type of play.
1. Play alongside another, not with another is called

2. Cooperative play is called

3. Play is primarily in infancy
4. Play is advancing to play in toddlerhood
5. Play is advancing to in the preschool child

TRUE & FALSE QUESTIONS

Concept of Death

1. The toddler has no concept of death.

2. The preschool child views death as temporary and reversible.

3. The younger school-aged child begins to see death as reversible.
4. The older school-aged child views death as final and irreversible.

5. The adolescent begins to exhibit mature understanding of death.
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FILL IN THE BLANKS

Separation Anxiety

1. Separation anxiety is a major stress for the hospitalized child during which years?

2. Describe behavior exhibited for all 3 stages of separation anxiety:

Protest:

Despair:

Detachment (denial):

3. Which of the 3 stages of separation anxiety is seen in prolonged separation?

Erikson’s Theory of Psychosocial Development/Complete the list of developmental tasks and identify its stage

Developmental Task

Stage of Development

Autonomy Vs.
Trust Vs. Mistrust Infancy
Industry Vs.
Identity Vs.
Initiative Vs.
Intimacy Vs.
Ego Integrity Vs.
Generativity Vs.

Freud’s Psychosexual Theory of Personality Development/Fill in the blanks.

Contlict

Description

Developmental Stage

Oral

Toddler

Phallic or Oedipal

Time of tranquility

Genital

Sexual emerges reemerge

(continued)
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Piaget’s Theory of Cognitive Development/Fill in the blanks

PART II: Content Review

Stage Age Characteristics/Description

1. 1-2 yrs Learning takes place through developing sensory and motor skill

2. 2-4 yrs Preconceptual. Object permanence is transition to preoperational thought. Egocentrism,
concrete, tangible

4-7 yrs Aware something is right, cannot say why

Intuitive thought. Simple classification

3. 7-11yrs Logical, systematic, concrete, based on tasks in the here and now, start seeing things from
more than one perspective, masters conservation, complex classification

4. 11-adult Abstract thinking, scientific reasoning, reflect on theoretical matters

APPLICATION QUESTIONS

. Which of the following principles of growth and

development is being addressed when the nurse
teaches the parent that the infant will develop control
of the head before control of the torso and legs?

a. cephalocaudal

b. proximodistal
¢. mass to specific
d. simple to complex

. Which is a sign of socialization that would be antici-

pated in a 6-month-old infant?
a. social smile

b. shows emotions such as jealousy
c. begins to fear strangers

d. smiles at mirror image

. Which finding in an infant requires further evaluation?

a. has a strong grasp at 1 month
b. head lag at 6 months

c. sits unsupported at 8 months
d. pulls self to stand at 9 months

. Which statement by a mother indicates the need for

further teaching regarding infant nutrition?
a. “I will feed the baby only commercially prepared
infant formula for the first 6 months.”

b. “I will start skim milk and give an iron supplement
at 6 months”

c. “It is important for the mother to be well nour-
ished when breast-feeding”

7.

d. “Solid foods are gradually introduced at around 5
or 6 months”

5. Which toy could appropriately be recommended for a

4-month-old infant?
a. unbreakable mirror in a soft black and white frame

b. large brightly colored balloon
c. 5" doll with removable clothing and shoes
d. push-pull toy

6. When assessing a 5-month-old infant, which weight

parameter indicates healthy growth?
a. 10 lbs or more

b. 15 Ibs or more
c. doubles birth weight
d. triples birth weight

At which age do beginning signs of tooth eruption
appear?

a. 2-3 months

b. 3—4 months

c. 5-6 months

d. 8-9 months

. When discussing psychosocial development with a new

parent group, the nurse presents Erikson’s theory and
identifies which task as the psychosocial task of infancy?
a. trust versus mistrust

b. oral versus anal
¢. sensation versus mobilization
d.

initiative versus guilt




9.

10.

11.

12.

13.
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Which is the best description of the function of the

Denver II developmental assessment tool?

a. measures fine and gross motor development and
intelligence and is a means of recording measure-
ments

b. objectively measures cognitive development
c. measures gross and fine motor, language and

personal-social development and is a means of
recording objective measurements

d. measures psychosocial and cognitive development

When asked by a child’s parent about Freud’s theory
of psychosexual development, which response by the
nurse would be most accurate?

a. Each stage of development is characterized by the
inborn tendency of all individuals to reduce ten-
sion and seek pleasure and is associated with a
particular conflict that must be resolved before
moving on to the next stage

b. Experiences during early childhood determine a
child’s pleasure-seeking behaviors but have little
impact on later relationship and adjustment
patterns

c. Freud identified 8 stages of psychosocial conflicts
and tasks that the individual strives to master from
infancy through adulthood

d. During the Latency stage of development pat-

terns of pleasure, reward and guilt become
established.

When assessing of an 11-month old, which the
following developmental milestone achievements
would the nurse expect to find as being the most
recently achieved?

a. Rolls completely over from back to abdomen

b. Attains sitting position independently
c. Walks holding on to furniture, cruising
d. Develops crude thumb-finger pincer grasp

Which is the first stage of Piaget’s theory of cognitive
development?
a. sensorimotor stage

b. oral stage
c. preoperational
d development of trust

During the routine well check-up visit of an 18-
month old, the mother asks the nurse the reason for
her son’s protruding abdomen. Which is a correct
response for the nurse to give?

a. Increased food intake at this age causes distention
b. Underdeveloped abdominal muscles bulge

c. Growth of the liver causes temporary protrusion

14.

15.

16.

17.

18.

19.

d. It is uncommon in toddlers and requires further
assessment

The nurse teaches the parent about readiness for toi-
leting. Which event indicates that the time is not yet
right for toilet training?

a. Wakes up dry from a nap

b. Stays dry for 2 hours
c. Wants to have soiled diaper changed promptly

d. Moves with family to new home with bathroom
adjacent to bedroom

When discussing development with parents of a
young child’s play group, which would the nurse cor-
rectly identify as the psychosocial development task
of the preschool child?

a. Initiative versus guilt

b. Autonomy versus shame and doubt
c. Industry versus inferiority
d. Identity versus role confusion

A preschooler is admitted to the hospital the day before
scheduled surgery. Witch of the following actions will
best help reduce the child’s anxiety in this situation?

a. have parent wait outside the room as child settles in

b. begin preoperative teaching immediately; 30 minute
session

c. explain procedure in detail

d. give the child dolls, puppets, and medical equip-
ment to play out experience

According to Freud, which is the psychosexual stage
of development of the preschooler?
a. Phallic or oedipal stage

b. Latency period
c. Anal stage
d. Genital stage

Which type of thought process is uncharacteristic of
the 3-year-old child?
a. Literal word interpretation

b. Magical thinking

c. Animistic thinking (inanimate objects take on
human attributes)

d. Intuitive thought

When assessing a preschooler, which description by
the child of his or her parents would be considered
typical?

a. Persons who are in charge

b. Persons who can do no wrong, practically perfect
c. Old and rigid

d. Necessary evil (continued)
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KB

| Think Smart/Test Smart

Note that the question asks for the uncharacteris-
tic thought process. This means the one that
would not be usual or expected in a 3-year old.

20. When exploring a 6-year old’s concept of death, what
would the nurse expect the child’s perception to be?

a. Death is punishment

b. Death is a temporary state of sleep
c. Death can be reversed

d. Death probably lasts forever

21. Which behavior indicates that an adolescent is using

formal thought?
a. Uses abstract arguments for making a point

b. Solves problems based on the here and now

c. Uses language correctly without clear understand-

ing of the meaning of words
d. Is increasingly logical in thinking patterns

22. Which is the psychosocial task of the middle adult

years?
a. raising the next generation

b. striving for identity

23.

24.

25.

c. sharing life with another

d. searching for meaning in life

Which assessment finding related to the pulmonary
function of an 89-year-old man who has come to the
clinic for his annual checkup, would the nurse inter-
pret as reflecting a normal age-related change?

a. an increase in functional alveoli

b. reduction of residual volume
c¢. a decrease in vital capacity
d. blood gases that show mild acidosis

Which is a normal sign of aging that may appear dur-
ing assessment of the renal system of an 82-year old?
a. concentrated urine

b. microscopic hematuria
c. occasional incontinence

d. decreased glomerular filtration rate

An older gentleman who likes to eat tells the nurse

that he has to use more salt than usual to make his

food taste good. A possible explanation for this

might be

a. he has deceased sensitivity of his taste buds

b. he needs more sodium to ensure good kidney
function

c. he is compensating for lost fluids
d. he is confused due to his advancing age

ANSWERS & RATIONALES

ANSWERS FOR FILL IN THE BLANKS

Definitions related to Growth and Development

1. Control of the head proceeding to control over the torso and legs known is called cephalocaudal (head to tail)

development.

2. Development progressing from the center of the body to the extremities is called proximodistal development.

3. Development progressing from mastery of simple operations to complex ones is called mass-to-specific development.




Milestones in Infancy

1. Good head control at 5-6 months

2. Attains sitting position independently at 9 months

3. Cruising at 11 months

4. Walks alone by 15 months

5. Grasp reflex fades and can actively hold rattle at 3 months

6. Crude pincer grasp at 9 months

7. First words with meaning 10 months

8 Builds 2-block tower at 12 months

Types of play

Although children engage in all types of play in each stage of development, the child adding new type of play to his
repertoire

1. Play alongside another, not with another is called parallel play
2. Cooperative or interactive play is called associative play

3. Play is primarily solitary in infancy

4. Play is advancing to parallel play in toddlerhood

5. Play is advancing to associative in the preschool child
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TRUE & FALSE ANSWERS

Concept of Death

1. The toddler has no concept of death.  True

2. The preschool child views death as temporary and reversible.  True

3. The younger school-aged child begins to see death as reversible.  False
4. The older school-aged child views death as final and irreversible. True
5. The adolescent begins to exhibit mature understanding of death.  True
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ANSWERS FOR FILL IN THE BLANKS

Separation Anxiety

1. Separation anxiety is a major stress for the hospitalized child during which years?

Middle infancy through preschool years

2. Describe behavior exhibited for all 3 stages of separation anxiety:

Protest: cries for parent, inconsolable, attacks others, attempts to find parents, clings
Despair: disinterested in the play or food, shows passivity, depression
Detachment (denial): superficial adjustment, apparent interest, remains detached

3. Which of the 3 stages of separation anxiety is seen in prolonged separation?
Detachment

Erikson’s Theory of Psychosocial Development/Complete the list of developmental tasks and identify its stage

Developmental Task Stage of Development
Autonomy Vs. Shame and doubt Toddler

Trust Vs. Mistrust Infancy

Industry Vs. Inferiority School-age

Identity Vs. Role diffusion Adolescence
Initiative Vs. Guilt Preschool

Intimacy Vs. Isolation Young adulthood

Ego Integrity Vs. Despair Older adulthood
Generativity Vs. Stagnation Middle adulthood

Freud’s Psychosexual Theory of Personality Development/Fill in the blanks

Conflict Description Developmental Stage
Oral stage Pleasure source centered on oral activities Infancy

Anal stage Interest centered on anal region; sphincter muscles develop Toddler

Phallic or Oedipal Genitals interesting and sensitive; recognize differences in the Preschool

sexes; penis envy

Latency period Time of tranquility School-age

Genital Sexual emerges reemerge Adolescence—adulthood




CHAPTER 7 Health Promotion and Maintenance—Part 2

Piaget’s Theory of Cognitive Development/Fill in the blanks

Stage Age Characteristics/Description
1. Sensorimotor 1-2 yrs Learning takes place through developing sensory and motor skill
2. Preoperational 24 yrs Preconceptual. Object permanence is transition to preoperational thought.
Egocentrism, concrete, tangible
47 yrs Aware something is right, cannot say why Intuitive thought. Simple classification

3. Concrete
operations

7-11 yrs

Logical, systematic, concrete, based on tasks in the here and now, start seeing
things from more than one perspective, masters conservation, complex classification

4. Formal operations

11-adult | Abstract thinking, scientific reasoning, reflect on theoretical matters

APPLICATION ANSWERS

1. Which of the following principles of growth and
development is being addressed when the nurse
teaches the parent that the infant will develop control
of the head before control of the torso and legs?

a. cephalocaudal
b. proximodistal
c. mass to specific
d. simple to complex
Rationale
Correct answer: a.
Incorrect answers: b, ¢, and d.
b. proximodistal, midline to periphery.
c. mass to specific (differentiation), simple opera-
tions precede complex ones.
d. same as choice c.

2. Which is a sign of socialization that would be antici-
pated in a 6-month-old infant?
a. social smile

b. shows emotions such as jealousy
c. begins to fear strangers

3. Which finding in an infant requires further evaluation?

a. has a strong grasp at 1 month
b. head lag at 6 months

c. sits unsupported at 8 months
d. pulls self to stand at 9 months

Rationale
Correct answer: b.

b. head lag at 6 months is an unfavorable develop-
mental sign requiring further evaluation.

a, ¢, and d are correct statements.

4. Which statement by a mother indicates the need for

further teaching regarding infant nutrition?

a. “I will feed the baby only commercially prepared
infant formula for the first 6 months”

b. “I will start skim milk and give an iron supplement
at 6 months”

c. “It is important for the mother to be well nour-
ished when breast-feeding”

d. “Solid foods are gradually introduced at around 5
or 6 months”
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d. smiles at mirror image

Rationale
Correct answer: C.

c. stranger anxiety begins around 6 months

Incorrect answers: a, b, and d.
a. social smile at 2 months.

b. shows jealousy at 12 months.
d. smiles at mirror image at 5 months.

Rationale
Correct answer: b.

No cow’s milk during first year, poor digestibility, lack of
components needed for growth, no skim products either;

infant needs fat for proper growth.
a, ¢, and d are true statements.

(continued)
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5. Which toy could appropriately be recommended for

a 4-month-old infant?
a. unbreakable mirror in a soft black and white frame
b. large brightly colored balloon
c. 5" doll with removable clothing and shoes
d. push-pull toy

Rationale

Correct answer: a.

Incorrect answers: b, ¢, and d.
b. balloons are dangerous, they can be aspirated
c. removable shoes of 5" doll are too small, can choke
d. pull-push toy for older infants when they can stand

6. When assessing a 5-month-old infant, which weight
parameter indicates healthy growth?
a. 10 Ibs or more
b. 15 Ibs or more
c. doubles birth weight
d. triples birth weight
Rationale
Correct answer: c.
c. doubles birth weight at 5-6 months.
Incorrect answers: a, b, and d.
a. full-term infant should be over 10 lbs, but c is
more accurate.
b. if birth weight is 6 or 7 Ibs, will be less than 15 Ibs.
d. triples birth weight at 1 year

7. At which age do beginning signs of tooth eruption

appear?
a. 2-3 months
b. 3—4 months
¢. 5-6 months
d. 8-9 months

Rationale

Correct answer: c.
c. tooth eruption 5-6 months

Incorrect answers: a, b, and d.

8. When discussing psychosocial development with a new
parent group, the nurse presents Erikson’s theory and
identifies which task as the psychosocial task of infancy?
a. trust versus mistrust
b. oral versus anal
c. sensation versus mobilization
d. initiative versus guilt

Rationale
Correct answer: a.
a. trust versus mistrust is the psychosocial task in
infancy.
Incorrect answers: b, ¢, and d.
d. preschool

b and c are terms from Freud and Piaget.

9. Which is the best description of the function of the
Denver Il developmental assessment tool?
a. measures fine and gross motor development and
intelligence and is a means of recording measure-
ments

b. objectively measures cognitive development

c. measures gross and fine motor, language and per-
sonal-social development and is a means of
recording objective measurements

d. measures psychosocial and cognitive development
Rationale
Correct answer: c.

c. denver II measures all items listed in c.

Incorrect answers: a, b, and d.
a. intelligence is not measured.

b. measures language.
d. inaccurate.

10. When asked by a child’s parent about Freud’s theory
of psychosexual development, which response by the
nurse would be most accurate?

a. Each stage of development is characterized by the
inborn tendency of all individuals to reduce ten-
sion and seek pleasure and is associated with a
particular conflict that must be resolved before
moving on to the next stage

b. Experiences during early childhood determine a
childs pleasure-seeking behaviors but have little
impact on later relationship and adjustment patterns

c. Freud identified 8 stages of psychosocial conflicts
and tasks that the individual strives to master from
infancy through adulthood

d. During the Latency stage of development patterns
of pleasure, reward and guilt become established.
Rationale
Correct answer: a.
Incorrect answers: b, ¢, and d.
b. Experiences during early childhood effect later
adjustments and relationships.
c. Erikson identified 8 stages of psychosocial con-
flicts from infancy through adulthood.

d. During Latency (6-12 years), sexual urges are sub-
merged into the unconscious and channeled into
productive activities.

11. When assessing an 11-month old, which of the fol-
lowing developmental milestone achievements would
the nurse expect to find as being the most recently
achieved?

a. Rolls completely over from back to abdomen
b. Attains sitting position independently

c. Walks holding on to furniture, cruising

d. Develops crude thumb-finger pincer grasp
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Rationale
Correct answer: C.
¢. cruises at 11 months.
Incorrect answers: a, b, and d.
a. Rolls over back to abdomen at 6 months.
b. Attains sitting position independently at 8-9 months.

d. Develops crude thumb-finger pincer grasp at 9
months.

12. Which is the first stage of Piaget’s theory of cognitive
development?
a. sensorimotor stage
b. oral stage
c. preoperational
d. development of trust
Rationale
Correct answer: a.
Incorrect answers: b, ¢, and d.
b. oral stage is stage 1 of Freuds theory.
c. preoperational is the thought process for 1-2 years
in Piaget’s sensorimotor stage.
d. development of trust is Erikson’s first stage of psy-
chosocial development.

13. During the routine well check-up visit of an 18-
month old, the mother asks the nurse the reason for
her son’s protruding abdomen. Which is a correct
response for the nurse to give?

a. Increased food intake at this age causes distention

b. Underdeveloped abdominal muscles bulge

c. Growth of the liver causes temporary protrusion

d. It is uncommon in toddlers and requires further
assessment

Rationale

Correct answer: b.

b. Undeveloped abdominal musculature gives the
toddler the characteristic protruding abdomen.

Incorrect answers: a, ¢, and d.

a. During toddlerhood, food intake decreases.

c. Development of the liver does not cause the
abdomen to protrude. d. Protruding abdomen is
common in toddlers.

14. The nurse teaches the parent about readiness for toi-
leting. Which event indicates that the time is not yet
right for toilet training?

a. Wakes up dry from a nap

b. Stays dry for 2 hours

c. Wants to have soiled diaper changed promptly

d. Moves with family to new home with bathroom
adjacent to bedroom

Rationale
Correct answer: d.
d. Moving is stressful and toilet training should not
be initiated during stressful period.
Incorrect answers: a, b, and c.
a, b, and c are all signs of readiness for toilet training.

15. When discussing development with parents of a
young child’s play group, which would the nurse cor-
rectly identify as the psychosocial development task
of the preschool child?

a. Initiative versus guilt

b. Autonomy versus shame and doubt
c. Industry versus inferiority

d. Identity versus role confusion

Rationale

Correct answer: a.

Incorrect answers: b, ¢, and d.

b. Is developmental task of toddlerhood.
c. Is task of school-aged child.

d. Is task of adolescence.

16. A preschooler is admitted to the hospital the day
before scheduled surgery. Witch of the following
actions will best help reduce the child’s anxiety in this
situation?

a. have parent wait outside the room as child settles
in

b. begin preoperative teaching immediately; 30
minute session

c. explain procedure in detail
d. give the child dolls, puppets, and medical equip-
ment to play out experience
Rationale
Correct answer: d.
Incorrect answers: a, b, and c.
a. parent should stay with the child.
b. Preoperative teaching is done shortly before the
procedure; sessions should be no longer than 20
minutes.

c. no reason for detailed explanations, will only fur-
ther frighten the child.

17. According to Freud, which is the psychosexual stage
of development of the preschooler?
a. Phallic or oedipal stage

b. Latency period
c. Anal stage
d. Genital stage

(continued)
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Rationale
Correct answer: a.

a. Phallic or oedipal stage, where genitals are central
Incorrect answers: b, ¢, and d.

b. Latency is school-age

c. Anal is toddlerhood

d. Genital is adolescent through adulthood

18. Which type of thought process is uncharacteristic of
the 3-year-old child?
a. Literal word interpretation

b. Magical thinking

c. Animistic thinking (inanimate objects take on
human attributes)

d. Intuitive thought

Rationale
Correct answer: d.

d. Intuitive thought (ages 4-7) is the 2nd phase of
Piaget's preoperational period, increasing com-
plexity in thought process and beginning ability to
classify.

Incorrect answers: a, b, and c.
a, b, and ¢, are all characteristics of the 3-year-old
child, and continue through preschool period.

19. When assessing a preschooler, which description by
the child of his or her parents would be considered
typical?

a. Persons who are in charge

b. Persons who can do no wrong, practically perfect
c. Old and rigid

d. Necessary evil

Rationale

Correct answer: b.

b. The preschooler sees parents as omnipotent, and
enjoys and benefits from their guidance.

Incorrect answers: a, ¢, and d.

a. May be, but not adequate

c. Rigid, not a bad trait for the preschooler who likes
order. Old is meaningless.

d. Maybe in adolescence

20. When exploring a 6-year old’s concept of death, what
would the nurse expect the child’s perception to be?
a. Death is punishment

b. Death is a temporary state of sleep
c. Death can be reversed
d. Death probably lasts forever

Rationale
Correct answer: d.
d. The 6-year old begins to see death as irreversible.

Incorrect answers: a, b, and c.
a. Adolescent has mature understanding of death.

b and c. Preschool child sees death as reversible

21. Which behavior indicates that an adolescent is using
formal thought?
a. Uses abstract arguments for making a point
b. Solves problems based on the here and now
c. Uses language correctly without clear understand-
ing of the meaning of words
d. Is increasingly logical in thinking patterns
Rationale
Correct answer: a.
a. Adolescent using abstract thought.
Incorrect answers: b, ¢, and d.
b and d are stages of concrete operations, in school-
aged child.
c. Preoperational stage using words appropriately,
without clear understanding of their meaning

22. Which is the psychosocial task of the middle adult
years?
a. raising the next generation
b. striving for identity
c. sharing life with another
d. searching for meaning in life

Rationale

Correct answer: a.
a. generativity versus stagnation.

Incorrect answers: b, ¢, and d
b. is seen in adolescence, identity versus role diffusion.
c. seen in young adulthood, intimacy versus isolation.
d. seen in the older adult, ego integrity versus despair.

23. Which assessment finding related to the pulmonary
function of an 89-year-old man who has come to the
clinic for his annual checkup, would the nurse inter-
pret as reflecting a normal age-related change?

a. an increase in functional alveoli

b. reduction of residual volume

c. adecrease in vital capacity

d. blood gases that show mild acidosis

Rationale

Correct answer: c.

c. adecrease in vital capacity. Loss of elastic forces in
the lung leads to an increase in residual volume
and a decrease in vital capacity.

Incorrect answers: a, b, d.

None of the other options are age-related changes related

to pulmonary function
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24. Which is a normal sign of aging that may appear dur-
ing assessment of the renal system of an 82-year old?
a. concentrated urine
b. microscopic hematuria
c. occasional incontinence
d. decreased glomerular filtration rate
Rationale
Correct answer: d.
Changes in the renal tubules cause a dramatic decrease in
the glomerular filtration rate.
Incorrect answers: a, b, c.
None of the other options are normal age related changes.

25. An older gentleman who likes to eat tells the nurse
that he has to use more salt than usual to make his
food taste good. A possible explanation for this
might be

a. he has deceased sensitivity of his taste buds

b. he needs more sodium to ensure good kidney
function
c. he is compensating for lost fluids.
d. he is confused due to his advancing age
Rationale
Correct answer: a.
a. the taste buds begin to atrophy at age 40 and after
age 60 there is an insensitivity to taste qualities.
There are also studies that indicate that there are
changes in the salt threshold in some elderly indi-
viduals.
Incorrect answers: b, ¢, d.
None of the other options would be correct or plausible
explanations of the client’s increased preference for salt.
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HEALTH AND WELLNESS

HEALTH

e World Health Organization (WHO, 1948): “health is a
state of complete physical, mental, and social well-being,
not merely the absence of disease”; holistic definition

e ANA social policy statement (1980): “dynamic state of
being in which the developmental and behavioral poten-
tial of an individual is realized to the fullest extent possi-
ble”; adds concept of moving toward optimal function

¢ Perception of what is health varies from individual to indi-
vidual depending on his/her age, knowledge, expectations
of self, and sociocultural background

WELLNESS

* Movement toward integration of human functioning;
maximizing of potential; self-responsibility for health;

increased self-awareness and satisfaction; wholeness of
mind, body, and spirit.

e Seven aspects identified by Anspaugh, Hamrick, and
Rosato are physical, social, emotional, intellectual, spiri-
tual, occupational, and environmental.

Health Models

¢ (Clinical Model—absence of S&S of disease indicates health;
clients believing in this model are motivated toward healthy
behaviors by a desire not to have a diagnosed disease

¢ Role Performance Model—health is the ability to perform
normal societal roles, i.e., work; with this model, motiva-
tion for healthy behaviors is motivated by desire to be able
to fulfill obligations at home, work, and in the community

Adaptive Model—disease is a failure of the client’s ability
to adapt and treatment is aimed at restoring ability to
adapt; the easier one can cope with changes in the internal
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or external environment, the better is the state of health;
motivated toward healthy behaviors by desire to alter self
as situations change

Eudaemonistic Model—health is the realization or actual-
ization of potential; illness prevents this actualization;
clients are motivated for health by joy and self-fulfillment.

Health Belief Models

Health Belief Models identify factors that contribute to
perceived state of health or risk of disease and hence there
is probability of a client participating in an appropriate
action plan for health.

These are primarily concerned with clients’ likelihood of
engaging in health-protecting behaviors (preventative
actions).

Factors Affecting Health

Biologic factors—genetic makeup, age, sex, and develop-
mental level

Education

Social network

Health care—availability, accessibility, and cost
Personal habits

Economic status

Family and cultural beliefs

Physical environment—climate, noise, air, water supply,
light, and exposure to toxic substances

HEALTH SCREENING

The purpose of health screening is to identify risk

factors or undiagnosed disease to allow for early inter-

vention.

Targeted screening—selected screening tests are based on

person’s age, gender, underlying health condition, or fam-

ily history.

Dangers of health screening are

—false positive results, which lead to more tests that may
involve risk of complications, cost money, and cause
anxiety;

—Tfalse negative results, which give false reassurance and
may keep a person from seeing a physician.

SCREENING RECOMMENDATIONS
FOR SPECIFIC AGE GROUPS

Neonate/infant

Height/weight

Growth and development (e.g., head circumference, Den-
ver Developmental Screening Test)

Urinalysis
Hematocrit or hemoglobin

Phenylketonuria (PKU) test (test for a genetically deter-
mined enzyme deficiency that causes mental retardation if
not treated; testing mandated by state law shortly after
birth)

Blood lead level at 9—12 months

Initial purified protein derivative (PPD) at 12 months

Toddler/preschooler

Vision
Hearing

Growth and development (head circumference to age 2,
DDST, speech and language)

Height/weight

Tuberculosis

Blood pressure starting at 3 years
Initial dental referral at 3 years
Hematocrit or hemoglobin
Cholesterol

Lead

Tuberculosis

School age children

Vision

Hearing

Blood pressure

Scoliosis

Height/weight
Tuberculosis (PPD)

Dental

Urinalysis

Hematocrit or hemoglobin

Adolescents and young adults

Sexually transmitted diseases
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e Papanicolau smear o Screening every 1-2 years for glaucoma starting at age 45
* Breast self-examination (Table 8-1) if family history of the disease
e Testicular self-examination (Table 8-2) * Pap smear for cervical cancer
* Blood pressure * Breast self-exam
* Vision o Screen for heart disease
e Hearing  Colonoscopy
* Height/weight * Pelvic exam for uterine cancer
¢ Dental * Screen for prostate cancer
e Mental health (eating disorders, depression, schizo- o Testicular self-exam

phrenia) * HIV testing up to age 65
e Tuberculosis (PPD) Over age 50

* Urinalysis * Eye exam every 2—4 years, every 1-2 years over age 65

* Hematocrit or hemoglobin « Hearing test every 10 years

Early adult * Dental exam 1-2 times per year
e Physical examination: females without symptoms every * Blood pressure check at least every 2 years
1-3 years; males without symptoms every 5 years ¢ Cholesterol check every 5 years
 Dental checkups: every 6 months » Diabetes screen every 3 years; every 1-3 years over
* Pap smear for cervical cancer age 65
o Self-breast exam * Annual skin exam (Table 8-3)

e Clinical breast exam * Colorectal cancer screening: fecal occult blood test
annually; sigmoidoscopy every 5 years; colonoscopy

* Baseline mammogram at 35 years
every 10 years

¢ Testicular self-exam
* Mammogram every 1-2 years

Middle adult * Pelvic exam every 1-3 years (less often over 65 and if neg-
* Physical examination: annual for females; every 2—3 years ative findings on previous screenings)

for males * Pap smear every 1-3 years
* Dental checkups: every 6 months * Bone mineral density test at least once by age 65

Table 8-1 Client Teaching: Self Breast Examination

There are three parts to a self breast examination:

e Palpation of each breast while lying down so the breast tissue is spread more thinly over the chest wall.
e Inspection of the breast in a mirror with good lighting while standing with the arms in different positions
e Palpation of each axilla while sitting or standing with arms loosely at the side of the body.

Begin with palpation of the right breast

e Lying on the back, place the right arm up and behind your head.

e Use the pads of the middle three fingers of your left hand to palpate for nodules or changes in consistency.

e Move the finger pads in a circular motion feeling first with gentle then with increasing pressure so changes at all levels of the tissue
can be felt.

e Progress in vertical lines going from your clavicle (collar bone) to the bottom of your ribs and from the middle of your side to your sternum
(breastbone) in the middle of your chest being certain not to miss any areas.

e Remember a firm ridge felt at the bottom of each breast where it attaches to the chest wall is normal.

Repeat for the left breast.

Proceed to inspection of the breasts.

e Stand in front of a mirror and look for changes in the breast such as dimpling of the skin, prominent blood vessels, asymmetry, changes in
size, pulling or deviation of the nipple inward or to one side, or nipple scaliness or discharge.
e Do this with hands on hips pressing down, arms loosely at sides, and with arms held up over the head.

Lastly. palpate each axilla.
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Table 8-2 Client Teaching: Self Testicular
Examination

e Perform once per month.

e Best done after a warm bath or shower because the scrotal skin
is relaxed making it easier to feel the testes and find any lumps
or changes in their size, shape or consistency.

e Examine the right and left testicle individually using both hands
for each one.

e Place the index and middle finger of each hand on top of the
testicle and the thumbs underneath; roll the testicle between the
finger pads.

e Keep in mind that the epididymis may feel like a small bump on
the upper or middle outer aspect of each testicle; this is normal.

e See your health care provider and report any unusual findings
without delay.

HEALTH PROMOTION

 Health promotion is comprisesd of activities designed to
develop human resources and behaviors that maintain or
enhance well-being; enabling people to maximize physi-
cal, mental, and emotional potential through increased
awareness, attitude change, and recognition of alternatives
related to healthy lifestyle choices.

* The focus of health promotion is on changing personal
behaviors and the environment.

 Current U.S. national health promotion and disease pre-
vention objectives are identified in Healthy People 2010,
Understanding and Improving Health, a publication of the
Public Health Service of the US Department of Health and
Human Services (See Table 8-4).

HEALTH PROTECTION

* Disease prevention or avoidance of health threats
* Interventions to prevent illness are as follows:

—Primary prevention: these are the actions that focus on
the prevention of health problems, e.g., health eduction
programs.

—Secondary prevention: these are the actions that
focus on the early diagnosis and prompt treatment

Table 8-3 Client Teaching: Self Skin Examination

e Need a full length mirror, a hand held mirror, and a good light

e Systematically inspect all skin areas for new lesions, lesions that
don’t heal, and changes in existing lesions.

e Remember that signs of malignant change in moles are asym-
metry, irregular border, altered color, surface or sensation, and
size greater than a diameter of 6 mm.

o Stand naked in front of the full length mirror and inspect the
entire front of the body from head to toe.

o Turn so your right side is facing the mirror, raise your right arm
over your head, and inspect all skin on the right side of the body.

o Repeat for the left side.

o Standing with your back to the full length mirror, use the hand
held mirror to inspect the skin on the back of the body includ-
ing the back of the neck and behind the ears.

o Sit down and examine the inner aspects of the legs, between
the toes and the soles of the feet.

o Inspect the skin between the fingers.

o Use a comb to part the hair an