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Emanuel  Shulman
Learning assistance center, Don Framam  Thursday 2pm – 10pm

First Quiz  9/12  6:15 – 6:45
I. Interviewing patients

a. FOUR PHASES 
i. Pre interaction: 

1. Plans for interview

2. Reviews chart

3. Identify personal feeling that may arise

4. Wash hands

ii. Introduction of self and identify your patient

1. Tell what you are going to do

2. Set goal of assessment

iii. Working phase – assessment

1. Physical, mental health , environmental, and social situation

2. Family hx

3. Meds

4. Allergies

5. Coping skills (family support)

iv. Termination phase – end of interview

1. Miss anything?

2. Review plan

b. Establish a relationship

c. What is wrong, from patient’s perspective

d. Gather information on patient (assessment)

i. Assessment – identify health status and establish a plan

e. Health risks

i. Immunity

ii. Smoke, drink

iii. Actual or potential risks

f. Interview technique questions

i. Open ended

ii. Direct

iii. Closed questions

iv. Validating (form a question based on their answer)

v. Clarifying – restate their answer  “let me understand . . . “
vi. Reflective: “ what do you think you should do?”

vii. Sequencing:  put things in chronological order (like a statement) 

Communication process of sharing information

· Components

· Sender or source

· Messages

· Notes

· Handoffs

· Channel – medium to convey messages

· Paper or electronic

· Receiver translates message (decoder)

· Feedback – verbal or non-verbal that the message has been understood

· Make sure you understand

· Make sure they understand

· Did they understand?

· Types of communication

· Verbal

· Non verbal (expressions, silence, jestures)

· Factors that influence communication with patient

· Age, gender, culture, values, functional level, developmental level

Blocks to communication

· Failure to listen

· Inappropriate comments

· Clichés

· Yes-no questions

· Use “why”, “how” or probing

· Using leading questions

· Giving advice

· Making judgements

· Unprofessional language

· Elderspeak

· Street language

1. Stress and adaptation : STRESS: a condition in which a person experiences changes in the normal balanced state.

a. Three phases of General Adaptation Syndrome (GAS)

i. Alarm – perception of stressor: general resistance drops.

1. Shock phase – epi release

2. Counter shock phase

ii. Resistance – body adapts.  Response by the adrenals to disequilibrium caused by stressors.

iii. Exhaustion – repeated exposures to stress take their toll.  When unable to continue to adapt resulting with disease, psychic disease or death.

b. Two responses of Local Adaptation Syndrome (LAS)

i. Inflammation

ii. Pain

c. Stressors:  internal, external, situational.  ** any event or stimulus that causes an individual to experience stress.

d. Factors that determine the response to stress:

i. Nature of stressor

ii. Number of stressors

iii. Duration

iv. Past experience with similar stressors

v. Personal factors

e. Physiological response to stress:  increased heart rate, contractility, breathing rate and volume, decreased urinary output and perspiration.

f. Subjective manifestations:  Feer, thoughts of impending doom, excitement, anger, depression.

g. Techniques for managing stress:

i. Time management : prioritizing

ii. Exercise

iii. Using past experiences to manage similar stressors

iv. Setting goals

v. Using support systems

vi. Good sleep cycle

For every day in ICU it takes 1 week to recover

Exercise : active contractions and relaxation of muscle groups


Isotonic exercise : muscle shortening  - active movement, weight bearing.


Isometric exercise: muscle contraction without movement


Isokinetic exercise: muscle contraction with resistance.

Immobility: decrease in muscle contractions and relaxation

1. Adverse effects of immobility on oxygenation of tissues

a. Increased mortality

b. Decreased quality of life, health status
STRESS MODELS:    Stimulus Based and Response Based

Effects of long bedrest (immobility) on body systems:

1. Cardiovascular System

a. Diminished cardiac reserve (imbalance on autonomic system). Person may become tachy with even a small amount of exertion

b. Resting heart rate rises .5 beats per day

c. Increased use of valsalva maneuver – person may cause this just sitting up in bed.

d. Orthostatic Hypotension – vasoconstriction becomes dormant

e. Venus vasodilation and stasis – the tiny valves in the veins of the legs stop functioning due to muscle atrophy.

f. Dependant edema and thrombus formation.

g. INTERVENTION:  Get patient out of bed

2. Respiratory System

a. Decreased respiratory movement (vital capacity) – passive alteration in recumbent position

b. Pooling of respiratory secretions – normally expelled by changing positions

c. Atelectasis – pooled secretions may occlude a bronchiole, causing a lack of surfactant and collapse of alveoli.

d. Static pneumonia – pooled secretions are a breeding ground for bacterial growth

e. INTERVENTION:  Ambulate Pt, incentive sporometry, Chest pt, lots of fluids.,

3. Metabolic system

a. Immobility = decreased BMR

b. Decreased metabolic rate – energy requirements down.

c. Negative nitrogen balance – catabolism reactions exceed anabolism.  Catabolized muscle mass releases nitrogen

d. Anorexia – loss of appetite – negative calcium balance – bone loss from non use.

e. INTERVENTION:  Protein supplements

4. Urinary System

a. Urinary stasis – lack of gravity – stopping or slowing occurs in only a few days

b. Renal calculi – stones:  stone formation from excess calcium and urine becomes more alkaline

c. Urinary retention – accumulation of urine in the bladder causes decreased muscle tone leading to incontinence.

d. Urinary infections from static urine and bacteria

e. INTERVENTION: remove foley cath as soon as possible, ambulation

5. Gastrointestinal system

a. Constipation is frequent – reluctance to use bedpan, delayed defecation, and narcotics
b. INTERVENTION: fluids and moving patients

6. Integument system

a. Reduced skin turgur – atrophy due to long term immobility.  Shifts in fluids effect health of the dermis.

b. Pressure Ulcers (4 stages)

i. Stage 1 – Persistant redness of skin

1. Itchy, cool or warm

2. Not broken

3. May look like a bruising in dark skinned people

ii. Stage 2 – Skin is broken, shallow crater

1. Looks like a boil

iii. Stage 3 – Subcutaneous skin layer involvement

1. Shallow crater

iv. Stage 4 – Crater down to the muscle or even the bone

7. Musculoskeletal system

a. Disuse osteoporosis – bones demineralize due to non-use

b. Disuse atrophy

c. Contractures – permanent shortening of muscle

d. Stiffness and pain.

e. INTERVENTIONS:  Active, assisted and passive range of motion,  Protective position (turn patient every two hours), Prevent outward rotation of femur, foot drop.

8. Psycho neurologic System (psychosocial)

a. Negative effects on mood when unable to move around.

b. Perception of time intervals deteriorates

c. Anxiety caused by loss of control.

d. Frustrations can lead to exaggerated emotional reactions.

e. Decreased self esteem.

Assessing

Purpose:
Identify the health status



Collect information



Analyze the information



Establish a Plan



Deliver interventions to meet the needs of the patient ( begin nursing process)

Phases:

Assessment,  Diagnosis,  Planning,  Implementation,  Evaluation

Cephalocaudal:  head to toe approach.

Observation Characteristics:  (Scientific Observation)

Purposeful (targeted),  Planned,  Objective (unbiased)

Interview; purpose is to establish a therapeutic, interpersonal relationship


Characteristics:


Structured (see nursing guides)



Time limited



Goal directed.

Definitions:

Medical Asepsis: reducing microorganisms to an acceptable level AND preventing microorganisms from spreading.

Surgical Asepsis: reducing microorganisms to near zero   (when changing a dressing)

Nosocomial: health care associated infection.  Associated with delivery of care in a health care facility.


Endogenous infection: came from patient

Exogenous infection: came from outside patient’s body

Iatrogenic infection:  resulting from a diagnosis or procedure.

To promote medical asepsis : gloves, masks, face shields, antiseptic hand gell

Wash hands:   Before patient contact



Before and after eating



After bathroom



After de-gloving

Use Gloves when exposure to Body Fluids, Blood, Changing Bed, Handling Bed Pans, Brushing teeth and when needed.

1. Skin assessment

a. Color (normal for their race)

b. Turgur – flexibility, hydration

c. Temperature – local or generalized (LAS vs GAS)

d. Skin moisture

e. Lesions, injuries – intact? Hard? Irregular? Symmetrical edges?

f. Texture – birthmark, moles, raised or discolored

g. Mucus membranes

2. What type of hygene is needed

BODY MECHANICS and ACTIVITY

Terms

Atony: loss of muscle strength


Atrophy:  partial or complete loss of tissue

Body mechanics:  efficient, coordinated and safe use of the body to move objects and carry out activities of normal living.
I. Proper body mechanics needed during activity and rest

II. Anti-embolism stockings “TEDS”

a. On before ambulation

b. 2 pair for client (label them)

c. Take off during assessment 

d. No wrinkles

e. Use socks or slippers over them to ambulate

III. Restraints

a. 2 fingers fit under restraint to assure blood flow

b. Check every two hours, or per facility rules

c. Ambu alarm: alternative to restraint

d. A chair with a tray is considered a restraint

e. Alternatives

i. Family members

ii. Distractions (count towels)

iii. Put person on floor mattress

Positions:  SIMS : lateral , protective side (recovery position)

Supine


Use a rolled up towel as an assistive device (trochanter roll)

Range of Motion (ROM)

I. Flexion to extension without force : purpose is to prevent atrophy.

a. Provide support for joint

b. Patient comfort level – work to point of pain

c. Smooth, no force

d. Allow for rest

e. Always better to do active rom

Transferring patients – gate belt or walking belt

Move to ineffective side.

Patient safety:  Bed in low position, side rails up (2), wheels locked, call button in reach

Wheel chairs: lock wheels, front wheels parallel.

Vital signs

Vascular assessment:


Pulses

a. Radial

b. Pedal

c. Popiteal

d. Posterior tibial (inner aspect of ankle)

e. Anterior tibial

f. Femoral

g. Carotid 

h. Temporal

i. Apical (listen) (routine for up to 3yo)
j. Brachial (BP & cardiac arrest infants)

Pulses: 

a. Rate : fast, slow, bpm

b. Bilateral equal?

c. Quality: strong, bounding, weak, thread

d. Regular?  Regular, irregular, irregularly regular

e. Capillary refill

Newborn 80-180 bpm – av 130

1 year old 80-140 bpm – av 120

5 to 8 years old 75-120 – av 100

Neurological Assessment  (sensation)
1. Can they feel (sharp or dull)

2. Point in space (what am I touching)
3. Compare left to right

Respiration
Two types:


Costal (thoracic) – external intercostals muscles and other accessory muscles


Diaphragmatic (abdominal) – contraction and relaxation of the diaphragm
Rate controlled by:

a. Respiratory centers in the medulla oblongata and the pons of the brain

b. Chemoreceptors located centrally in the medulla and peripherally in the carotid and aortic bodies.

i. Respond to changes in concentrations of oxygen, carbon dioxide and hydrogen

Prior to assessment, nurse should be aware of:

· Clients normal breathing pattern

· Health problems related to breathing
· Medications that may effect breathing

· Relationship of breathing to clients cardiovascular function

Assess the RATE, DEPTH, RHYTHM, QUALITY, EFFECTIVENESS

Dyspnea : difficulty breathing

Orthopnea : ability to breath only in upright or standing position.

Breath sounds

Audible without amplification

· Stridor – shrill, harsh sound heard during inspiration with laryngeal obstruction

· Stertor – snoring or sonorous respiration, caused by partial upper airway obstruction

· Wheeze – continuous high pitched musical squeak or whistling occurring on expiration and sometimes on inspiration caused by air moving through narrow passageways.

· Bubbling – gurgling sounds heard as air passes through moist secretions in the respiratory tract.

Breath sounds

Normal:

1. Vesticular: soft intensity, low pitched gentle sighing over peripheral lung, best at base

2. Broncho-vesticular: moderate intensity and moderate pitching “blowing” sounds heard between the scapula and lateral to the sternum at first and second intercostals spaces

3. Bronchial: high pitched, loud, harsh : anteriorly over the trachea

Adventitious (not normal

4. Crackles (rales) : fine, short, interrupted crackling sounds – most commonly heard in the base of the lungs.

5. Gurgles (rhonchi): continuous, low pitched, course, gurgling, harsh, louder sounds with a moaning or snoring quality.  Heard over most lung areas, but predominate over the trachea and bronchi

6. Friction rub: superficial grating or creaking sounds heard, not related to coughing.  Heard in areas of greatest thoracic expansion

7. Wheeze: continuous high pitched, squeaky musical sounds.  Heard over all lung fields

Movement:


Intercostal retractions – indrawing between the ribs


Substernal retractions – indrawing beneath the breastbone


Suprasternal retraction – indrawing above the clavicles

Palpate chest expansion for equal movement, vibration, body alignment, tenderness and masses.

Rate: assess for 30 seconds if regular and 60 seconds if irregular
Blood Pressure

Defined: a measure of the pressure exerted by the blood as it flows through the arteries.


Systolic – at contraction


Diastolic – at relaxation

Factors affecting blood pressure:

· Age – newborns have a systolic of about 75, BP rises with age until puberty, then declines a little
· Elderly and disease process like arteriolosclerosis have a higher BP.

· Exercise – Physical activity increases the BP
· Stress – elevates BP
· Race – black males over 35 have higher blood pressure than white males of the same age
· Gender – after puberty females usually have lower blood pressure

· Medications

· Obesity – prone to hypertension

· Diurnal variations - usually lowest in the morning, peaks in late afternoon

· Disease process - 

Assess using a sphygmomanometer (who thought this one up?)
1. Select correct size cuff

2. Place cuff on the arm with the bladder centered on brachial artery, about 1 inch above the antecubital space.

3. Hold the arm at the same elevation as the heart.

4. Initial exam – take a palpatory BP to determine how high the cuff will be inflated to (30mm above systolic)

5. Wait 1 to 2 minutes then take normal BP
6. Listen for Korotkoff phase (I, IV, and V) 

7. Deflate the cuff rapidly

8. If the pressure falls outside the normal range, repeat it in about 2 minutes.

To determine the normal systolic pressure for a child:  BP=80 + (2 x age)

Pulse Oximetry

PAIN   The fifth vital sign

Barriers:


Inadequate assessment – many don’t voice their complaints unless asked


Fear of treatment

Assessment


Pain history


Direct observation of



Behaviors



Physical signs of tissue damage



Secondary physiologic responses




Holding the affected body part immobile




Purposeless body movement




Confusion, restlessness, hostile, aggressive

Pain assessment mnemonic

COLDERR

Character – sharp, aching, burning

Onset – when started, how it changed

Location – where it hurts

Duration – constant versus intermittent

Exacerbation – what makes it worse

Relief – what makes it better

Radiation – patter of shooting/spreading/location of pain.

Physical Assessment
1. Methods of examining

2. Inspection

a. Moisture, color, texture of body surfaces, shape, position, size color and symmetry
3. Palpation

a. Texture, temperature, vibration (joint), position (size, consistency and mobility of organs or mass), distention, pain on palpation
4. Percussion – striking body surface to elicit sounds or vibrations that can be felt: determines the size and shape of internal organs or masses.  Indicates whether they are fluid filled, air filled or solid.  Elicits 5 types of sounds: FLATNESS, DULLNESS, RESONANCE, HYPERRESONANCE and TYMPANY.

a. Direct – strikes with pads of fingers (used on sinus)

b. Indirect – striking an object (e.g. finger)

i. Middle finger of the no dominant hand (pleximeter) is placed firmly on client’s skin with distal phalanx and joint on skin.  Use the tip of flexed middle finger of the other hand (plexor) to strike at the distal interphalangeal joint with firm rapid blows.

5. Auscultation

a. Described according to their pitch, intensity, duration and quality.

6. Appearance and mental Status : assessed in relationship with the client’s culture, educational level, socioeconomic status, current circumstances, age, sex and race.
a. Body build, height, weight

b. Posture, gate, standing, sitting and walking

c. Hygiene and grooming

d. Body and breath odor

e. Signs of health or illness

f. Attitude

g. Affect or mood and appropriateness of client’s response

h. Quality of speech

i. Relevance of organized thoughts

j. Document findings as appropriate.

Abdominal Assessment 

· Assess to determing presence or absence of paristalsis

· Check for 

· Color, contour, symmetry, ascultate for 5-20 second gurgle

· Palpate the area of pain LAST

· Soft, rigid , distended?

· Document pain, tenderness, masses

Asepsis

True pathogen causes disease in a healthy person

Opportunistic pathogen causes disease in only susceptible persons.

Inflammatory response to infection (non specific)


Five signs:  Pain, Swelling, Redness, Heat, impaired function of the part


Three stages of inflammatory response

1. Vascular and cellular responses

a. Hyperemia – increased blood flow to area

b. Release of chemical mediators (histamine) – fluid, protein and leukocytes leak into the interstitial space.

c. Pain is caused by the pressure

d. Blood flow slows in the area, allows leukocytes to stay.

e. Bone produces large numbers of leukocytes in response (leukocytosis)

2. Exudate Production

a. Fluid from blood vessels, dead phagocytic cells, dead tissue cells, fibrinogen, thromboplastin and platelets form a network to wall off the damaged area.

3. Reparative phase: healing – granulation tissue forms, then this tissue shrinks, collagen fibers contract and form a firmer fibrous tissue called cicatrix (as scar).
Specific Defenses

Antigen: substance that induces a state of sensitivity or immune responsiveness (immunity)


If this substance originates in the persons own body, this is called a autoantigen.

Antibody mediated defenses (humoral immunity)


Reside in the B lymphocytes and mediated by antibodies produced by B cells

Active immunity

Host produces antibodies in response to a natural antigen (infectious microorganism)
Passive immunity

Host receives natural, or artificial antibodies produced from anther source (mother, injection)

Cell mediated defenses (cellular immunity)

1. Occurs through the T-cell system

2. On exposure to an antigen, the lymphoid tissue releases a large amount of activated T cells.

a. Helper T cells – help the immune system

b. Cytotoxic T cells – attack and kill microorganisms and sometimes the body’s own cells

c. Suppressor T cells – suppress functions of the helper and cytotoxic T cells

When cell mediated immunity is lost (as in HIV), an individual is defenseless against most viral bacteria and fungal infections.

Factors:

· Host susceptibility 

· Affected by age, heredity, level of stress, nutritional status, current medication, preexisting disease process.

Laboratory data

· Elevated leukocyte count (4500 to 11000 is normal)

· Increases in specific types of leukocytes

· Elevated erythrocyte sedimentation rate (ESR) (red blood cells normally settle slow, but the rate increases in the presence of inflammatory process.

· Urine, blood, sputum and other drainage cultures

Risk for infection noted due to:

· Inadequate primary defenses: broken skin, traumatized disuse, decreased ciliary action, etc.

· Inadequate secondary defenses: leucopenia, immunosuppressant, decreased hemoglobin.

Goals for clients susceptible to infection

· Maintain or restore defenses

· Avoid the spread of infectious organisms

· Reduce or alleviate problems associated with the infection.

Sterilizing:  A process that destroys all microorganisms, including spores and viruses.

· Methods:

· Moist heat (autoclave)

· Gas (ethylene oxide gas) – for heat sensitive items

· Boiling water – most practical and inexpensive method. HOWEVER spores and some viruses are not killed by this method.  Minimum boiling time is 15 minutes

· Radiation: both ionizing (alpha, beta, x ray) and no ionizing (ultraviolet) are used for disinfection and sterilization

Assessment

· 
General Survey: Inspection, Palpation, Auscultation, Percussion, 


· 

Appearance , grooming, mood, speech, 

· 

Vitals , height, weight

· Vital Signs

· Monitor functions of the body that cannot be seen.
  They paint a picture physiologically, metabolically, and emotionally.

· Blood pressure: measures peripheral resistance;  Goes up with age

· Normal BP  120/80

· Pre Hypertension  120-139/80-89

· Stage 1 hypertension  140-149 systolic

· Stage 2 hypertension 150 and above systolic

· Respirations:  Infant 30 – 80 per minute

· Adult 12 – 20 per minute

· As adults get older their respirations go up

· Controlled by the medulla oblongata and the pons

· Depth, Rate, Rhythm, symmetry

· Pulse Ox : normal is 90 – 100, below 85% needs to be addressed

· Normal adult heart rate is 60 – 100 bpm

· Most accurate place to take a pulse – apical

· Quality, Rate, Rhythm

· Temperature:

· Norms
Oral 98.6

· Rectal 99.5

· Auxiliary 97.6

· Tympanic 99.5

· Fluctuates as much as 1 degree during the day, usually late in the day.
· Has diurnal (light and day) and circadian (24 hour) rhythms

· Newborns have poor temp. regulation – cannot shiver

· Elderly : lower temperature and have difficulty regulating.

· NEVER TREAT A CHILD UNDER 15 WITH ASPRIN

Nursing Process

Diagnosis -a statement or conclusion regarding the nature of a phenomenon.
Nursing diagnosis – Clients problem statement plus etiology (cause relashionship)

1. Three components

a. The problem and it’s definition

b. Etiology

c. Defining characteristics

PES – three part diagnostic statement

A good beginning is the subjective data over the objective data.


Assess, Diagnose, Plan, Implement, Evaluate

The nursing process is a systematic, patient centered, goal oriented method of patient care.  This provides a framework for nursing practice.  (nursing practice act of 1973)

· Phase 1
· Assessing

· The nurse collects data on patient’s response to the health problem

· Data is validated, analyzed, prioritized, and clustered.  (see Kozier p180)

· Phase 2

· Nursing diagnosis

· “Risk for” diagnosis

· Etiology (cause)

· As evident by . .

· Lab results

· X rays

· Patient states

· ……

· Diagnostic label

· Remember:  to write the “related to” think that if it was removed, would the problem go away.

· Phase 3

· Planning

· What is planned

· What is the expected outcome

· Phase 4

· Implementing nursing interventions

· Delegate and supervise others.

· Nurse initiated, MD initiated, collaborative initiated

· Phase 5

· Evaluation

· Has the patient reached the desired outcome

· Observe patient – have they learned what was taught?

· Return demonstration?

· Have outcomes been met?  If not, why not?

· Evaluation statement that the goal was reached with supporting data.

C	color & circulation


M	motion


S	Sensation


T	Temperature


P	Pulse








