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PREFACE

Foundations of Basic Nursing, third edition, is designed for
the beginning semester of a practical/vocational nursing
program. It includes information on student nurse skills for
success, microbiology, infection control (Standard Precau-
tions), growth and development, legal and ethical issues, com-
munication, documentation, nursing process, client teaching,
cultural aspects, complementary/alternative therapies, well-
ness concepts, stress/anxiety, end-of-life care, rest/sleep,
safety/hygiene, nutrition, fluid/electrolyte/acid-base balance,
medication administration, IV therapy, assessment, pain man-
agement, diagnostic tests, and nursing procedures. There is a
strong emphasis on life span development, older adult needs,
and professional adjustments. Chapters on bioterrorism, spiri-
tuality, and self-concept enhance the student’s learning of cur-
rent nursing issues. Together with Foundations of Adult Health
Nursing, third edition, and Foundations of Maternal & Pediatric
Nursing, third edition, both also by White, Duncan, and
Baumle, the books cover an entire curriculum for a practical/
vocational nursing program.

Although a systems approach is presented, the concept
of holistic care is fundamental to this text. Throughout the
book, boxes highlight special topics regarding critical thinking
questions, memory tricks, life span development, client teach-
ing, cultural considerations, professional tips, community/
home health care, safety, and infection control. Pharmacol-
ogy basics, medication administration, and diagnostic testing
are presented. The concept of critical thinking, presented in
the first chapter, lays the foundation for the entire nursing
process, presented in great detail and incorporating current
NANDA diagnoses and NIC/NOC references. The student
is provided with opportunities to demonstrate knowledge
and develop critical thinking skills by completing Case Studies
included in many of the chapters. Concept Maps and Concept
Care Maps challenge the student to incorporate the interrelat-
edness of nursing concepts in preparation for clinical practice.
The student has the opportunity to assess knowledge and
critical thinking of essential nursing concepts by answering
NCLEX®-style review questions at the end of each chapter.

Health care settings are changing, multifaceted, challeng-
ing, and rewarding. Critical thinking and sound nursing judg-
ments are essential in the present health care environment.
Practical/Vocational nursing students confront and adapt to
changes in technology, information, and resources by building
a solid foundation of accurate, essential information. A firm
knowledge base also allows nurses to meet the changing needs
of clients. This text was written to equip the LPN/VN with
current knowledge, basic problem-solving and critical think-
ing skills to successfully pass the NCLEX®-PN exam and meet
the demanding challenges of today’s health care.

ORGANIZATION

Foundations of Basic Nursing, third edition, consists of 31
chapters grouped into 8 units.

- Unit 1: FOUNDATIONS—discusses student nurse skills
for success (including critical thinking, time management,
study skills, and life organizing skills); holistic care; nurs-
ing history, education, and organizations; and legal and
ethical responsibilities.

. Unit2: THE HEALTH CARE ENVIRONMENT —
describes the health care delivery system and arenas of
care, focusing on the various settings in which practical/
vocational nurses practice.

« Unit 3: COMMUNICATION—addresses the process of
communication, how communication is used in the nurse/
client relationship; generational differences; and technical
and legal aspects of documentation. Each component of
the nursing process is explained in a clear, concise manner.
Electronic medical records and technological information
is incorporated throughout the chapters. The client teach-
ing process is presented as a major nursing intervention
for clients throughout the life span.

- Unit4: DEVELOPMENTAL AND PSYCHOSOCIAL
CONCERNS—describes the growth and development
changes throughout the life span; cultural aspects and

XXix



XXX PREFACE

considerations; stress, adaptation, and anxiety; grief and
end-of-life care.

- Unit §: HEALTH PROMOTION—addresses self-
concept, spirituality, and complementary/alternative
therapies. Wellness concepts, basic nutrition, rest and
sleep, and safety/hygiene are presented as methods of
promoting health.

« Unit 6: INFECTION CONTROL—presents the chain
of infection, describes various types of pathogenic micro-
organism, presents the concepts of asepsis and aseptic
technique along with Standard Precautions and isolation
measures, and discusses issues regarding bioterrorism.

 Unit 7: FUNDAMENTAL NURSING CARE—discusses
fluid, electrolyte and acid-base balance. Medication
administration and IV therapy are presented in nursing
process format. Also included are legal considerations,
dose equivalents, and dosage calculations. Assessment
is covered in great detail, including head-to-toe physical
assessment, nursing history, and functional assessment.
Pain management is detailed in causes of pain, transmis-
sion and perception, assessment methods, and nursing
interventions for pain relief. Nursing care for a client
encountering diagnostic tests is thoroughly covered. The
most commonly-ordered diagnostic tests are presented in
tables that provide the normal results and nursing consid-
erations.

- Unit 8: NURSING PROCEDURES—basic, intermedi-
ate, and advanced procedures follow the nursing process
format and are presented in step-by-step fashion. Ratio-
nale is given for each step, and figures add to the clarity of
the procedures.

FEATURES

Each chapter includes a variety of learning aids designed to help
the reader further a basic understanding of key concepts. Each
chapter opens with a Making the Connection box that guides
the reader to other key chapters related to the current chapter.
This highlights the integration of the text material. Procedures
used for the care of clients with medical/surgical disorders are
identified as appropriate. Learning Objectives are presented at
the beginning of each chapter as well. These help students focus
their study and use their time efficiently. A listing of Key Terms
is provided to identify the terms the student should know or
learn for a better understanding of the subject matter. These are
bolded and defined at first use in the chapter.

The content of each chapter is presented in nursing
process format. Where appropriate, a Sample Nursing Care
Plan is provided in the chapter. These serve as models for
students to refer to as they create their own care plans based
on case studies. Case Studies are presented at the conclu-
sion of most chapters. These call for students to draw upon
their knowledge base and synthesize information to develop
their own solutions to realistic cases. Nursing Diagnoses,
Planning/Outcomes, and Interventions are presented in a
convenient table format for quick reference. Concept Maps
and Concept Care Maps are visual pictures of interrelated
concepts as they relate to nursing.

A bulleted Summary list and multiple-choice NCLEX®-
style Review Questions at the end of each chapter assist the

student in remembering and using the material presented.
References/Suggested Readings allow the student to find
the source of the material presented and also to find addi-
tional information concerning topics covered. Resources are
also listed and provide names and internet addresses of orga-
nizations specializing in a specific area of health care.

Boxes used throughout the text emphasize key points and
provide specific types of information. The boxes are:

- Critical Thinking: encourages the student to use the
knowledge gained to think critically about a situation.

- Memory Trick: provides an easy-to-remember saying or
mnemonic to assist the student in remembering important
information presented.

- Life Span Considerations: provides information related
to the care of specific age groups during the life span.

« Client Teaching: identifies specific items that the client
should know related to the various disorders.

« Cultural Considerations: shares beliefs, manners, and
ways of providing care, communication, and relationships
of various cultural and ethnic groups as a way to provide
holistic care.

- Professional Tip: offers tips and technical hints for the
nurse to ensure quality care.

- Safety: emphasizes the importance of and ways to main-
tain safe care.

- Community/Home Health Care: describes factors to
consider when providing care in the community or in a cli-
ent’s home, and adaptation in care that may be necessary.

- Drug Icon: highlights pharmacological treatments and
interventions that may be appropriate for certain condi-
tions and disorders.

- Collaborative Care: mentions members of the care team
and their roles in providing comprehensive care to clients.

- Infection Control: indicates reminders of methods to
prevent the spread of infections.

The back matter includes a Glossary of Terms. The appen-
dices include NANDA Nursing Diagnoses; Recommended
Childhood, Adolescent, and Adult Immunization Sched-
ules; Abbreviations, Acronyms and Symbols; and English/
Spanish Words and Phrases. Standard Precautions are
found on the inside back cover.

NEW TO THIS EDITION

Added 3 new chapters:

- Chapter 185, Self-Concept, presents a global understand-
ing of the dimensions, formation, and factors affecting
self-concept to facilitate client coping and promote overall
physical and mental wellness.

- Chapter 16, Spirituality, provides understanding of the
basic human need for spirituality and prepares the nurse
to integrate the spiritual aspect of each client into the care
provided.

- Chapter 23, Bioterrorism, discusses the major agents of
bioterrorism, protective measures prior to and following a
terrorist attack, and delineates the roles of the nurse, vari-
ous levels of government, and each person in the event of
a terrorist attack.



Extensively updated chapters:

Chapter 13, End-of-Life Care includes sections on fluids
and nutrition, palliative care and hospice care, and pain
management

Chapter 27, Pain Management, features an improved
section on patient controlled analgesia (PCA) and oral
patient controlled analgesia, medication on demand
(MOD®); a discussion of gate control theory of pain;
and a presentation of the Joint Commission standards for
pain management and the World Health Organization’s
(WHO) pain management guidelines.

Updated content within chapters:

Additional coverage of learning disabilities
Information on preparing for exams and test-taking tips

Includes coverage of Scientology beliefs in the Cultural
Considerations chapter

Follows the federal government’s new recommended food
pyramid, MyPyramid

Updates to the Assessment chapter include assessing cli-
ent using complementary/alternative therapy and assess-
ment of edema

Thorough updating of the basic, intermediate, and
advanced procedure chapters with new photos for the
visual learner

Thorough updating of the Diagnostic Tests chapter with
the addition of new current diagnostic testing procedures
Added older adult content to the Life Span Development
chapter and emphasized geriatric content in Life Span
Considerations boxes

Other additions:

Added case studies to all chapters as appropriate; case
studies offer a mixture of critical thinking and nursing pro-
cess questions

Added Concept Maps to several chapters so the student
can link facts with real life clinical practice

Added Concept Care Maps to chapters as appropriate for
visual picture of the nursing process

Increased number of challenging and applicable critical
thinking questions

Cultural considerations updated and cultural content
included throughout the text

Added Adult Immunization Schedule along with Child-
hood and Adolescent Immunization Schedules

Added current NANDA diagnoses according to NANDA-
International (2009) Nursing Diagnoses, 2009-2011 Edition:
Definitions and Classification (NANDA Nursing Diagnosis).
Added new NCLEX®-style review questions at the end of
chapters to help students challenge their understanding of
content while gaining practice with this important ques-
tion style.

Added memory tricks for ease of student recall of perti-
nent information.

Numerous new photos and illustrations for improved pre-
sentation of concepts.

New, free, StudyWARE™ CD-ROM provides interactive
games, animations, videos, heart and lung sounds, and
much more to augment the learning experience and sup-
port mastery of concepts.
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EXTENSIVE TEACHING/
LEARNING PACKAGE

The complete supplements package for Foundations of Basic
Nursing, third edition was developed to achieve two goals:

1. To assist students in learning the information and pro-
cedures presented in the text.

2. To assist instructors in planning and implementing
their programs for the most efficient use of time and
other resources.

INSTRUCTOR RESOURCES

Foundations of Nursing Instructor’s
Resource, fourth edition

ISBN-10: 1-428-31780-5

ISBN-13: 978-1-428-31780-2
The Instructor’s Resource has four components to assist the
instructor and enhance classroom activities and discussion.

Instructor’s Guide

- Instructional Approaches: Ideas and concepts to help
educators manage different presentation methods. Sug-
gestions for approaching topics with rich discussion topics
and lecture ideas are provided.

- Student Learning Activities: Ideas for activities such as
classroom discussions, role play, and individual assign-
ments designed to encourage student critical thinking as
they engage with the concepts presented in the text.

- Resources: Additional books, videos, and resources for
use in developing and implementing your curriculum.

- Web Activities: Suggestions for student learning experi-
ences online, including specific websites and accompany-
ing activities.

- Suggested Responses to the Case Study: Case studies
located throughout the core book challenge student criti-
cal thinking with questions about nursing care. Suggested
responses are included.

- Answers to Review Questions: Answers and rationales for
all end-of-chapter NCLEX®-style questions are provided.

Computerized Testbank

- Includes a rich bank of questions that test students on
retention and application of material in the text.

- Many questions are now presented in NCLEX® style,
with each question providing the answer and rationale, as
well as cognitive levels.

- Allows the instructor to mix questions from each of the
didactic chapters to customize tests.

Instructor Slides Created in PowerPoint

- A robust offering of instructor slides created in Power-
Point outlines the concepts from text in order to assist the
instructor with lectures.

« Ideas presented stimulate discussion and critical thinking.
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IMAGE LIBRARY

A searchable Image Library of more than 800 illustrations
and photographs that can be incorporated into lectures, class
materials, or electronic presentations.

STUDENT RESOURCES

Foundations of Basic Nursing Study
Guide

ISBN-10: 1-428-31783-X
ISBN-13: 978-1-4283-1783-3

A valuable companion to the core book, this student resource
provides additional review on all 61 chapters of Foundations
of Nursing with Key Term matching review questions, Abbre-
viation Review Exercises, Self-Assessment Questions, and
other review exercises and activities. Answers to questions
are provided at the back of the book, making this an excellent
resource for self-study and review.

Foundations of Basic Nursing Skills
Checklist

ISBN-10: 1-428-31784-8
ISBN-13: 978-1-428-31784-0

This excellent resource helps students evaluate their com-
prehension and execution of all the basic, intermediate and
advanced procedures covered in the core book.

Foundations of Nursing Online Companion

ISBN-10: 1-428-31779-1

ISBN-13: 978-1-428-31779-6
The Online Companion gives you online access to all the com-
ponents in the Instructor’s Resource as well as additional tools

to reinforce the content in each chapter and enhance class-
room teaching. Multimedia animations, additional chapters,
and resources related to workplace transition are just some of
the many resources found on this robust site.

CL eBook to Accompany Foundations
of Basic Nursing, third edition

printed access code ISBN-10: 1-435-48790-7
printed access code ISBN-13: 978-1-435-48790-1
instant access code ISBN-10: 1-435-48789-3
instant access code ISBN-13: 978-1-435-48789-5

Foundations of Nursing WebTutor
Advantage on Blackboard

ISBN-10: 1-428-31781-3
ISBN-13: 978-1-428-31781-9

Foundations of Nursing WebTutor
Advantage on WebCT

ISBN-10: 1-428-31782-1

ISBN-13: 978-1-428-31782-6

« A complete online environment that supplements the
course provided in both Blackboard and WebCT format.

- Includes chapter overviews, chapter outlines, and
competencies.

« Useful classroom management tools include chats and
calendars, as well as instructor resources such as the
instructor slides created in PowerPoint.

+ Multimedia offering includes video clips and 3D
animations.
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HOWTO USE
THIS TEXT

This text is designed with you, the reader, in mind. Special elements and feature boxes appear throughout the text to guide you in
reading and to assist you in learning the material. Following are suggestions for how you can use these features to increase your

understanding and mastery of the content.

~ Student Nurse Skills

for Success

MAKING THE CONNECTION
Refer to the following chapters to increase yor
for success:
Basic Nursing.

« Communication

« Client Teaching

« Stress, Adaptation, and Anxicty

of student nurse skills

LEARNING OBJECTIVES @

Upon completion of this chapter, you should be able to:

Define key terms.

Outline strategies for developing a positive attitude toward the learner role.
Identify strategies for developing proficiency in basic skills.

Identify learning-style methods that can be incorporated for effective study.
Design a time-management plan.

Design a personal study plan.

Identify strategies for improving test-taking outcomes.

Discuss the standards for critical thinking.

Identify the six traits of a disciplined (critical) thinker.

‘Complete a stress-reduction exercise using guided imagery.

KEY TERMS (@)

bty mnemonics

accountability opinion

anxiety encoding perfectionism

assignment judgment procrastination

attitude learning reasoning
learning disability

critical thinking learningstyle time management

5 a factor in your effectiveness as a caregiver.

'ARENESS

s is consciously knowing how the self thinks,
and behaves at any specific time. Being self-
stant process that is focused on the present.
ughts, feclings, and beliefs are interrelated

Success in work and other activities. Recognition from
others increases sclf-esteem and feclings of pride in one’s
accomplishments.

Self-Actualization Needs
Sel.actualization is the highest level of the Maslow hierarchy:
A person who has met these needs is confident, selffulflled,
and creative; looks for challenges; and sees beauty and order
in the world,
Maslow contends that because most peaple are so busy
8 afety and ,ltdle
time or energy is left to meet the love and belonging, self-
esteem, and self-actualization needs; thus, most people are
Levels of the Even when
the lower two levels are met without much trouble, many
people i i

- ‘behavior, Being self-aware influences a
person in several ways.

Self-awareness may make a person uncomfortable. Avare-
ness allows the person to either accept or alter feelings, beliefs,
and behavior. One can learn to be self-aware. Begin now to.
concentrate on becoming aware of your thoughts and actions.
‘Take note of your reactions to any given situation. What makes
‘you anxious? What makes you happy? Listen to yourself when
You respond to questions and when you vsit with friends. Real-
ize that everyone has strengths and weaknesses. Focus on your
strengths. Spend your energies on today. Do not dwell on past
mistakes; rather, try to learn from them and then forget them.
Stop periodically and pay attention to what you feel and believe.
Listening not only to the words one speaks but also to the way
the words are spoken asssts in self-awareness. Use the word I,
and take ownership of feelings and belefs. Say, T am so happy;
instead of, “That makes me happy.”

At

needs of the three higher levels difficul, i

An individual does not move steadily up the hierarchy:
Aslife situations change, a person's unmet needs change, and
behavior is motivated by different levels of the hierarchy. For
example if a person who is working to meet the self-esteem
need s suddenly laid off at work, the safety and security need
of providing financiall for self and family suddenly becomes
the unmet need that motivates that personis behavior.

Other theories of human development are Freud's

is sportant for nurses. Nurses
must understand themselves so that their personal feclings,
attitudes, and needs do not interfere with providing quality
client care. The nurse who is self-aware is more likely to make,
decisions in response to the client’s needs rather than
nurse’s own needs. For example, student nurses—agg#even
enced fien anxi ig#foraspe-
aifc client. By taking some time to practice sefareness, the

of psychosexual development, Erickson's stages of psychoso-
cial development, Sullivan's interpersonal model of personal-
ity development, Piaget’s stages of cognitive d

never having

performed the procedure in questiop#The nurse can then
deal directly with the situation iewing the procedure
y with pcedure

Kohlberg’s stages of moral development, and Fowler’s stages
of faith. Refer to Chapter 10, “Development and Psychosocial
Concerns for a detailed coverage of all these theories to gain
increased knowledge of a client’ stage oflfe.

PROVIDING QUALITY CARE

The first step in providing quality client care is to be aware
of yoursel. What kind of personality do you have?

. Health and Wellness

What are your attitudes about health and
wellness

decisions about client caggsfiust be made in response to the

Foncept is how a person thinks o feels about himself
ese thoughts and feelings come from the experiences the
person has with others and reflect how the person thinks
others view him.

Self-concept begins forming in infancy. An infant
whose needs are met feels satisfied and good. Experiences,
both positive and negative, influence a person’s self-concept
(Figure 2-5). Interactions with significant others, such as
parents, extended family, and friends, have a great impact
on self.concept. This is true not only during the developing
years but also throughout life. Because of its influence on
client care, it is important for the nurse to be aware of how
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MAKING THE CONNECTION

Read these boxes before beginning a chapter to
link material across the holistic care continuum and
to tie new content to the material you have already
encountered.

LEARNING OBJECTIVES

Read the chapter objectives before reading the
chapter to set the stage for learning. Revisit the
objectives when preparing for an exam to see
which entries you can respond to with “yes, | can
do that.”

KEY TERMS

Review this list before reading the chapter to famil-
iarize yourself with the new terms and to revisit
those terms you already know to link them to the
content in the new chapter.

CRITICAL THINKING

Visit these boxes after reading the entire chap-
ter to check your understanding of the concepts
presented.
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Autonomy

« Competent clients have a right to self-
determination, even if their decisions may result
in self-harm.

« Probably one of the most difficult things for nurses
to accept s that dlients are ultimately responsible
for themselves; they will do what they want to do.

may ot be acer<ut ansver, Consde these fcors hen
choosing a treatme
+ Areasonable zxpettnlmn of benefit.
excessive pain, expense, or other inconvenience.
ccording to professional and legal
rinciple of nonma-
ntal duty

standards of care when [0
leficence. Nonmaleficence is considere
of health care providers. The Practical Nurses Ple;
4-1) and the Nightingale Pledge (Box 4-2) profess similar
philosophies of nursing care. Some clinical examples of non-
maleficence are

= MUMNITY/HOME HEALTH CARE

Client Autonomy

With the increased acuity level of dlients cared for
in the home setting, home health nurses face ever-
increasing ethical challenges because they have less
control over what the client does on a day-to-day
basis at home.

NONMALEFICENCE

Nonmaleficence is the obligation to cause no harm to oth-
. financial, social

and/or spiritual. Included are both the risk of harm and inten-
tional harm. The principle of nonmaleficence when guiding
treatment decisions asks the question “Will this treatment
‘modality cause more harm or more good to the client?” There

BOX

PRACT!

NURSE’S PLEDGE

Before God and those assembled here, | solemnly
pledge:

To adhere to the code of ethics of the nursing pro-

fession.

To cooperate faithfully with the other members of
the nursing team and to carry out faithfully
and to the best of my ability the instructions
of the physician or the nurse who may be
assigned to supervise my work.

1will not do anything evil or malicious and | will not
knowingly give any harmful drug or assist in
malpractice.

1will not reveal any confidential information that

2y come to my knowledge in the course of
my work.

And | pledge myself to do al in my power to rase
the standards and the

errors (including
" Being avare of potental sk f testment modalties

. Removing hazards (e.g, obstructions or water on the floor
at might cause a fall §

BENEFICE]

Beneficence is the duty to prol

harm. Beneficence is often viewed as the ct

tice. The nurse nurtures lhe client and incorporates '

of the client into the plan of care. Sometimes, it is difficult to

determine what is guud" esps(l.ﬂly when doing guud causes
mple, a.

gd and o prevent

[~ PROFESSIONAL TIP

Use these boxes to increase your professional competence and confidence,
and to expand your knowledge base.

™~ COMMUNITY/HOME HEALTH CARE

ous stroke may resist performing range- i ——
and become angry at the nurse for insisting. The nurse knows
pe he client’s

g
physical and psychological pain.

JusTiCcE

The principle of justice is based on the concept of fairess
extended to each individual. The major health-related issues
of justice involve the way people are treated and the way
resources are distributed.

This principle directs that unless there is a justification
for unequal treatment, all people must be treated equally. The
material principle of justice is the rationale for determining
those times when there can be unequal allocation of scarce

BOX 4-2 NIGHTINGALE PLEDGE

I solemnly pledge myself before God and in the
presence of this assembly: To pass my life
in purity and to practice my profession faith-
fully.

1 will abstain from whatever is deleterious and
‘mischievous, and will not take or knowingly
administer any harmful drug.

1will do all in my power to maintain and elevate
the standards of my profession, and will hold
in confidence all personal matters committed
to my keeping, and all family affairs coming

nursing o6
May my life be devoted to se
ideals of the nursing prof|

UNIT 1 Foundations

Reprinted wih permission
Nurse Education and Services, Inc., Siver|

From the nursing practice acts, guidelines have been
demioped to it nining car. These giidline e clled
standards of practice or standards of ca

a
Standards of practiceare aso drived from other sourcs.

ciation (ANA) for the registered nurse (RN) and rl\c National
Federation of Licensed Practical Nurses (NF!
LP/VN have also developed standards of practice. Nursing
o planning books, xpecilly fo specialed arca, are other
resources for practice standards.

Policy and procedure manuals also represent standards
of practice. Each facility has identified \Pz(|ﬁ< ways of per-
forming procedures such as collecting specimens, passing
medications, and inserting catheters Nurscs mployed by the
facility are expected to follow the guidelines in the policy and
procedure manuals. For situations not covered in the policy

judgment. In other words, the nurse is expected to act in a
reasonable and prudent manner,
hat is meant by reasonable and prudent? In nursing, it
‘means that the nurse is expected to act as would other nurses
at the same professional level and with the same amount of
education or experience. If most nurses respond to a particular
tuati certain way, d h

nurse s acting in a reasonable and prudent manner; however, if
‘most nurses respond differently than the nurse in question, the

«can be held responsible or liable for damages. Liability is deter-
mined by whether the standards of practice were adhered to

LEGAL ISSUES IN PRACTICE

Many aspects relating to nursing practice and areas of nursing.

are subject to liability, including physician's orders, floating,
tical d pediat j$

‘held accountable to the stricter of either the state practice act
or the policis of the faclity of employment

Physician’s Orders

The physician is in charge of directing the client’s care, and

nurses are to carry out the physician's orders for care, unless

the nurse believes that the orders are in error or would be
armful to the client. In this case, the physician must be con

tacted to confirm and/or clarify the orders. If the nurse still

believes the orders to be inappropriate, the nursing supervisor

should be immediately contacted and why the orders are not
being carried out put in writing. A nurse who carries out an

rroneous or inappropriate order may be held liable for harm
experienced by the client. Nurses are responsible for their actions

the number of staff needed for any given situation (staffing
ratios) (JCAHO, 2008). When there are not enou

to meet the staffing ratio and provide competent care, substan-
dard care may result, placing clients at physical risk and the
nurse and institution at legal risk. The nurse in this situation
should provide nursing administration with  written account
of the situation. A nurse who leaves an inadequately stafed unit
could be charged with client abandonment,

Critical Care
Because the monitors used in critical care units are not infal-
tion and assessment of clients are

tive. Furthermore, equipment must be checked regularly and
on a schedule by the biomedical department.

Pediatric Care

Legislation in each state requires that suspected child abuse
or neglect be reported. Legal immanity i provided to the per-
son wl hn ‘makes a report in good faith. When suspected. c}uld
abus health care
iction,civilorcriminal may be fled against them.

NURSE-CLIENT RELATIONSHIP

Situations can develop between a nurse and a cient that may
ion. The types.

discussed following,

TorTts
When a case is brought against a nurse, it is usually a civi
action that falls under tort law. Torts can be intentional

Assault and Battery Charges

To prevent assault and battery charges, note the
following:

* Respect the client’s cultural values, be\lefs and
practices with regard to “touching.”

African Americans sometimes view touching
another person's hair as offensive.

do not touch others

Medicaid

icaid (Title XIX) pays for health services for low-income

families with dependent children, the aged poor, and the dis-

abled (Abrams et al,, 2000). It i financed by both federal and

state funds but s administered by the states. Each state deter-

mines who is “medically indigent” and qualifies for public
Medicaid

Me:

is the primary health financing program for disabled indi-

inpatient and outpatient hospital care, diagnostic services,
skilled nursing care, rural health clinic services, and home
health services. States may choose to cover other services,
such as dental, vision, and prescription drugs. Medicaid will
spend an estimated $339 billion between 2007 and 2008
(CMS, 2007). It i the principal source of financial assistance
for long-term care and pays for skilled home health care in
all sates. The optonal benef of pesonal care i the home
is also covered in 29 states. There are S0 million estimated
benelicarics enrolled in Medicaid (CMS, 2007). Medicaid
benefits spending is estimated to be $4.9 trillion over the next
10 years (CMS, 2007).

State Children’s Health Insurance
Program

The State Children’s Health Insurance Program (CHIP, for-
merly SCHIP) was created in 1997 as part of the Balanced
Budget Act. The program is designed to provide health care to
uninsured children, many of whom are members of working
families that earn too little to afford private insurance on their
own but earn too much to be eligible for Medicaid. It is a part-

ns. Touching someone on the

Q MEMORYTRICK

The memory trick “COST" identifies chand!
the health care system due to the dramatic cos

health care.

= Concept of maximum profit for minimum cost

Outpatient services are accessed more e

°
S = Shorter hospital stays
1=

The increase in managed care plans

ecause the
sacred
s employ handshakes for

s are very tactile and may
e hands when greeting one

rohibit touching a dead
e offender open to

agencies and organizations are subcontracted to administer

these programs. In contrast, some privt

use more than 40 cents of each dollar for administration. The
loyee health care benefits is thus an expensive

commitment for small businesses.

Three major factors increase the cost of health care: () an
oversupply of specialized providers (fees are rised to maintain
provider income in light of fewer clients), (b) a surplus of hos-
pital beds (empty beds are a cost liability), and (c) the passive

role assumed by most consumers (

the bill, consumers typically are less concerned about cost)
(Feldstein, 2005). Other factors contributing to the high cost
ealth care are the aging population, the increased number

Al business plans

someane else pays

peop
lated |

(e, additional diagnostic testing). Advanced technology has
allowed more people to survive formerly fatal illnesses.

children. The states pr ugr“.' Other
Spenang
FACTORS INFLUENCING s
HEALTH CARE

Despite cost containment efforts (such as DRGs, established
by the federal government, and managed care, established by
the insurers), the US. health care system il has problems
with

o s 1o et o et integral to any effort
ovard hest eform.

Cost
Cost is a driving force for change in the health care system,
as shown by the number of managed care plans, greater use
of outpatient services, and shorter hospital stays. Maximum
profits with minimunm costs are the market forces dominating
the current changes in the health care system.
cost of providing health care has risen dramatically

during the past 15 years. . government spends more
on health care per person than does any other country. The
use of federal funds for health care means that resources are
not available for other areas of need, such as education, hous-
ing, and social services (Grace, 2001). Figure 5-3 illustrates
health care expendi

The most cost-efficient programs in terms of adminis-
tration are Medicare and Medicaid (HCFA, 1998). Private

Program
Administration
‘and Net Cost

7%
Prescription

10%

Nursing Home.

Care

6%

Physician

Clinical Services
21%

Hospital
Care

31%

FIGURE 5-3 Health Care Expenditures in 2007 (Note: “Other
Spending” included dentst services,other professional sevice, home
health, the-

e

i

equipment.) (Courtesy of Centers for Medicare and Medicaid Services,
Office of the Actuary, National Health Statistics Group, 2009.

Read these boxes before making a home visit to a client with a given disorder.

CULTURAL CONSIDERATIONS

Test your sensitivity to cultural and ethnic diversity by scan-
ning these boxes and using the guidelines and suggestions
in your practice. You may also want to ask yourself what
biases or preconceptions you have about different cultural
practices before reading a chapter and then read these
boxes for information that may help you be more sensitive
in your nursing care and approach to clients.

MEMORY TRICK

Use the mnemonic devices provided in the new Memory
Trick feature to help you remember the correct steps or
proper order of information when working with clients.
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5 CARE

Nurses collaborate with physical therapists to assist
dlients in the use of crutches, canes, and walkers.
Clients generally go to physical therapy to learn how.
1o use the walking aid, and nurses reinforce the
teaching when they see dlients using their walking aid.

(CMS). CMS s vry Importat.Provide comfortmessoes snd

bilty is the prevention ouonsupumn, skin breakdown, urinary

e T ElTEE \aml respiratory complications from immobility.
Use of Crutches, Canes, and Walkers

NURSINGPROCESS
ASSESSMENT
Subjective Data

The neurovascular assessment of  cient with a 13
ccially.

‘This same action is done when walking with a cane. Walk
ers provide more support than canes o crutches. They are
especially useful for clients who have poor balance. The client

p 12to
walker holding onto the hand grips.

Surgical

Open reduction is a surgical procedure that enables the sur-
geon to reduce (repair) the fracture under direct visualization.
When an open reduction/internal fixation (ORIF) is done,
orthopedic devices are used to maintain the reduction. Some
of the devices used include pi lates, wires,
and rods. These internal fixation devices are inserted through
bone fragments or fixed to the sides of the bones.

The major disadvantage of the open reduction is the pos-
sibility of introducing infection into the bone. Possible com-
plicatons include. impared circulstion and accdental njury
tomajor
devices. X-rays are s durmg and after the open reduction
to evaluate the alignment of the fracture.

& Pharmacological

Analgesics are given to relieve pain. Muscle relaxants, such as

 and pa mnmm

Objective Data

Assess for edema, shortening and deformity of the affected

limb, hematoma, and pallor. Check pulses in the affected and

unaffected extremity and compare with each other. Take the
. A h

cal and mental condition. Check the skin, especially over bony
prominences, for color and temperature.

When the client has a cast applied, check all cast edges for
smoothness. Also check the cast for spots indicating wound
drainage, including the color and amount. Mark the size of the
drainage spot on the cast with a ballpoint pen and indicate the
date and time, Then an increase in the size of the drainage spot

hands, and feet for changes in skin color, pulse, or temperature.
Check all traction wires, pulleys, and weights. Weights should
hang free and are not removed unless a health-care provider
writes specific orders for removal. When providing pin care,
nurses use sterile technique according to health-care facility
gidelines. Observe for drainage and infection at the pin ites

[~ COLLABORATIVE CARE

These boxes explain which other health care professionals may be involved
in the comprehensive care offered to clients. Review these boxes and ask
yourself if you understand how your role as a nurse will complement the
care provided by others on the health care team.

eyclobensaprine hydrochlorde (Flexerl), aso ae prescribed
for.
cations and is given Stool such

%) PROFESSIONAL

as docusate sodium (Colace), are given to prevent constipa-
tion in the immaobilized client.

Diet

‘The client is encouraged to eat regular meals with foods that
provide fiber, protein, calcium, phosphorus, and fluids. For
the client whose dietary intake is inadequate, vitamin and
mineral supplements, especially calcium and phosphorus, are
included. Consultation with a dietitian regarding client food
preferences may be necessary.

Activity
Client activity and exercise are important in maintaining
muscle strength and tone and minimizing cardiovascular
problems.oints that e not immobilized ae xercised cither
actively. ‘maintain functio

ing constant resistve force) exercises help maintain muscle
strength of immobilized muscles.

NURSING MANAGEMENT

area includes circulation (color), movement, and sensation

« CMS assessments are performed on clients
following musculoskeletal trauma; after surgery,
if nerve or blood vessel damage is possible; and
following casting, splinting, and bandaging.

« The CMS assessment is performed every 15 to
30 minutes for several hours, and then every
3to4hours

«_All findings are documented.

DRUG ICONS

These symbols draw attention to information
relating to the pharmacological management

available for certain disorders. Review these

472 UNIT 6 Infection Control

b

h Departmen

INFECTION CONTROL

Notlll(atmn of the CDC and the
ealtl it

One identified case of smallpox s considered to
be a public health emergency, secondary to the
highly contagious nature and mortality associ-
ated with the disease. As soon as smallpox is
suspected, both the CDC and the local health
department must be notified.

sections to understand the pharmacological
treatments appropriate for your clients’
conditions.

PLAGUE
Plague is a disease caused by the bacterium Yersinia pestis. It is
a zoonotic disease, a disease of animals that can be directly
transmitted to humans by the animals that have the disease.
Two types of plague exist: bubonic plague and pneumonic
plague. The transmission and symptoms of the two types of
plague are different. Humans acquire bubonic plague from
a flea feeding on a rat or other rodent infected with
Y. pestis of o the bacterium.

I bum.:.,}w s mor eated s Dt L INFECTION CONTROL

A person can also acquire pneumonic plague by breathing in

but highly contagious and frequently fatal. Pneumonic plague

When reading a chapter, stop and pay atten-

plague bacteium. Bubonic plague is not transmitedfrom per-
Son to person. d release Y. pests as an aerosol

Thy
up o3 dys ollwing exposre The US. government s been

weapon, causing many proplr to develop pneumonic plague

tion to these features and ask yourself, “Had

(€DC,20070).

Medical Treatment

e ocme i e smallpox vaccination, including death

within 1 to 6 days. The plague could also spread to those who
come in close contact with those first exposed. One exposure
advantage of ¥ pests is that it is destroyed by sunlight and dry
ing and survives up to 1 hour when released into the air.

I thought of that? Do | practice these precau-
tions?”

Diagnosis

No effective treatments for smallpox exist. The only recom:
‘mendations are vaccinations within 2 to 3 days of exposure
and immediate initiation of airborne isolation procedures
Figure 23-3 shows a smallpox vaccination reaction.

Nursing Care
Nursing care must begin as soon as a diagnosis of smallpox is
suspected. Standard contact and .

Bubonic plague is diagnosed by blood cultures and lymph
gland samples. Pneumonic plague is diagnosed by blood cul
tures and sputum specimens. If plague is present, all cultures
and samples contain Y. pestis.

Symptoms of Exposure
A client becomes ill within 2 to 6 days. of:xpu(um The main

initiated for any patient with a vesicular rash. Supportive care is
provided to the patient, and symptoms are treated accordingly.

or confirmed smallpox must be extremely careful to avoid
contact with the organism while providing care to the patient.
‘This includes wearing protective clothing, including gown,

h
gland in the groin, armpit, or neck. The el andis caled
2 "bubo” (thus “bubonic plaguc”). Other symptoms are fever,
chills, headache, malaise, and extreme exhaustion. Bubonic
plague can progress to septicemia (septicemic plague), shock
and death, or pneumonic plague.

‘The incubation period for pneumonic plague, if the

gloves, and a special mas|
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} LIFE SPAN CONSIDERATIONS

Teaching Children

+ Ensure that the child is comfortable.

+ Encourage participation of caregiver.

+ Assess the child's developmental level, learning

readiness, and motivation. Do not equate age

with developmental level.

Assess the child's psychological status.

Determine self-care abilities of the child.

Use play, imitation, and role play.

Use various visual stimuli, such as books,

chalkboards, and videos, to share information

and assess understanding.

+ Use terms easily understood by the client and
caregiver.

+ Provide frequent repetition and reinforcement.

Develop realistic goals consistent with
developmental level.

« Remember that the goals of educating children
are to improve cooperation, prevent excessive
anxiety, and hasten the recovery process

LIFELONG LEARNING

One basic assumption underliesteaching: All people are capa-
ble o learning However, the abilty o learn varies from person
L

learning abilties change throughout lfe. The client’ devel
opmental stage and chronological age greatly influence the
ability to learn. The principles of learning discussed earlier
in this chapter are relevant to learners of all ages. Teaching
approaches must be altered depending on the client’> devel
opmental stage and level of understanding, Specific informa.
tion for children, adolescents, and older adults s described in
the following sections.

jon.)

: Day 1 Papule,
At com data

client is exposed by intentional aerosol release or by close or
direct contact, i 110 6 days (CDC, 2005). The first signs of
preumonic plague are fever, headache, weakness, chest pain,
cough, and sometimes bloody or watery sputum. Pneumo-
nia develops quickly with shortness of breath (CDC, 2004).
Other symptoms that may occur are nausea, vomiting, and
abdominal pain. If antibiotic treatment is not started within
24 hours after symptom onset, the disease progresses to respi-
ratory failure, shock, and rapid death.

Medical Treatment
‘The treatment for bubonic plague includes antibiotics, sup-
portive care, isolation, and surgical drainage of any lesions.
in the neck, groin, or axilla. The most important treatment
component is preventing the spread of disease to others. With
pneumonic plague as well, preventing its spread to others
is of prime importance. Since pneumonic plague results in
bronchopneumonia, the patient is treated as any patient
with bronchopneumonia, with the addition of isolation being
gatituted immediately on suspicion of the disease.
acquires pneumonic plague by close contact
tibiotics should be started within

with an infected
7 days of exposure and takd
death from itentionalaerosol release 3
24 hours of the first symptoms.

gt 7 doys. To prevent
gtics within

— LIFE SPAN CONSIDERATIONS

CHILDREN

FIGURE 8-3 A, The nurse s at the child’ level, while the

Readiness for learning (evidence of willingness to learn)
varies during childhood depending on maturation level. The
nurse must work closely with the childs caretaker, especially
when caring for young children.

Young children learn primarily through play. Incorpo-
to teaching acivites for children can therefore
ng (Figure 8-3). Puppets, coloring books,
be effective teaching tools for the young child.
g the young child to be an active participant in the
learning process.

Older children can also benefit from the use of art
materils to express their emotions and their understand-
ing of those things that are or will be happening to them.

the child may play at giving medicine to a doll or putting 3
bandage on the dol ke the bandge that will be put on the

Role playingwith a dol decreases  childs anxiety and
enhances teaching opportunities

Do As | Do
Individuals learn from examples set by role models.
Adolescents are very sensitive to any discrepancy
between words and actions
+ Encourage parents to model the behaviors they
h their children to develop.

xXxxviii

Use these boxes to increase your awareness of
variations in care based on client age; this will
help you deliver more effective and appropriate
care.

CLIENT TEACHING

Read these boxes to gain insight into client
learning needs related to the specific disorder
or condition. You may want to make your own
index cards or electronic notes listing these
teaching guidelines to use when you are work-
ing with clients.
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5 15-5 Support from friends promotes a healthy
self-concept during adolescence.

comments and reactions from their peers can cause them to
participate in substance abuse, inappropriate sexual behavior,
and eating disorders as an attempt to fit in. Adolescents strug
gling with how to deal with anxiety and depression due to
these expectations may use selfinjury (self-mutilation) as a
method of coping or even attempt suicide.

SAFETY V¥
A mental health professional neek

consulted immediately when self-injur
eating disorders are suspected or committed.

Self-injury: Self-injury involves intentional self-

licted tissue damage, such as cutting, burn-
ing, skin picking, or pulling one’s hair out. This
disorder occurs in either sex and in any religion
or race and is not limited by education, age,
or social status. Statistics are difficult to obtain
because of the secretive nature of this disorder
(Cleveland Clinic, 2005). Search online at httpi/
www.clevelandclinic.org for more information.

Suicide: Suicide is the third-leading cause of death
i clients aged 10 to 24. Boys, Native Ameri-
cans/Alaskan Natives, and Hispanic youth have
the highest rates of suicide. Approximately
32,000 suicides (one every 16 minutes) are com-
mitted in the United States each year (CDC,
2008b). Search online at httpi/iwww.cdc.gov for
more information.

Anorexia nervosa, bulimia, and

often linvolvement and support,
e o independent, the parents may need to adapt and
change their parenting style. While adolescents may begin to
attain more independence, they still require the love, support,
and involvement of their family and friends (Figure 15-5).

ADULTHOOD

binge eating are the three most common eat-
ing disorders. Anorexia nervosa and bulimia can
lead to life-threatening conditions, resulting in
permanent damage to major organs of the body.
Statistics are difficult to obtain because of the
secretive nature of these disorders (CDC, 2009).

SAFETY

Pause while reading to consider these elements and
quiz yourself: “Do | take steps such as these to ensure
my own and the client’s safety? Do | follow these guide-
lines in every practice encounter?”

The natural process of aging will lead to significant ch:
in a person's self-concept. Over the course of a lifetim|
adult will experience changes in one’s roles, body, and
tity. Young adults strive to develop relationships, careers|
often a family. Older adults attempt to define themselvs
their zc:nmplnhment( Major e evets in adulhoo
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PROCEDURE ting Respirations

obtaj
college degree, gtting a job, marriage, dvv(mg, Tosing
retirement, and the death of a significant other. How the
vidual views and copes with these changes will determinf
influence and impact they have on the person'sself-con

FACTORS AFFECTING
SELF-CONCEPT
Self-concept can be affected by an individual’ life e

ences, heredity and culture sress and coping, health
d ‘The nurse needs

ment of a healthy self-concept (Figure 15-6),

L1rE EXPERIENCES

Life experiences, including success and failure, will d
and influence a person’ self-concept. Experiences in
the individual has accomplished a goal and achieved su
will positively reinforce the development of a healthy
concept. Difficult experiences and/or failures can negat
impact a person's self-concept unless they have establi

OVERVIEW
Respiratory assessment is the measurement of the breathing pattern. Assessm
data regarding the pH of arterial blood.

Normal breathing is slightly observable, effortless, quiet, automatic, and regular. It can be asse

chest wall expansion and bilateral symmetric movement of the thorax or by placing the back of the han

‘the client’s nose and mouth to feel the expired air.
When assessing respiration, ascertain the rate, depth, and rhythm of ventilatory movement. Assess

spirations provides clinical

the rate

by counting the number of breaths taken per minute. Note the depth and rhythm of ventilatory movements by

observing for the normal thoracic and abdominal movements and symmetry in chest wall movement.

respirations are characterized by a rate ranging from 12 to 20 breaths per minute.

Normal

One inspiration and expiration cycle is counted as one breath. The nurse can observe the rise and fall of the chest

wall and count the rate by placing the hand lightly on the chest to feel it ise and fall (Figure 29-5-1).

number of respirations for a 30-second interval and multiply by 2 if respirations are regular and even.

experiencing any respiratory difficulty, count the rate for a full minute.
Also observe alterations
intercostal muscles and the other accessory muscles are used to move the chest upward and outward;

Count the
If the dlient is

in the movement of the chest wall: Costal (thoracic) breathing occurs when the external

diaphragmatic

(abdominal) breathing occurs when the diaphragm contracts and relaxes as observed by movement of the abdomen.
Dy refers o ity i brestingas oberiec by lbored orforced respatons through the s ofacesory musdes

inthe chest and neck to breathe. Dyspn ts their I

hortness of breath,

Respiratory alterations may cause (hanges in skin color as observed by a bluish appearance of the nail beds, lips,
and skin. The bluish color (cyanosis) results from reduced oxygen level in the arterial blood. Changes in the level
of

tessn

forward-leaning position or may have to stand to increase the expansion capacity of the lungs.

anxiety, and dyspnea) may also occur with decreased oxygen level. Clients assume a

Metabolic alterations such as diabetic ketoacidosis can cause Kussmaul's respirations, which are abnormally deep

but regular.

Aprea i the cesation o breathing for several seconds Perstent apnea s cale respiratory arrest.
thythm with alternating periods of apnea and hyp: alle
beging with stow,shallow reaths that radually mcreate to abnermally deep and rapid resplra(mns,

Irregular
ayde
which then

gradually slow and return to shallow breathing followed by apnea. This is common in clients who are dying.

ASSESSMENT
1. Assess the movement of lient’s chest wall to see if
equal bilaterally, if the movement is labored, or
the dlient is using accessory muscles to breathe.
2. Assess the rate of respirations to identify slow, rapid,
or irregular respirations or even periods of apnea.
Assess the depth of the client’s breaths to moni-
tor shallow, deep, or uneven respirations. Think
if there might be something influencing the
dlient’s respirations. Is the client in pain, fright-
ened, talking, or smoking?
Assess for risk factors such as fever, pain, anxiety,
diseases, or trauma to the chest wall that may alter
the respirations because certain condi
cause increased risk of alterations in respi
Assess for factors that normally influence
espirations such 95 age, exercise, anxiety, pain

POSSIBLE NURSING DIAGNOSES
Impaired Gas Exchange

Impaired Spontaneous Ventilation
Ineffective Airway Clearance
Ineffective Breathing Pattern

PLANNING
Expected Outcomes
rate and character is obtaine
2. The respiratory rate and charactey

Equipment Needed
« Watch with a second hand or digital
ns. + Stethoscope if needed

IS

ection Control

SAMPLE NURSING C

EVALUATION

FS. has some redness around one laceration.

NURSING DIAGNOSIS 2 Acute Pain related to

Nursing Outcomes Clas:
Pain Control

ication (NOC)

Symptom Severity Analgesic Administration
Memory Hope Instillation
PL /OUTCOMES NURSING RATIONALE

ARE PLAN (Continued)

rained ancillary personnel; however, the

——

1. An accurate evaluation of a client’s respiratory

ris normal.

display

nurse is respon

er 30 (adul) or 60 (child) should be immediately reported

(Continues)

physical injury as evidenced by facial grimacing
Nursing Interventions Classification (NIC)
Pain Management

£S. will experience increased
comfort and will verbalize that
pain is under control within

24 hours.

of discomfort.
Assist client to a
comfort and ele

Administer analgesics, as ordered.

EVALUATION

FS. states that he is experiencing less discomfort by

NURSING DIAGNOSIS

in protein, vitamins A and

. especially milk or milk

EVALUATION
s F.S. eating balanced meals while hospitlized?

)

Use pain scale to determine level

Provides objective measure of

Reduces pain and swelling by
increasing blood return to the
heart.

Provides comfort.

position of
vate extremities.

16 hours but that he still desires pain medi

mic fa

as evidenced by exireme thinness and not having

SCIENTIFIC RATIONALES
1. Wound healing depends on the avalabilty of protein,
vitamin, and minerals.

2.

bone healing.

CoNCEPT CARE MaP 21-1

[~ PROCEDURES

Reference the procedures as you read the chap-

ters. Study the techniques, review the figures,

and be prepared for your clinical days with ques-

tions of clarification for your instructor.

SAMPLE NURSING CARE PLAN

Use this feature to test your understanding and
application of the content presented. Ask yourself
“Would | have come up with the same nursing
diagnoses? Are these the interventions that |
would have proposed? What other interventions
would be appropriate?”

CONCEPT CARE MAPS

Review these graphical tools to help incorporate
the interrelatedness of nursing concepts in prepa-
ration for clinical practice.

XXXIX
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CASE STUDY

UNIT 5 Health Promotion

At a geriatric dlinic in a low-income inner-city neighborhood, the nurse
American woman. She is diagnosed with hypertension, adult-onset diabetes, and oMy
is obese with a BMI of 31 and is consistently noncompliant with her 1,800-calorie, carbohydrateee
On this visit, her primary concerns are increased pedal edema and elevated blood sugar levels. Her vital sig

T-98.6 P-112 R-28 BP-163/96.

1. List some questions you would ask the client to assess how her lfestyle behaviors are affecting her health status,
2. List some primary, secondary, and tertiary preventive interventions the nurse would recommend for this client.

ding care to an 80-year-old African
g heart failure. She
ed diet.

+ The best way to maintain health i to follow the Dietary

. d + Lifestyle reduce the leading
treatment of health problems. causes of death.
+ Physical, emotional, mental,

Americans, reduce stress,

g
prevent accidents, and receive routine health exams.

®
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health and wellness.

QUESTIONS

. Health maintenance and disease prevention are the

responsibility of the

1. nurse.

2. physician.

3. individual.

4. nurse practitioner.

Primary prevention:

1. isthe nurse’ job.

2. s curinga diseasein 3 days.

3. occurs efore a disease begins.

4. includes all diseases or condiions.

Health can be improved by:

L. notsmoking.

2. drinkingalcohol.

3. eatingmore pasta.

4. sleeping 4 to § hours each night

‘The nurse is aware that a genogram is used for:
1. identifyinga family tree.

2. identifying potential health problems.

3. preventing most discases and illnesses.

4. acknowledging the genes a person inherits.

. Clients should be made aware that colds and flu can

best be prevented by:

1. smoking

2. staying warm and dry:

3. washing hands frequently.

4. having aflu shot every three years.

A nurse working in a primary care clnic in an inner-

city hospital is providing health promotion teaching

102 56-year-old woman. The patient has been

diagnosed with hypertension for 10 years and is
di S|

nurse is providing teathigg at the secondary level of

prevention?

1. “Losing 20 pounds will bring Yag.to yourideal
weight”

2. “You should have blood work drawn t%gen for

elevated cholesterol levels”

“Ifyou don't make some lifestyle changes,you

have a heartattack orstroke.”
4. “Exercise will decrease your risk of heart disease”

7. The overall goal of Healthy People 2010 is:

1. identifying health disparites.

2. predicting the health satus of the country in 2010.
3. identifying unhealthy lfetyle practices.

4. increasing quality and years of healthy life.

8. As B s rding his bike around the community;
he speaks to several neighbors and stops to help
an elderly woman carry a large box into her
home. He s a member of the Lions Club and has
good interactive relationships at work. B.D. is
exhibiting:

1. emotional wellness.
2. mental wellness.

3. physical wellness.

4. social wellness.

9. Aclient fell on the ice and suffered a strained muscle
and pulled tendons. To prevent an imbalanced gait
and further damage to the musculoskeletal system,
the client went to physical therapy three times
aweek for 6 weeks to mend and strengthen the
injured muscle and tendons. The client is practicing:
1. primary prevention.

2

heis
overweight and noncompliant with dietary teaching
‘Which of the following statements indicate that the

P
3. tertiary prevention.
4. controlof risk factor.

— CASE STUDY

Read over these boxes within the text. Draw on the knowledge you
have gained and synthesize information to develop your own educated
responses to the case study challenges.

SUMMARY

Carefully read the bulleted list to review key concepts discussed. This is
an excellent resource when studying or preparing for exams.

REVIEW QUESTIONS

Test your knowledge and understanding by answering the NCLEX®-style
review questions with each chapter. These are an excellent way to test
your mastery of the concepts covered in the chapter, and a good opportu-
nity to become familiar with answering NCLEX®-style review questions.

x|



HOWTO USE STUDYWARE™TO
ACCOMPANY FOUNDATION
OF BASIC NURSING, THIRD

TRV Y T

MINIMUM SYSTEM REQUIREMENTS

« Operating systems: Microsoft Windows XP w/SP 2,
‘Windows Vista w/ SP 1, Windows 7

- Processor: Minimum required by Operating
System

- Memory: Minimum required by Operating System
- Hard Drive Space: 500 MB

- Screen resolution: 1024 x 768 pixels

- CD-ROM drive

- Sound card & listening device required for audio
teatures

- Flash Player 10. The Adobe Flash Player is free,
and can be downloaded from http://www.adobe.
com/products/flashplayer/

Setup Instructions

1. Insert disc into CD-ROM drive. The StudyWare™
installation program should start automatically. If it
does not, go to step 2.

2. From My Computer, double-click the icon for the CD
drive.

3. Double-click the setup.exe file to start the program.

Technical Support

Telephone: 1-800-648-7450
8:30 A.M.-6:30 P.M. Eastern Time
E-mail: delmar.help@cengage.com

EDITION

StudyWARE™ is a trademark used herein under license.

Microsoft® and Windows® are registered trademarks of the
Microsoft Corporation.

Pentium® is a registered trademark of the Intel Corporation.

GETTING STARTED

The StudyWARE™ software helps you learn terms and
concepts in Foundations of Basic Nursing, third edition. As
you study each chapter in the text, be sure to explore the
activities in the corresponding chapter in the software. Use
StudyWARE™ as your own private tutor to help you learn
the material in your Foundations of Basic Nursing, third edition
textbook.

Getting started is easy! Install the software by following
the installation instructions provided above. When you open
the software, enter your first and last name so the software can
store your quiz results. Then choose a chapter or section from
the menu to take a quiz or explore media and activities.
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MENU

You can access the menu from wherever you are in the program. The
Menu includes Animations, Video, Heart & Lung Sounds, Chapter activi-
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main menu button.
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ANIMATION

This section on your StudyWARE™ CD-ROM provides 35
multimedia animations of biological, anatomical, and phar-
macological processes. These animations visually explain
some of the more difficult concepts and are an engaging
resource to support your understanding.
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VIDEO

A selection of 20 high quality video clips on topics
ranging from infection control to the cardiovascular
and respiratory systems has been provided. Click on
the clip you would like to view, then click on the play
button on the media viewer in the center of the screen.
These video clips, many of which were developed by
Concept Media, are a wonderful resource to help visu-
alize difficult processes and skills.

HEART & LUNG SOUNDS

This searchable multimedia program provides a com-
prehensive library of audio files for different heart

and lung sounds that will be encountered by nurses.
Sounds can be viewed according to category or spe-
cific sounds can be found by using the alphabetical
term search function. In addition to hearing the sounds,
related information about etiology and auscultation is
provided.
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traditional hangman game format and
can be played by one or two players,
challenging you to fil in the blanks for

a term before the puzzle is completed.
Crossword Puzzles provide definitions of
key terms as clues so you can fill in the
appropriate term and clear the board.
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QUIZZES

For each unit in Foundations of Basic Nursing,
third edition, both practice and live quizzes are
provided to test your understanding of critical
concepts. The quiz program keeps track of your
answers and a report can be generated at the
end of the quiz outlining the questions, your
answer, and the correct answer. Once the quiz
has been completed, click on the Scores button
for these details. Use the questions you missed
as topic areas for additional study.
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Student Nurse Skills
for Success

MAKING THE CONNECTION

Refer to the following chapters to increase your understanding of student nurse skills
for success:

Basic Nursing
+ Communication
+ Client Teaching
+ Stress, Adaptation, and Anxiety

LEARNING OBJECTIVES

Upon completion of this chapter, you should be able to:
¢ Define key terms.
¢ Qutline strategies for developing a positive attitude toward the learner role.
¢ |dentify strategies for developing proficiency in basic skills.
¢ |dentify learning-style methods that can be incorporated for effective study.
¢ Design a time-management plan.
e Design a personal study plan.
¢ |dentify strategies for improving test-taking outcomes.
¢ Discuss the standards for critical thinking.
¢ |dentify the six traits of a disciplined (critical) thinker.
e Complete a stress-reduction exercise using guided imagery.

KEY TERMS

ability delegation mnemonics
accountability disciplined opinion
anxiety encoding perfectionism
assignment judgment procrastination
attitude learning reasoning
attribute learning disability standards

critical thinking learning style time management



INTRODUCTION

Welcome to practical/vocational nursing. You have chosen
one of life’s rewarding careers. The next few months of your
life will be challenging, exhilarating, frustrating, and full of
new experiences. When you consider the difficulty of the
nursing program’s admission process, being a member of this
nursing class is no small achievement. The fact that you have
survived the admissions process demonstrates that you are
capable of overcoming the challenges that lie ahead. Balancing
family, community, and school responsibilities will require
self-discipline.

LEARNING

Learning is defined as the act or process of acquiring knowl-
edge and/or skill in a particular subject. An individual never
stops learning. This is especially true in the field of nursing
and health care. The amount of information within the health
care domain has expanded exponentially in just the past several
years. Consider, for example, the advances in drug therapies,
complementary/alternative therapies, and genetics. By gradu-
ation, some of the information learned in the beginning of the
program will have been displaced by new information and dis-
coveries. We are living in the information age and have constant
access to thousands of pieces of information through various
media, including television and the Internet. Knowledge is never
static. Learning also is not static but, rather, is a lifelong process.

Individuals seek knowledge to effect some type of
change. As a student, you are seeking knowledge to learn
skills and to prepare yourself for a career in nursing. Refer-
ring to yourself as a learner implies that you are an active
participant in the learning process, as opposed to a pas-
sive recipient of information. You bring to this new adven-
ture yourself, your past experiences, your abilities, and your
motivation to master the knowledge necessary to reach your
goals. You have already learned much in your lifetime and
are ready to continue the process. It is important that you take
some time to think about the competencies needed for the role
oflearner. It is equally important to realize that you are in charge
of developing the competencies that will enable you to learn.

The learning you are seeking will afford you the knowledge
and skills necessary to become a nurse and, thus, to demonstrate
your ability to competently provide care to clients who seek
your professional talents. Nursing education is different from
many other college majors in the turnaround time allowed for
learning. Few other disciplines require the student to apply
on Thursday that which was acquired on Monday. Nursing
students must acquire a greater depth of understanding in
a shorter amount of time; to achieve this, basic learning
processes will need to be well developed.

This chapter addresses how you learn rather than what
you learn. It focuses on competencies necessary to master

D PROFESSIONAL

Learning

The key to your success is not how you are taught
but how you decide to learn.

CHAPTER 1 Student Nurse Skills for Success 3

the learning process: attitude, basic skills, learning style, time
management, study strategies, critical thinking, and test-
taking strategies. Assessing which habits you already practice
and which ones you have yet to incorporate, internalize, and
utilize will assist you in improving your process of learning. As
you do so, your potential for attaining your goals will increase.

DEVELOP APOSITIVE ATTITUDE

Attitude is defined as a manner, feeling, or position toward
a person or thing. In order to effect change in your behavior,
you must first develop a positive attitude about the experience
you are about to begin. You are in charge of setting yourself
up for success. This is your opportunity to acquire the knowl-
edge and skills that will make it possible for you to reach the
goal of becoming a licensed practical/vocational nurse. Start by
developing a positive attitude toward yourself as a person and
a learner as well as a genuine desire to learn. To maintain this
attitude late at night when you are struggling over the names
of the latest drugs and writing client assessments, you must
be convinced that you have the capability to complete your
task, that some intrinsic factor will be able to support you in
the pursuit of your goal. This positive self-attitude sustains the
question “Why am I doing this?” Among the strategies you can
practice to help you build a positive attitude are the following:

« Create positive self-images and visualize yourself attaining
your goals.

« Recognize your abilities.
« Identify realistic expectations.

CREATE POSITIVE SELF-IMAGES

To create a positive self-image, you must know those attri-
butes that are unique to you. An attribute is a characteristic,
either positive or negative, that belongs to you. For instance,
some positive attributes that are typical to nurses include
caring and compassion. Attributes are sometimes referred to
as strengths and weaknesses. Whatever you call them, you
must actively engage in listing and recalling these qualities
about yourself. Divide a paper into two columns, with one
headed positive and the other negative. List as many words
describing your attributes as you can.

Which side has more entries? Did you start with the
negative list? It is unfortunate that sometimes we can recall the
negatives faster than the positives. We often speak about our-
selves in negative terms, which creates negative self-images.
For example, you may recall thinking some of the following:
“I wish I were thinner. .., “I hope I can do this, 'm not very
good at math.” Neither of these statements draws a positive
image of the speaker. You may need to lose 10 pounds or
improve your math skills, but these are not the total measure
of your attributes. If they are the only qualities you recall,
they might become the overall image you see of yourself.
Regardless of where you started, you must concentrate on the
positive side of the chart. You must actively recall your posi-
tive side at least as often as you recount the things that could
be improved.

Begin to speak of yourself in positive terms and accept
compliments from yourself! When an assignment is particu-
larly difficult, you can refocus from “I hope I can do this. T have
never been good at math” to “I can read and follow the chapter
instructions on how to complete the problems.” This simple
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restatement can sometimes make the difference between
success or failure at attempts to acquire new knowledge.

The list does not have to stop at just the words you write
today. Continue to practice and do periodic self-assessments.
You will add more and more words to the positive side and
begin to complement yourself more often. When things go
awry, you will be able to draw on these positive attributes and
know that you have these strengths.

RECOGNIZE YOUR ABILITIES

Recognizing your abilities is also an attitude builder. Abil-
ity can be defined as competence in an activity. An ability is
something you can learn; competency is proficiency in a task.
Your degree of competence as a nurse will depend on such fac-
tors as prior exposure, motivation, how often and with whom
you practice, expectations of those things that you should be
doing, and a willingness to laugh at attempts and learn from
mistakes.

You have abilities and skills that you perform well. To
acquire these skills took courage, discipline, and hard work.
Recalling these abilities and the ways you developed compe-
tency in them not only adds to your positive self-image, but
also showcases your strengths. Begin by making a four-column
chart with the headings “I am really good at . . ”; “Skills I
currently have to be ‘really good’ . . ”; “I avoid doing . . ”; and
“Skills I need to be ‘really good. . . ” In the second column, list
the skills you presently have to be “really good.” In the third
column, write the things you tend to avoid doing. Finally, in the
fourth column, list the skills you need to acquire to be “really
good” at the tasks you “avoid doing” (refer to Table 1-1).

For example, perhaps you wrote, “I am really good at cook-
ing” Some skills you could have written are the following:

o Arithmetic: You must have an understanding of fractions
and the relationships of parts to the whole.

o Reading: You must comprehend the words in the recipe in
order to follow all the steps.

« Prioritizing: You must know with what items to start in
order to have all of the food ready at the same time.

o Risk taking: You may worry about whether your guests will
like your dish, but you persist, confident in your ability to
turn the raw ingredients into a delicious meal.

Now look at the third column. Maybe you wrote math.
Mathematics is an ability you must develop in order to safely
administer medications to your clients. If you view this skill
only as something to avoid, you begin with a negative attitude
toward an ability you will need. You are creating a negative
image of yourself completing this task. Instead, look to your
past experiences for your strengths; you may realize that
you already possess much of the mathematical knowledge

TABLE 1-1 Recognizing Your Abilities

“IAM REALLY
GOODAT..”

SKILLS I HAVE TO BE
“REALLY GOOD..~

Arithmetic Math

Cooking

Reading
Prioritizing
Risk taking

“IAVOID
DOING...

you need to correctly compute medication dosages. Realizing
this puts a positive slant on this ability.

Now you must develop mathematical competency. Begin
by listing the skills needed to perform mathematical operations.
You must pay attention to details, understand the way parts
relate to the whole, and have solid skills in arithmetic (addi-
tion, subtraction, division, and multiplication). Mathematics
requires you to choose appropriate formulas to solve a variety
of real-world problems. For example, to give the correct dose
of medication to your client, you must know the correct for-
mula to use for the calculation. This is a real-world problem
for which you must both choose the correct formula and
understand it. You must then accurately perform the arith-
metic operations.

IDENTIFY REALISTIC
EXPECTATIONS

Asmentioned earlier, developing a positive self-image is of pri-
mary importance to learning. Your expectations regarding how
you will perform in the role as a learner affects your attitude
toward both yourself and learning. You have an expectation
about the way you will progress through the nursing program.
Ideally, you will attend all classes, pass all exams, and graduate.
Further, your current life responsibilities will cooperate with
and support this plan. You will likely, however, encounter at
least some obstacles. When you hit that first “speed bump” to
your plan, your ability to look at the reality of your expecta-
tions will be important in regaining a positive focus. Consider
the following example:

G. is a 25-year-old female enrolled full time in a nursing
program for the fall. She did well in high school and
has already attended a college part time prior to this
program. G. expects that she will get grades in the B
and A range, as she did in prior course work. She works
full time and has a 4-year-old daughter. When the class
schedule is published, the times conflict with one of the
days that she works. This will cause her to be 20 min-
utes late to work on that day. She has not shared with her
employer that she is attending school. She has child care
for her daughter, but the need to arrive at the clinical site
at 7 A.M. means that she must rearrange her child care
and that she will be 30 minutes late for clinical on Fri-
days. She does not tell her instructors of her time con-
straints for child care. She has always needed quiet time
for study and is a morning person. G. finds her reading
assignments take twice as long as she had planned. With
all her other responsibilities, her only time for study
is after her daughter goes to bed. She has a family that
lives close by, but she does not like to burden them with

SKILLS INEED TO BE
“REALLY GOOD..”

Attention to details
Understanding the way parts relate to the whole

Solid skills in addition, subtraction, division, and
multiplication

COURTESY OF DELMAR CENGAGE LEARNING



baby-sitting. She has always found a way to do things on
her own in the past.

G. is a capable person, but her expectation of being able
to control all the various facets of her life in perfect harmony is
unrealistic. Maintaining a positive attitude while in the midst
of the stress of completing all the tasks at hand is difficult, if
not impossible, and the plan is often abandoned. In Gs case,
abandoning the plan may mean abandoning her plans for
school. G’s reality is that she cannot increase her time com-
mitment by 30 hours of school work and keep everything else
she does at the same level. She must set priorities with regard
to the demands on her time, and she must identify realistic
expectations for those things that she can accomplish.

When everything on your “to do” list cannot be com-
pleted, change the way you approach the list and realign your
expectations. One way to do this is to ask for help. Asking
for help is not a weakness, it is a success strategy. The most
successful people are typically those who know when to ask
for help and who have devised a plan to structure that help.
In the previous example, G. needs to remove some of the
stress related to work, child care, and school commitments
by informing her employer and instructors of her situation
and asking for their help in guiding her to manage the many
demands. Help may mean something as simple as talking to
the employer about coming in 20 minutes late and working
20 minutes longer and asking a family member to take her
daughter to the child care place on Fridays.

If you do not set realistic expectations for yourself, you
may fall victim to a positive attitude’s biggest enemy, perfec-
tionism. Perfectionism is an overwhelming expectation of
being able to get everything done in a flawless manner. This is
a setup for failure because it is a standard no one can achieve.
Table 1-2 suggests some behaviors of perfectionists versus
those of pursuers of excellence. Which list describes you most
accurately? Remember to strive to be as realistic with your
expectations as possible; be patient with yourself and ask for
help when needed.

DEVELOP YOUR BASIC SKILLS

Reading, arithmetic and mathematics, writing, listening, and
speaking are skills basic for success in academics and life.
When you consider the importance of these basic skills, you
must have a strong foundation in them to advance your knowl-
edge beyond the level of memorization to comprehension and

TABLE 1-2 Behaviors of Perfectionists and Pursuers of Excellence

PERFECTIONISTS
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F1GURE 1-1 Keep a notebook of new terms to expand your
vocabulary. Review your notebook and try to use the words in
practice daily.

application. If you are struggling with these basic skills, you
will have difficulty advancing. Developing these skills is basic
to the habits of successful learners.

READING

A large percentage of your program is in written format. To
study effectively, you must be highly adept in the basic skill
of reading. To be competent in reading, you must be able to
locate, understand, and interpret written information; deter-
mine the main idea or essential message; find the meanings
for unknown or technical words; and judge the accuracy and
plausibility of the writers.

Strategies to effectively improve yourreading skillsinclude
vocabulary building, comprehension, and reading level. Your
basic skill of reading encompasses vocabulary building, which
includes the skill of identification and understanding of both
English and medical terminology. Investing in quality medical
and English dictionaries is a good step to understanding both
these languages. When reading assignments, take the time to
look up the words you do not know (Figure 1-1).

The primary reason for building a strong medical vocabu-
lary is that words are the tools for thinking about and under-
standing your world, and you are entering the new world of
nursing: You must therefore take the time to learn its language.
Developing the habit of vocabulary building takes time ini-
tially, but as you persist in practicing this skill, your compre-
hension of the material will increase.

PURSUERS OF EXCELLENCE

Reach for impossible goals

Value themselves for what they do

Get depressed and give up

Are devastated by failure

Remember mistakes and dwell on them
Can only live with being number one
Hate criticism

Have to win to maintain high self-esteem

Enjoy meeting high standards within reach
Value themselves for who they are

Experience disappointment but keep going
Learn from failure

Correct mistakes, then learn from them

Are pleased with knowing they did their best
Welcome criticism

Do not have to win to maintain high self-esteem

COURTESY OF DELMAR CENGAGE LEARNING
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TABLE 1-3 Strategies to Improve Comprehension

Reread

Do this after reading one section of the text or even after one paragraph.

Define new words

Write the definitions of each new word in new words the margin of your text and then reread the para-

graph. Use a small notebook to build your own glossary. Make your own flashcards for further study.

Visualize

Create mental pictures of the material you are reading. You may even want to draw a simple stick

figure, and as you continue to read, adjust the picture.

Research

Many times the reason you are unable to comprehend the material presented is that you have

insufficient background in the subject. A solution may be to consult another text that is specific to
that knowledge base. Use a dictionary, anatomy and physiology text, general subject text (like a
psychology text), or a nursing journal to increase your background knowledge in a subject area

(Meltzer & Marcus-Palau, 1997).

Summarize

Use your own words to “tell” yourself what you just read and how this connects to what you are

going to be doing. Ask yourself, “Why might | need to know this material?”

Comprehension goes beyond rote memorization. One
sign of true comprehension is the ability to summarize the
writer’s message. When you summarize, state the material in
your own words. Unless you understand the words you have
read, you will not be able to advance your level of knowledge
from rote memorization to comprehension. When you are
actively reading your nursing textbook and you realize that
you are not understanding what you have read, you may find
it helpful to use one, some, or all of the five strategies outlined
in Table 1-3.

Reading level is another element of your reading skills.
Reading level is not related to what you can understand but,
rather, refers to the length of the words and the sentences used
in a text to explain, describe, and convey information. It does
not have anything to do with your intelligence, but it has a
great deal to do with the length of time it takes you to read.

ARITHMETIC AND MATHEMATICS

A skill in which you must develop competency is arithmetic
and mathematics. To be competent in this skill, you must be
able to perform basic computations using whole numbers,
percentages, fractions, and decimals, and choose the appro-
priate formula to use. You will be responsible for correctly
calculating dosages and safely administering medications to
your clients. You must be able to recognize whether your cal-
culations are correct and logical. In nursing, your mastery of
mathematical basic skills cannot be overemphasized. Accord-
ing to a research study, approximately 7,000 deaths annually
are due to medication errors (Sakowski et al. 2005). Hughes
and Edgerton (2005) state:

The most common calculations involve fractions, per-
centages, decimals, and ratios. In mathematical tests,
new interns and nurses have been found to have poor
mathematical skills. . . . The inability to calculate the
correct therapeutic volume of a drug dose accounts for
the majority of pediatric medication errors. Research
has found that the major problems behind many of
these miscalculations are associated with an inability
to conceptualize the right calculation to be performed
and understand the mathematical process leading to
the solution. . . . Misplacement of the decimal point is

a common dosing error than can lead to a tenfold error
in overdosing or underdosing. . . . Some errors of this
type have been linked to performance on calculation
tests because those who perform poorly on such tests
are more likely to make a mistake in practice, especially
when fatigued or distracted. (p. 81)

Give yourself a reality check on your competency in
mathematics and commit to improving those areas where
you are weakest. You may want to investigate a resource such
as the learning services center at your school, enlist the assis-
tance of a tutor, or use a programmed-learning text to refresh
your skills. There are also numerous texts written to assist
nursing students in developing these essential skills. Consider
also using computer-assisted instruction (CAI) programs or
self-paced study modules to hone your math skills. Whatever
means you use, an honest assessment of your competency in
mathematics and a commitment to improvement is essential
to your practice in the nursing profession.

WRITING

In your role as a student and as a professional, you will need
writing skills. To be competent in writing, you must be able
to communicate thoughts and information clearly and com-
pletely using proper grammar, spelling, and punctuation.
Contrary to popular opinion, the influx of the computer into
health care has not removed the need for this skill. You will
be writing client assessments, transfer summaries, discharge
summaries, and client-teaching plans. The skill of writing can
be practiced and improved.

LISTENING

The old saying “I know you can hear me, but are you
listening?” can be applied to all of us. You must be listening,
understanding, and processing information, as opposed to just
hearing, when you are in class, as well as when you begin work-
ing with clients. To be competent in listening you must receive,
interpret, and respond to verbal messages and other cues such
as body language while attempting to both comprehend the
information and evaluate the speaker. You may need to polish
up on ways that you can improve listening and evaluation skills
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to make the most of your class time. Listening effectively can
make efficient use of the class period to increase your compre-
hension of the content.

Among the many strategies that can be used to improve
listening skills are the following:

o Beinterested in the subject. Make a connection with
the reason you are going to this lecture. What is the
connection between the information and your need for the
information? Have you read the material and come with
questions about the subject?

o Be open to the information. When you hear a topic and
immediately react with your instinct, you often miss the
point and some aspect of the presentation you had not
considered before. Listening does not automatically mean
you will change your mind on topics, but it will allow
you to evaluate and incorporate those aspects that are
beneficial to you.

o Focus on the message, not the messenger. The speaker may
not be a member of a theatrical company that entertains
you. The speaker’s role is to impart information. You can
concentrate on the information that you need to know and
apply it properly.

o Concentrate on the information. Be attentive to the lecture. If
you find yourself falling asleep, do muscle flexes or breathe
deeply to try to stay alert and aware. Imagine test questions
that might be asked on the information.

o Evaluate the information. Not every word is critical. Relate
the information to what you know, where you may use
it, and whether you agree with what is said. If you have
difficulty with what is being said, use the next strategy to
maintain your concentration.

« Write down questions as you listen. This allows you to
follow the speaker to the end, and many of your questions
may have been answered. If not, you have them written
down and can refer later to the list. This promotes
concentration on the information presented. You will not
be distracted trying to remember questions you wanted
to ask.

SPEAKING

You have entered one of the most “speaking™oriented profes-
sions. You will communicate daily with clients, their families,
instructors, peers, ancillary staff members, and the multiple
members of the health care team. To be competent in speak-
ing, organize your ideas and communicate them using verbal
language in a tone, style, and level of complexity appropriate
to the listener.

Many students will not ask questions during a lecture
specifically because they believe themselves incapable of
speaking clearly and identifying exactly the information they
need. There is a saying, “There is no stupid question”; believe
it. Develop the confidence to speak up when you have a ques-
tion. There are potential serious consequences to your clients
if you fail to clarify a medical order or question a procedure
that is unclear.

The following strategies may help when you want to ask
a question:

o Understand why you are asking the question. Instead of
saying, “I don’t understand,” say, “I was with you on the
physiology of the kidney until you reached the Bowman’s
capsule. Can you connect this particular part of the kidney
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with osmosis for me?” This puts you and the speaker

in a positive light; you have not attacked the speaker’s
explanation, and you acknowledge your skill in listening.
You are communicating what you need and asking the
speaker to help by connecting the two concepts for you.

« Know when to ask the question. Writing down those
topics on which you need further information may help
you decide the correct time to ask a question. If the
instructor begins by saying, “Today we will be speaking
about pharmacokinetics,” and you do not understand
the word, stopping her before she has a chance to define
the word may not be the most effective strategy. If
instead you write down, “What does pharmacokinetics
mean?” and listen for the meaning of that word in the
context of the lecture, you will most likely hear clues
as to the word’s meaning. The instructor will use other
words, such as absorption, distribution, metabolism, and
excretion to describe what happens to a drug as it goes
through the body. When an appropriate time in the
presentation comes, review those things that have been
said and clarify: “So, Prof. Z., am I correct when I say that
pharmacokinetics has to do with the movement of drugs
through all the systems of the body?” You will get your
answer, and your instructor will know from your question
that you have been listening.

Speak clearly and articulate your needs as you attend
classes; listen to your instructors; listen to your clients;
and transmit information to instructors, colleagues, support
staff, doctors, and allied health care team members. Practice
both the skills of listening and speaking equally and keep

asking questions.

DEVELOP YOUR LEARNING
STYLE

The term learning style refers to the ways you best receive,
process, and assimilate information (knowledge) about a

O PROFESSIONAL
Speaking

Thorough preparation is an important strategy
for speaking. Formulating multiple examples is
one way of increasing your comfort level with the
given information. For example, if you are asked
to explain the way the pancreas produces insulin,
you might draw the organ and indicate where
the islets of Langerhans are. Or you may use a
lock and key to explain the way insulin works to
open the channels for glucose to enter the cells.
You may trace a cracker as it travels through the
body from teeth to cells and indicate just where
and when insulin is utilized. Regardless of the
specifics, creating multiple examples will assist
you in thoroughly learning a topic and creating a
feeling of comfort about your knowledge of the
subject.
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particular subject. In your life as a student, you have probably
had both of the following experiences:

You attend class with Professor A for Course 100.
The professor arranges the room casually in small
groupings and breaks up class time to alternate short
lectures with small-group work. There is time for a
hands-on demonstration of the principle along with
actual work-related items used as examples. Professor
A allows for student-teacher interchange of ideas and
gives credence to experiences of the students during

0) PROFESSIONAL

Learning Disabilities

According to the National Center for Learning Disabilities
(2008), 15 million children, adolescents, and adults have
some form of learning disability. Learning disability is

a generic term that refers to a heterogeneous group
of disorders manifested as significant difficulties in the
acquisition and use of listening, speaking, reading,
writing, reasoning, or mathematical abilities.

Having a learning disability will not prohibit your
success; you must, however, understand your different
abilities. Find out the types of accommodations that
will enhance your learning capabilities, and ask for
those things that you need. Accommodations in
postsecondary programs are mandated by the federal
government; however, the onus to disclose, provide
documentation, and request accommodations is on
the student. Accommodations are determined on a
case-by-case basis. Reasonable accommodations in the
classroom may be as simple as having the instructor
wear a microphone, being able to use a tape recorder
or note taker, or requesting textbook tapes. In the
clinical area, all reasonable accommodations are
made within the confines of client safety and essential
skills needed to participate in a nursing program. A
quiet work area and ear protectors provide quiet

for students who are hypersensitive to background
noise. Using a computer for writing assignments, note
taking in class, and studying may assist students who
have difficulty writing. Getting a tutor who is skilled
at working with students with learning disabilities is
another intervention to consider.

Whatever you suspect your needs to be, getting
professional testing to ascertain whether you
have a disability and to determine any specific
accommodations you need is crucial. Seek the
assistance of your instructors, student service personnel,
learning center personnel, or call the special education
coordinator at the nearest high school. These
resources will help you locate an accredited testing
agency to provide you with further resources and
documentation.
|

the class discussions. You leave the class exhilarated
and with ideas, aware that this content connects with
your desired outcome. You plan a review of the notes
with a fellow student you met in your class group. You
continue to prepare throughout the course and prior to
the final, on which you get a B.

The next day you attend Course 200 with Professor
B. The room is arranged in rows. Professor B puts up the
class outline on the overhead, lectures for 40 minutes,
then allows 10 minutes at the end for questions. If you
hand him a written question, he will answer it during the
next class. You dread his boring presentation and wish
that Professor B was more like Professor A. You really do
not know anyone in the class with whom to study, you
cannot understand the text, and your grades are in the low
C to D range. You know you need this class for your major.
You try to do your part, but you just cannot “get into it.”

Think about Professor A, who presents information in
a variety of methods—short lecture, small group, hands-on
demonstration. As a student, you can grasp the information
from whichever method appeals to you. You come away feel-
ing connected to the subject and your classmates and want to
continue learning about the subject. You are rewarded for your
efforts through the academic grade system.

Now consider Professor B, who knows just as much about
the subject as does Professor A but who presents it using only one
method—Iecture. Lecture is not your preferred learning style,
and your ability to clarify your understanding through questions
is limited by the class format. Your outcomes on tests are less
rewarding, and you begin to avoid putting time into studying the
subject all together. You end up thinking that you really do not do
well in that subject and consider changing your major.

The difference in the outcomes of the two examples lies
in the perceived role of the learner. In these examples, the stu-
dent relied heavily on the teacher’s ability to present material
in the student’s preferred learning style. Remember, you are
in charge of your learning. Teacher presentations vary in ways
that may not appeal to your primary learning style, but you can
still learn the information. You must take charge of develop-
ing your abilities, increasing your awareness of your preferred
learning styles, and implementing some simple strategies
to enhance those styles. As you increase your skills in your
preferred methods and strengthen those in your weaker ones,
your outcomes will change.

CLASSIFICATION OF LEARNING
STYLES

Learning styles are cognitive (mental) functions. They
refer to the ways you perceive, remember, think, and solve
problems: Their focus is how you learn as opposed to what
you learn. Your preference for one style over another can be
argued to be both genetic and developmental. Regardless,
your awareness of the ways you best learn will affect your
learning outcomes.

Learning styles are classified in many different ways. One
classification method focuses on the route by which students
best perceive and remember information: visual, auditory, or
kinesthetic. These divisions are not mutually exclusive; we
possess all three, and we use all of them to acquire informa-
tion. Visual learners make up approximately 65% of the popu-
lation, auditory learners approximately 30%, and kinesthetic
learners approximately 5% (Mind Tools, 2008).



Visual learners think in pictures. No matter how informa-
tion is obtained (reading, hearing, or seeing), it is stored as
visual images. This person says “I see” or “I get the picture.”
Auditory learners relate best to the spoken word and prefer
class discussion and oral presentations. This person says “That
sounds right” or “I hear you.” Kinesthetic learners process and
remember information well if they touch, imitate, and practice
what they are studying. All of us have the capacity to learn in all
three modes. You naturally gravitate to one over the others based
on which style has led to your greatest learning successes.

Another way to classify learning styles is according to
brain-hemisphere dominance. The left hemisphere of the brain
is associated with analytical activities, such as logic, structure,
speech, reasoning, numbers, verbal expression, verification of
data, and analysis of parts of the whole. The right side is asso-
ciated with creativity and synthesizing parts to form a whole
idea. The right side is also considered the more emotional side
and links to insight, intuition, daydreams, visualization, music,
rhythm, and color visualization.

We need both sides of the brain to function and learn.
Numerous studies demonstrated that individuals with left-
brain dominance are primarily auditory learners and those
with right-brain dominance are primarily visual. Additional
studies show that right-brain—dominant learners process,
recall, and retain more from information presented in
computer-assisted instructional programs, whereas left-
brain—dominant learners derive more success from a lecture
format. To overlook or use one style to the exclusion of the
other is using only part of your overall potential learning
ability.

STRATEGIES FOR LEARNING

You can determine your preferred learning style by going to
one of the following Web sites, doing a search for learning-
style test, and taking the test (www.Vmentor.com; www.
mindtools.com; and www.vark-learn.com). You can also
check the Web site resources at the end of the chapter for
more learning-style information. By determining your pre-
ferred learning style, you will adopt strategies to enhance
that style when you study. You want to effectively move the
required information into long-term memory and increase
your knowledge level from memorization to comprehension
and, finally, to application. To accomplish this you must
know which strategies work with which learning styles. Refer
to Table 1-4 and note all the strategies listed that you con-
sistently use in your study routine. Start with the style you
previously ascertained to be your preferred learning style.

TABLE 1-4 Sample Learning Strategies

VISUAL LEARNER

Reads aloud

Takes notes in class

AUDITORY LEARNER
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Are there strategies listed under your preferred style that
you currently do not use? To enhance your acquisition of
material, begin to incorporate these into your study plan. Are
there strategies listed under any of the other styles that you
could use when the material you are learning is especially dif-
ficult for you?

One way to incorporate more than one learning style
into your study program is to employ a CAI program. Many
texts now come with an accompanying disk designed to
enhance learning style. Such disks may contain the total
text along with testing materials, exercises that accompany
the text, and/or resource material for the text. For example,
several medical terminology packages come as program-
instruction texts with disks and provide audio pronunciation
in the computer programs. The student can read the text,
manipulate the information on the computer, and hear the
correct pronunciation.

When faced with a particularly difficult passage or concept,
incorporate more than one style and one strategy to process
the information. The more action you put into your learning
methods, the more effective your time and outcomes will be.
Mmnemonics, words or phrases used to aid memory, may help.
For example, ABC reminds you of airway, breathing, and circu-
lation. You will find several examples of mnemonics to illustrate
concepts in Memory Trick boxes throughout the text.

DEVELOP A TIME-MANAGEMENT
PLAN

Somewhere in your decision-making process to go to school,
you decided you would have the time to do so. You now must
make that a reality by actively engaging in a time-management
plan. Time management is a system to help meet goals
through problem solving. Practicing time-management strate-
gies will not eliminate the need to perform tasks you do not
like, but it will make doing so more manageable. Active appli-
cation of time-management strategies will make a difference in
what you can accomplish in the time you have.
Strategies for time management include the following:

« Analyzing your time commitments

« Knowing yourself

« Clarifying your goals

« Setting priorities and identifying one or two valued goals
to achieve

« Disciplining yourself to adhere to the plan through
changes and until the goal is reached

KINESTHETIC LEARNER

Takes notes and rewrites them to condense

Writes notes in margin of books
it back to self

Reads into a tape recorder and plays

Expresses self with hands, even while
reading

Looks for reference books with

pictures, graphs, and charts with others

Discusses ideas about class content

Handles visual aids during class

Draws own illustrations

Requests explanations of illustrations

Requests to do a demonstration

COURTESY OF DELMAR CENGAGE LEARNING
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ANALYZE TIME COMMITMENTS

To analyze your time commitments, start by listing them.
Provide yourself with both a big-picture plan and a daily
plan. Creating a year-at-a-glance calendar that lists all of your
important time commitments can provide a quick illustration
of the way the months ahead will be used. Start by putting
in your graduation date in red capital letters. This will give
you an instant visual reminder of your current goal. Next,
using a pencil, insert all important dates, including holidays,
birthdays, work, and organizational obligations. Remember
to also include activities for those in your household that will
require your participation, such as carpooling, special school
programs, after-school activities, and child care. Use your
academic program calendar as the source for the dates that
classes, as well as vacations, begin and end, financial aid forms
and tuition payments are due, and the like. Use your individual
class schedules as the sources for dates of exams, special review
or clinical days, field trips, or any other time commitments you
must meet in order to complete the courses. This exercise will
give you a big-picture view of your time commitments and will
also point out any conflicts.

Conflicts are not impossible obstacles. Knowing about
them in advance will allow you to take steps now to prioritize
and reschedule. When prioritizing, think about delegating
some tasks to other people. Do not always solve a conflict by
removing those tasks you enjoy or that will renew you. Taking
care of yourself during this time is very important. Never give
up the time you need to refresh and renew, even if it is just a
hot bath, a brisk 15-minute walk, or a dinner out with family
and friends. Place yourself near the top of the priority list to
complete your goal.

Each learner’s big-picture map will differ. The challenge
is to mesh your map with your other relationships and keep
yourself toward the top of the list. One strategy is to promi-
nently display your big-picture calendar in an area where all
of the members of your household can see it—including and
especially you. Everyone will then have the opportunity to see
that he is on the list and that he contributes to helping you
reach your goal.

The next step is daily planning. Using a week-at-a-glance
planner helps illustrate more concrete expectations of those
things you plan to do and the amount of time you actually
have (Figure 1-2). You should include time to sleep, eat, drive,
work, attend class, and study.

You may find that you must rearrange your schedule.
This does not mean continuing to do all of the things you
have listed but just on different days; rather, it means choos-
ing two valued goals on which to work. One goal must be to be
a learner. The other will be unique to you. This does not mean
that you replace all other goals with these two valued goals.
Rather, it means that these goals must take precedence when
choosing ways to use your time. If you choose child care and
learner as your most valued goals, you could refine them
even further to complement each other. For example, you
may opt to keep driving the carpool but negotiate to drive
every morning because doing so will afford you 2 hours to
study prior to class. You may then have to make child care
arrangements for after school, which might mean asking
your neighbor or contracting with an after-school program.
You may also have to set aside 1 hour each evening to get
everything laid out for the next day, a task you might ask
someone else in the household to do each night so that you
can gain an extra hour of study time. That extra hour, in turn,
might mean that you dedicate Saturdays for nothing but fam-
ily commitments. Regardless of the way you choose to solve
such problems, the solutions must be designed to help you
reach your goals.

KNOW YOURSELF

To develop your system, you must know yourself. You must
be honest with yourself about your work habits and prefer-
ences. Consider the time of day when you are at your intel-
lectual best. Is it early in the morning, or do you come alive
at 10 p.mM.? You must be able to focus and concentrate when
you are studying. Deciding you are going to carpool in the
morning to get to school early to study will not be effective
if you cannot concentrate until after noon. If this is the case,
it would be better to do the more mechanical and less intel-
lectually demanding tasks, such as the shopping or laundry,
in the 2 hours before class. Are you a person who is more
left-brain oriented (logical, orderly, structured, and plays by
the rules)? Then writing out lists of tasks and crossing them
off may be your time-management strategy to stay on track.
Perhaps you are a more right-brain personality (creative,
resists rules, has own sense of time)? Scheduling your task
within a specific time frame that has a time-sensitive goal/
reward at the end may assist you to use your available time
more effectively.

Monday Tuesday Wednesday Thursday Friday Saturday Sunday
7 AM Work Carpool Carpool Carpool Clinical House

9 AM Work Class Class Class House sunday

school

1AM Work Class Class Class Chores Church
1 PM Work Class Class Class %
3 P Work Work Work o
5 PM qrpool Work Work =
Dinner =
7PM Study Study Study Study Work Work 5

FIGURE 1-2 Week-at-a-Glance Calendar
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Time Wasters
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Are you a time waster? We all sometimes behave in ways that sabotage the best of plans. Following are some
examples of time wasters along with some strategies for helping you reclaim those wasted hours.

1. Clutter: Wisdom holds that you can save 1 hour each day by just clearing your work area of clutter and keeping it

clean. This time can be put to good use in the form of study. Organize your study area so that when you arrive it is

ready for work and take a few minutes at the end of your session to prepare your area for the next session.

. Interruptions: Intrusions into your study or work hours (from either people or things) can be real time

wasters. Try the following:

e Learn to say “no.” You do not have to agree to every request. Learn to pick your involvements carefully and
according to those that are most important to you reaching your goals.

e Put your answering machine on, and turn the phone’s ringer off. Delegate a time to listen and respond to
messages after studying.

e Open your mail over the garbage can. Respond, delegate, or throw it out.

e Organize your papers. For instance, have a folder for each child’s paper/notes. Keep your class notebooks,
your calendar, and phone lists in one three-ring binder so you have all your essentials together.

. Procrastination: This refers to intentionally putting off or delaying something that should be done. Procrasti-

nation is a time waster because it does not afford effective use of time. Time management is not necessarily

finishing everything at one sitting, but, rather, scheduling time to return to the task until you complete it;

whereas procrastination is intentionally delaying the task without good cause or a plan to complete it in a

time-efficient manner. Breaking the task down into manageable segments and rewards will encourage you to

return to it again and again until it is complete.

. Perfectionism: Very often we do not stick to a plan because it does not give us results immediately or does

not give the results we expected. Perfectionism affects your time-management plan by prohibiting you from

accepting anything less than perfection; it also damages your positive attitude of yourself by setting unrealis-

tic expectations. Focus on your positive accomplishments, look for ways to improve, accept your failures, and

build on your experiences.

CLARIFY GOALS

Without setting goals, we cannot know whether we are making
any progress. Goals are like grocery lists. Think about when you
go to the store without a list. You may purchase many items, but
when you get home you often discover that you did not get all
the things you needed. If the next time you go to the store you
make a list, you will likely get all the items you want.

Just like the grocery list, goals must be written down. They
must be based on reality and broken down into manageable
parts. Say your goal is to provide study time each week that will
allow you to be successful in each unit exam of your program.
This time will comprise the time you need to prepare and review
material, prepare for clinical assignments, view information in
the library, and practice new skills in the lab. As a rule, you will
need 1 to 2 hours of study time for each hour you spend in class.
If you are in class 12 hours per week, you will thus need to find
24 more hours to study; and if you are in clinical 6 hours 3 days
per week for a total of 18 hours, you will need to fit in 36 hours
of study. As a rough estimate, this would mean 12 class hours
plus 24 study hours plus 18 clinical hours plus 36 preparation
hours for a total of 90 hours per week (30 class hours plus 60
study hours) for the ideal study week and 30 hours (class atten-
dance only) for a week without any study. So now you know
what amount of time you are aiming for. You can now take this
goal of 60 study hours per week and compare it to your written
schedule and calendar to determine how to best arrange the
demands on your time in order to meet your goals.

SET PRIORITIES

Another part of setting goals is prioritizing tasks into general
categories. Look at your daily calendar and list the general
categories. Some examples might be as follows:

o Work

o Study

« Personal (eating, sleeping)

« Household chores (shopping, budget)
« Transportation (self, others)

« Supervising children

« Decision making (planning, outside organizational

responsibility, time for self, time for spouse, friends, and
children)

Next, rank these general categories in order of priority,
keeping in mind that not everything is a primary priority. If
you uncover conflicts, try to further clarify which items take
top priority.

Another way to prioritize is to group tasks according to
the time frame in which you wish them to be accomplished. To
do this, divide a sheet of paper into three parts. Label the first
part column A, the second, column B, and the third, column C.
Under column A, write “I must work on these tasks now.” This
list includes your priority tasks that need immediate attention.
Under column B, write “I can do these after A is done.” Under
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A

C

| must work on
these tasks now

| can do these after A
is done

| can delay, eliminate, or
delegate until after B is done

school/study supervise children organization
child care shopping
self-care

work
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F1GURE 1-3 Prioritizing Tasks

column C, write “I can delay, eliminate, or delegate these until
after B is done” (Figure 1-3).

If you placed your entire list under column A, go back
to your original two goals—one of which includes your new
role as learner—and rethink your list. You must prioritize your
activities in order to reach your goal. You cannot be all things at
all times to all people. You also must know how to work smarter,
not longer or harder, to remain focused on the priority task.

Di1sCIPLINE YOURSELF

The hardest strategy to commit to may be discipline of self.
The idea that you must actively engage in using the plan
sounds simple. In practice, the plan will not always work.
When this happens, you may be tempted to abandon the plan
instead of changing it. If the plan is not working, you must
ascertain the reasons. Maybe you lack resources, have not
scheduled enough time, or need to revisit and reevaluate your
goals. Build time to plan into your weekly schedule. If you
really want to use a time-management system, your ability to
go back to the plan and revise it is very important.

DEVELOP A STUDY STRATEGY

Developing a study plan involves more than just buying a
textbook and reading it. Several strategies that will assist you
to study more efficiently and effectively follow.

SET Ur THE ENVIRONMENT

Where and when you study are as important as how. The fact
that you assign a specific behavior to your study space will set
you up for success. The space should fit your style. Do you like
everything organized in neat spaces, or do you just need it near
you? What type of lighting, seating, or noise level will assist
or detract from your concentration? Consider your preferred
learning style when setting up your study space. If you are a
kinesthetic learner, you may want to put motion into your
space by, for instance, using a treadmill in your study plan. You
may want to spend a percentage of your study time sitting to
read and take notes and then switch to walking or running on
the treadmill to recite and reflect on the material. You will be
increasing comprehension and making connections, all while

walking 2 miles! Regardless of the way you arrange your space,
take into consideration the type of learner you are and your
biological and personality preferences.

GATHER YOUR RESOURCES

Your resources should all be easily accessible from your
study space. In some homes, the kitchen table serves as the
study space. If your study space serves more than one func-
tion, as would the kitchen table, consider keeping your study
resources in a milk crate or box, so they are portable yet readily
at hand when needed.

Gathering your resources is your start to building a library
of textbooks, which will serve you throughout your program.
These resources become a reference library for you when you
study. Some general resources to keep on hand include the
following:

« Arecent edition of an unabridged dictionary
« A medical dictionary
« An anatomy and physiology text

Additional resources you will need as you progress through
your program may include texts on pharmacology, nutrition,
and the nursing process. Depending on your personal knowl-
edge base, you may need further resources in the foundation
sciences—biology, psychology, and sociology. These areas
serve as the knowledge base for your future profession.

Keeping your learning style in mind, consider purchas-
ing accompanying workbooks or other study aids that come
with the text and research CAI or videotapes available in your
nursing program library. Using varied and multiple resources
enhances your knowledge base and will increase your compre-
hension of the content. You must go beyond memorization,
beyond amassing facts, to comprehension of this knowledge
base in order to answer the questions on the exams. Keep in
mind that you are studying for the program examination, the
National Council Licensure Examination (NCLEX-PN®),
and, ultimately, to apply your knowledge base to provide safe,
effective care to your clients.

Remember to use journals as resources. The articles and
related client situations can assist you in understanding the
application of content to the clinical area. Your ultimate goal is
to apply your content information to client care. Consider get-
ting a subscription to your nursing journal, Journal of Practical



Nursing or Practical Nursing Journal. Nursing organizations
such as the National Federation of Licensed Practical Nursing
or the National Association for Practical Nurse Education and
Service are also valuable resources, and many have Web sites
that you can visit.

Whatever resources you ultimately choose, gathering
them and having your resources readily at hand are simple
strategies that will make the time you have allotted for study
more efficient and effective.

MINIMIZE INTERRUPTIONS

Interruptions to your study time decrease the actual time you
can focus on the material and affect your concentration. Inter-
ruptions may also become your procrastination “triggers.” If
you allow your study time to be constantly interrupted, you
will soon be doing something other than studying. At the very
least, these interruptions minimize your efficient use of time.
When you plan your time to study, do not set yourself up for
interruptions. Look realistically at your time schedule and do
not schedule your study time around the household’s naturally
busy times of the day—typically mornings, mealtimes, early
evenings, and bedtimes.

This is where you put the strategies listed in the section
on time management to work. If you have set aside a time and
a space for study, make it known that you are not to be inter-
rupted unless there is an emergency. Hang a sign on the door
that reads, “Think before you knock.” Studying in 1- or 1Y%5-
hour blocks is also a way to cut down on interruptions. This is
a reasonable time period for you to put the world on hold in
order to accomplish your task.

GET TO KNOW THE TEXTBOOK

Your textbook is not intended to be read like the latest mystery
novel, from beginning to end in one sitting. It has directions on
the way to use it (introduction, preface) and built-in references
(glossary, appendix, summary questions). It is arranged in sec-
tions, each dealing with a major topic, and then subdivided into
the parts (chapters) that make up the sum of that topic. Get-
ting to know your textbook and its resources and the author’s
approach to writing may constitute the first part of your study
plan. Having this information gives you some insight into the
way the material has been grouped and connected.

Another author may have written the book in totally
stand-alone chapters and may encourage students to review
the table of contents and start anywhere they feel they need to.
Self-instruction modules or texts in math often give students
instructions to first take all of the post-tests in the chapters
and, as long as a certain score is reached, to go on. This is a
means of giving students credit for knowledge already learned
and facilitating recall of knowledge in preparation for new
learning.

Take a look at various parts of this text. How is the infor-
mation organized? What built-in references can assist you?
Consider the cues given about the way to use this text to help
you organize the big picture.

SET UP THE STUDY PLAN

Each time you enter your study space, your study plan
should be with you. You should have a plan or a specific
goal for that time. Each time you enter the space, bring a
positive attitude toward reaching that goal. Your nursing
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course outline will drive your study plan. You will have a
certain amount of material to cover in a specific time span.
You first must know those things that are expected of you.
Your course outline, curriculum, and instructors will give
you this information.

As an example, consider a unit on vital signs, which is
assigned to be completed in 1 week. The components of the
unit include understanding the theory base about vital signs
as well as learning the psychomotor skills involved in actually
measuring these indicators. You are expected to acquire the
knowledge by reading the chapter in the text, attending the
lecture and demonstration, and practicing in the lab. You will
be tested on your ability to apply your knowledge through a
pencil-and-paper test and a redemonstration of your psycho-
motor skills. Now that you know the information you must
cover, the sources of the information, and the way you will be
tested, you can map out a study plan. Consider the following
steps:

1. Preview the material to be studied. Your assigned read-
ing from the text on the content of the unit may be
contained in one chapter or may span several chapters.
Always preview the assigned chapter(s). Often, the stu-
dent reads only the pages assigned, thinking that this is
the most efficient way to study. By not spending the 5
or 10 minutes to preview the entire chapter, the connec-
tions between the content may be lost. Previewing can
be done very quickly by scanning the chapter headings,
art, and tables.

2. Consider the chapter heading. The material about vital
signs may be contained in a chapter labeled “Baseline
Assessment” or “Measurement of Baseline Values” or
“Physiologic Functions of the Body.” All of these give
you a cue as to what you are about to study.

3. Read the objectives for the chapter. The objectives list
those things you should be able to do when you are
finished learning the content of the chapter.

4. Scan the vocabulary section and the end-of-chapter
summary and questions. Read the key terms and the
summary and questions at the chapter’s end. Doing so
gives you an overview of the scope of the reading you
will need to do and should take no more than S to 10
minutes.

S. Set up your questions. Beginning at the chapter objectives,
write down those things you already know, questions
about those things you must learn for each objective,
and some additional resources that you think you should
check. For example, in a chapter about vital signs, the
initial page may look like the one in Figure 1-4. Jot
down your current knowledge and your questions. The
resources note relates to the reasons you are trying to
learn this material. Connecting the material to your role
in the profession is most important. You are now ready
to read the chapter critically for the answers to your
questions. You may uncover more and have more ques-
tions at the end; but you have a plan and can move on to
the next step.

6. Read and take notes. Answer your questions and check
your vocabulary knowledge as you read.

7. Reread when necessary. Remember your basic skills and
concentration.
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The Measurement of Vital Signs

At the completion of this chapter, you should be able to:

1. Describe the physiologic mechanisms controlling
temperature, pulse, respiration, and blood pressure.

Temp = 7, Pulse = heart, Respiration = lungs,
Blood pressure = arteries need to find out about temp.

2. Identify the normal range for vital sign measurements.
For adults? Children?

3. Select the appropriate equipment used to take vital signs.
Thermometer, stethoscope, blood pressure cuft

4. Demonstrate the correct psychomotor technique used in
measuring vital signs.

| do this in the lab/get procedure from book or instructor? Ask in class.

5. Document the normal findings of the measurement of
blood pressure.

Temp = 98.6, p = 60-80, bp = 120/80; | need to know this to be
able to tell if the client is normal or having trouble.

COURTESY OF DELMAR CENGAGE LEARNING

FI1GURE 1-4 Start with the chapter objectives and devise
questions and answers to determine the things you know and
the things you need to give more attention.

8. Reflect on the connections you can make between the mate-
rial and client care. Identify the reasons the information
is important and the way you will use it.

9. Recite or create your individual style cues. This is where
you will put your individual unique learning styles to
work. Make up songs. Create mnemonics. Design flash
cards for items that must be memorized. Try to create a
logical connection when recalling information.

10. Review or summarize the information. Answer the objec-
tives. Use your own words to answer your initial ques-
tions. Do you have more questions? Must you consult a
second resource to answer them?

11. End the session with a critical thinking question. What
would the client look like if his temperature were 103°F2
What other body systems would be affected? What
nursing measures might I use to support the client with
this level temperature (e.g., monitor the client’s fluid
intake and output because the body would be losing
fluid as a result of the thermoregulation [sweating and
evaporation that would reduce the temperature]), and
why? Write these questions down in your notes. You
will soon have a collection of “client scenarios” that you
will be able to build on as you increase your knowledge
base.

The preceding 11 study plan steps require skill in five areas:
reading, rereading, reflecting, reciting, and review. With each
step, you are engaging in the process of encoding the material.
Encoding is thought of as actually laying down tracks in the
areas of your brain. Each time you read, reread, reflect, recite,
and review, you increase the depth of the tract, and your ability
to recall and utilize the information increases. You move the

0) PROFESSIONAL

Mnemonics

Create your own mnemonics to group the steps
of a procedure. A mnemonic is simply a method
for helping your association and recall; it consists
of a memorable word or phrase created from

the letters of the list of items you are trying to
recall. For example, to remember all of the areas
to include when assessing a client to whom a cast
has been applied (pulse, circulation, sensation,
movement, and temperature), you might make
up a silly sentence to help you remember, such as
“Paul Can Shine My Tuba.” This type of statement
will help you group these facts together (pulse,
circulation, sensation, movement, temperature)
and assist you in recalling them. You could sing
this also. Do whatever you can to be active in
moving material from short-term to long-term
memory.

information from short-term to long-term memory, and you
increase your level of knowledge. The more senses and action
you put into your study plan, the more you are able to utilize
the information.

You move your level of knowledge from the memoriza-
tion of a group of facts to the comprehension of the facts in a
logical, organized fashion that allows you to apply the infor-
mation to the client’s situation to whom you will provide care.
Each time you sit down to study, make your goal the applica-
tion of knowledge to the client’s condition. You can preview,
question, and quickly outline the major points in the chapters
before class. Listen to the lecture and take notes. Approach
new material with the read, reread, reflect, recite, and review
steps before moving on to the next topic.

NOTE TAKING

Note taking is an action that connects you to the content of
written material or a lecture presentation and will assist you in
identifying the main ideas and their connection to the overall
topic.

0 PROFESSIONAL

Attending Class

In general, the best strategies for getting the most

from classes are to:

e Get to class on time.

e Get a front row seat.

e Listen attentively with a pencil in your hand and
take notes.



Keep materials for each of your classes or topics in a
separate three-ring binder. Take notes on loose-leaf paper and
write on one side only because this allows you to arrange your
preview notes and lecture notes chronologically. You can also
insert handouts from the class in the appropriate order as you
receive them. Using this method, you can also review notes
against additional information you have from other resources
to assist you when it is time to review for the examinations.

When you are taking notes from the text, read with a
pencil in your hand to put yourself in the action mode. You
will thus be ready to receive and process information. You may
also take notes from text readings on your computer, which
facilitates editing and rearranging material.

Before class, preview your chapter material and divide
your paper, leaving a 3-inch border on the left side. From the
assigned reading, identify the main topic to be covered, list the
main section and the subheadings, and summarize the infor-
mation in the left column. Then write your questions in this
column. This prepares you for more active participation in the
lecture; use the right column to take notes from the lecture.

Regardless of the way you choose to take notes, note tak-
ing while you study sets you up for connecting with the con-
tent. It positions you as an active participant in the learning
process, and any time you increase your active participation in
the learning process, you increase your learning.

When taking notes in class, listen attentively, lean for-
ward, and concentrate on the information the speaker is
imparting (Figure 1-5). Take notes on the following:

« The topic, as stated by the speaker; write it on the top of
the page

« The main ideas and the details that support the topic

« The most important points, based on the speaker’s
organization and emphasis

« Other students’ questions and the responses from the
speaker, which are often the very questions you had

PHOTO COURTESY OF SHUTTERSTOCK

FIGURE 1-5 Note taking is an important component of
increasing your comprehension of the material.
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Look for visual and auditory cues from the speaker, for
example, if the speaker says, “This is important,” or writes
steps on the board. Do not form an opinion of what is being
said until you have heard the entire lecture. As stated earlier, a
good strategy is to write your questions as you think of them.
They may be answered by the time the lecture is over.

The purpose of note taking during a lecture is not
to create a transcript of the information imparted but,
rather, to record what you understand. The combination
of attending lecture, listening, and note taking can provide
you with much knowledge that you will not have to learn
elsewhere. Previewing the material to be covered further
contributes to this dynamic. When taking notes, consider
the following guidelines to make your note taking efficient
and effective:

« Do not take notes with the intent of writing them over.
This is a waste of time, and, contrary to what you may
expect, it does not improve recall.

« If your handwriting is sloppy, print or use a laptop
computer.

« Condense the amount of actual writing you do by using
symbols and abbreviations and leaving out everything but
necessary words. For instance, instead of writing “If the
client’s blood pressure reading is greater than 140 systolic
and 90 diastolic, . . write “If BP >140/90....

o Write definitions and mathematical formulas exactly as
you heard them in lecture.

o In mathematics and science lab courses, write the process
step by step exactly as explained. Indicate which formulas
are used with which problems, for example:

“Use ratio/proportion for word problems.”
« Pick an abbreviation system and stick to it.

« Review the notes as soon as possible after class. Many
studies have demonstrated that even a brief review of notes
after class increases retention of the material by 50%.

PREPARE FOR ExAMS

The final plus of having a study plan is the ability to review for
exams. Reviewing for exams is not studying all of the mate-
rial over from the beginning. You will already have studied
the subject matter you are going to cover on the exam; now,
you are reviewing and recalling it through a series of exer-
cises designed to increase your comprehension and facilitate
application. Some nursing examinations are written at the
comprehension or recall level. The NCLEX-PN® is written at
the application level. On the NCLEX-PN® exam you will not
see many questions about naming where the pulse points are
(comprehension, recall). You will instead find questions about
which of the pulse points of the body are most appropriate
for assessing an infant (application). Making decisions about
which fact or groups of principles you have learned will be the
basis for most nursing examination questions.

Depending on the curriculum, you may have examina-
tions every week or every month, a weekly quiz, a midterm,
and a final. Regardless, you will know the schedule, and you
must set aside review time for preparation. If you are to have
weekly quizzes, you must build a time for review into your
daily study plan. One way to do so is to set aside the last 30
minutes of each study session for review. Take each objective
of your course outline and, without looking at your notes or
text, turn them into questions and then answer them. If you
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are weak in one area, refer to your notes and devise a technique
for recall, such as the use of flash cards, rhythms, mnemonics,
pictures, or graphic drawings. Work through each of the objec-
tives for the content that is covered.

If your examinations are by unit, you must divide the
material up over the time you will need to cover it, leaving
at least 2 days for review and recall before the examination.
Each of these review sessions will also serve as preparation for
both your final examination and the NCLEX-PN®. As you are
successful in each of your examinations and continue to see
further connections in your clinical application, your depth as
well as breadth of content mastery will increase.

PARTICIPATE IN TEST REVIEWS

Test reviews vary from one instructor or class to another but
are a great way to review your level of knowledge and ability to
succeed within a class and the nursing profession. As nurses,
our final evaluation and rite-of-passage for nursing practices is
the NCLEX-PN® exam. It is a computerized multiple-choice
exam, and it is only by successfully passing the exam that a
nurse begins a nursing career. So it is imperative that nursing
students learn to successfully take exams. A test review is a
great way to identify common mistakes or patterns of mistakes
on exams. Some students learn that they frequently change
from the right answer to a wrong answer. Others eliminate
all but two answers and then struggle choosing the right one.
Changing these patterns could make the difference between
succeeding and failing in nursing school (DePew, 2008).

LEARN FROM MISTAKES

Some nursing student’s mistakes might be failing an exam,
skipping class, or choosing not to complete an assignment.
The ability to learn from one’s mistakes provides an opportu-
nity to turn failure into success. A challenge after each exam
might be to understand each missed question so that if a stu-
dent sees those question concepts again, he would understand
the concept and get that question correct. If pertinent informa-
tion is missed from class because of an absence, then next time
it is important to contact the instructor and peers to ensure
that no information covered or provided in class is omitted.
A mistake might occur in the clinical setting, and the clinical
instructor offers time to review and relearn the skill. Mistakes
are opportunities to learn and grow and are important not to
repeat, since a nurse’s mistakes could impact another human
life. Taking time to learn from one’s mistakes will lead to suc-
cess in nursing care and nursing practice (DePew, 2008).

TALK WITH INSTRUCTORS

Many people are available to discuss experiences and concerns
with a nursing student. Some of these people are instructors,
advisors, and peers. It is important to remember the value in
talking with peers. Share with each other what is working and
what is not working in class. Explore ideas that might help or
hinder success in the class and nursing school.

If you feel you are not achieving the desired results and
you are unable to identify ways to correct a class problem,
ask to meet with the instructor. Instructors are often available
before and after a class, or have specific office hours available
to discuss student concerns. Instructors are great resources for

explaining or clarifying class specific information and details.
They also hold the key to what has worked for former students
and assignments in the past. Collaboration between student
and faculty is a very important part of a student’s success
when accompanied by a trusting relationship (Sayles, Shelton
& Powell, 2003). Remember these resources when evaluating
and modifying for success in nursing school. These tips help
identify the resources needed to succeed (DePew, 2008).

PRACTICE CRITICAL THINKING

Most of this chapter thus far has been devoted to presenting
strategies for the effective and efficient acquisition of knowl-
edge. Your ultimate goal is to be able to use this knowledge to
provide safe client care. To do so, you must go beyond the ini-
tial stage of simply acquiring information. In delivering nurs-
ing care, facts alone do not constitute a sufficient knowledge
base for making sound decisions about client care. You must
internalize these facts and be able to use them when presented
with new situations.

In considering which actions you may need to take in a new
situation, you must consider past experience and principles
of care, postulate possible outcomes from a variety of inter-
ventions, and seek additional information from colleagues,
clients, and resource materials. This process is called critical
thinking, and it is what you will be expected to do with the
knowledge you are acquiring.

The first step is to develop an understanding of critical
thinking. A comprehensive definition is the disciplined
(taught by instruction and exercise) intellectual process of
applying skillful reasoning (use of the elements of thought
to solve a problem or settle a question), imposing intellectual
standards (a level or degree of quality), and self-reflective
thinking as a guide to a belief or an action (Heaslip, 1994;
Paul, 1995).

Many students find the process of becoming responsible
for their own thinking painful. You, along with many other
students, may be uncomfortable when asked to defend your
opinions (subjective beliefs) and judgments (conclusions
based on sound reasoning and supported by evidence) or to
decide what is important. Probably you would prefer to be
told what you need to know. Because practical/vocational
nurses must make many decisions in the care of their clients,
knowing how to make good decisions is essential.

SKILLS OF CRITICAL THINKING

Your abilities in the four basic skills of critical reading,
critical listening, critical writing, and critical speaking can be
measured by how well you achieve the universal intellectual
standards (UIS). These standards are discussed in the next
section: Standards of Critical Thinking.

Critical Reading

Reading for the meaning of concepts is basic to the acquisition
of knowledge from books. Study time is reduced, and informa-
tion will be retained, leading to better results on tests. Use of a
highlighter to mark the main ideas is often helpful. Those who
do not read critically usually mark most of the page. Form a
study group to compare the main ideas marked in the assigned
material. When reviewing tests, note when misreading or



misinterpretation was the cause of your incorrect answer.
Make a conscious effort to identify your weaknesses.

As you prepare your assignments, have a dialogue with
yourself:

« Before beginning to read, preview the material and ask
yourself: What is it about; how is it related to what
I already know; how it is organized; and are other
resources required?

« Asyou are reading, ask yourself: Does it make sense; are
all terms familiar or should I look them up; how is this
related to what I already know; and can I summarize this
section?

- After reading, ask yourself: Do I understand the main
points; can I outline the main points; how will I use
or apply this information; does something need to be
clarified; and what questions are likely to be on the exam?

Critical Listening

Communication skills, especially listening skills, are greatly
emphasized in the nursing curriculum. Many students do not
have effective listening skills. Many persons have developed
the habit of tuning in only occasionally to what is said, result-
ing in lost communication. Improve your listening skills by
restating the points made in a discussion with another student
and ask that student to give feedback about how accurately
you have restated her position. As you listen, focus on what
the speaker is saying, listen for key points, and make a note of
anything that seems confusing to you (Figure 1-6).

Critical listening requires a conscious commitment to focus
on the topic of discussion. Recognize things that distract your
attention. Attempting to take word-for-word notes, daydream-
ing, and focusing on the mannerisms or appearance of the
speaker are common distractors. A good thinker is not afraid to
identify weaknesses and strengths in order to improve.

Critical Speaking

Disciplined speaking is perhaps the most neglected skill.
Examples of clear, logical, and accurate spoken communica-
tion are seldom heard. Oral communication is usually more
spontaneous than written communication and must be care-
fully presented. Ambiguous statements are misleading, and
personal biases influence what the other person hears. Small
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FIGURE 1-6 Effective listening skills are essential to all client
interactions.
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FIGURE 1-7 Effective writing skills are integral to critical
thinking.

group practice followed by feedback from the listeners can
help a student assess and improve speaking skills.

Critical Writing

Basic to good thinking skills is the ability to state one’s
thoughts coherently, clearly, and concisely. Many students
arrive at college unable to write well. The quality of thinking
is improved by the discipline required to write well. Many
students feel that writing is too revealing and are afraid to
write down their thoughts. Writing is important for the
improvement of thinking because it can be reviewed using
the standards for critical thinking to evaluate the quality of the
thinking reflected in the writing (Figure 1-7). The standards
for critical thinking are discussed next.

STANDARDS FOR CRITICAL
THINKING

Critical thinking relies on the use of intellectual standards
for checking the quality of thinking (Elder & Paul, 2008).
The first requirement is to become familiar with the Universal
Intellectual Standards developed at The Center for Critical
Thinking. These are used in this discussion because they
provide a valid and reliable measure for the quality of think-
ing. Whether you are reading, listening, writing, answering
test questions, or speaking, the standards of clarity, accuracy,
precision, relevance, consistency, logic, depth, breadth, and
fairness should be applied.

Clarity

Fundamental to quality thinking is the ability to think clearly.
Clarity of thought means placing facts and ideas into a logi-
cal and coherent framework. The standard is the degree to
which others can understand your position. Pay particular
attention to the exact meaning of words. There will be many
new terms and concepts in your nursing curriculum. Practice
the proper use of these terms and apply concepts appropri-
ately to improve clarity of thought and increased retention of
content.

Think about the word clarity. There are several shades of
meaning in the dictionary. Look up the word for yourself and
decide which definition applies to the use of clarity in describ-
ing a standard for critical thinking.

PHOTO COURTESY OF SHUTTERSTOCK
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Think about expressions you use frequently. Would
someone from another part of the country understand
them? The term this evening is common in some parts of
the country. When would you expect someone who told
you that she would visit “this evening?” In some places, the
person might arrive in the early afternoon; in other places,
at night. When speaking to clients, families, and other health
team members, be sure that the words used clearly express
the intended message. Do not assume that you understand
a term; take time to verify the meaning. When a statement
is unclear, it cannot be determined whether it is accurate or
relevant.

Accuracy

Accuracy means being correct or true and within the proper
parameters. The need for accurate calculation of a drug dose
or accurate measurement of blood pressure can readily be
understood. In the same way, the collection and interpretation
of data must be accurate. Being accurate implies the use of
some measuring instrument. Accuracy in thinking may be
hard to conceptualize. When a person uses the term hyperten-
sion to mean someone who is anxious and very active instead
of the actual meaning, an elevation of blood pressure above
the accepted normal maximum, the standard of accuracy is
not met. Students can improve their accuracy in thinking
by writing new information in their own words and asking
another student to interpret what was written. Inaccurate
information will become evident.

Accurate documentation of client care is essential to qual-
ity care. There are degrees of accuracy. For example, you might
measure a client’s temperature using a thermometer that can
measure to the 0.01 degree, but this degree of accuracy is not
necessary. On the other hand, when figuring a pediatric dos-
age, a difference of 0.01 is very important. A challenge to you
is to learn the degree of accuracy required in given nursing
situations.

Precision

Sometimes, students learn enough about a subject to be “in
the ballpark” but not enough to hit a home run. The resultis a
general idea about a fact or idea, but not enough understand-
ing to apply it. Precise thinking means that there is enough
detail and specificity for a concept or word to be clearly under-
stood in terms of its relationship to other concepts or words.

Relevance

Relevance refers to information connected to the issue as
opposed to information that is not. Students may get side-
tracked from the purpose of an exercise by failing to limit
their discussion to the issue at hand. Their responses are
not relevant. When studying, ask yourself how a particular
concept is relevant to client care. It is also important to be
able to recognize when sufficient relevant information is not
available.

Consistency

Consistency is the appropriate use of principles and concepts.
For instance, a particular nursing diagnosis based on specified
indicators should be used when those indicators are present
and never used when the indicators are not present.

Knowing the basic actions of epinephrine enables the
nurse to predict client responses to the administration of the

drug. It also helps the nurse understand that the client will
have the same response when an increased secretion of epi-
nephrine is released by the client’s adrenal medulla.

Logic

Thinking brings a variety of thoughts together in some order.
Logic asks the question “Does this make sense?” Symptoms
exhibited by clients can usually be understood based on
knowledge of normal physiology and those changes produced
by the client’s disease or condition. For example, a client
with a gallstone blocking the common bile duct is concerned
because his stool is very light gray in color. Bile is the sub-
stance that colors the stool brown, so it follows that if there
is no bile, the stool will not be brown. These two items make
sense in combination.

When calculating a medication dosage, the standard of
logic is extremely important. If the calculation answer is to
give the client 200 pills of a certain medication, this is not
logical; it does not make sense. Most likely, there is a missing
decimal point, with the correct answer being two pills.

Depth

Students are often tempted to rely on the specific learning
objectives as an indicator of which material they must master.
This may result in a superficial understanding of the material.
The ability to recognize the depth to explore concepts and
ideas can be learned. Students should ask themselves, “What
are the most significant factors; and what are the complexities
in this situation; and what other problems may be involved?”
These questions will guide the student to see other aspects that
also need to be explored for a thorough understanding. Your
instructor and the learning aids within your textbook are useful
guides for identifying relevant information and the appropriate
depth of knowledge required to make good clinical decisions.

Breadth

Breadth of thinking entails considering another point of view
and asking if there is another way to look at the question or
problem. Consider a pregnant woman, with a 6-year-old son,
who has been told she must stay in bed because of complica-
tions. The problem is broader than just the complication
of the pregnancy. Who will care for the son, take him to
school? Who will do the cooking, cleaning, laundry? Is this
financially feasible? Can a mother or friend help out? Can
the husband stay home? The narrow problem of a pregnancy
complication has great breadth when the entire situation is
considered.

Fairness

Everyone has a set of beliefs, opinions, and points of view.
People tend to believe that what they think is true. Improv-
ing the quality of your thinking depends on your ability to
identify the biases in your thinking and those biases present
in the thinking of others. Following the standard of fairness
will lead a person to question conclusions based on personal
bias. When a nurse who responds to pain in a stoic manner
assesses a person who responds to pain emotionally, the nurse
may allow personal values to influence the assessment, with
the result that the nurse provides inadequate pain relief for
the client.



REASONING AND PROBLEM
SOLVING

Although reasoning involves thinking, all thinking is not rea-
soning. Thinking is occurring when a person daydreams, jumps
to conclusions, or decides to listen to music. However, these
activities cannot be called reasoning. In order to effectively use
reasoning, to figure things out, or to problem-solve, the stu-
dent must become familiar with the components of reasoning.
These components are purpose, the question at issue, assump-
tions, point of view, data and information, concepts, inferences
and conclusions, and implications and consequences.

Purpose

All reasoning is directed toward some specific purpose. This is
one aspect where reasoning is different from daydreaming. For
the nursing student, the purpose of reasoning is to use the infor-
mation learned in class to effectively solve client care problems.

The Question at Issue

The purpose of the reasoning process is to figure something
out, answer a question, or solve some problem. This problem
or question must be clearly stated. At the beginning of a study
period, state clearly the problems presented by this particular
material. Good clinical judgment begins with a clear statement
of problems presented by each client.

Assumptions

Assumptions are ideas or things that are taken for granted.
They are accepted as being true without examination. Assump-
tions may be helpful in problem solving, but recognize them
for what they are. An example of an assumption is that nursing
makes a difference in the outcome of a client’s illness. This is a
necessary assumption for nurses to make in order to engage in
problem-solving related to client care needs.

Assumptions that have proven reliable can help in deci-
sion making, while faulty assumptions may cause you to
draw faulty conclusions and may lead to inadequate problem-
solving. Learn to recognize your own assumptions and those
of others. Never be afraid to challenge your own assumptions
or to ask others to clarify the assumptions they are using.

Point of View

Each person reasons from his own point of view, which is
influenced by previous experience, available information, the
quality of thinking already acquired, and many other factors.
All together these factors give each person a unique perspec-
tive and a unique way of thinking. Seek other points of view
and evaluate their strengths and weaknesses. Each person sees
things differently. An individual’s point of view will determine
what facts and information will be noticed, the importance
given to the information, and even the acceptable solutions to
the problem. Identify your own point of view and its limita-
tions and acknowledge the right of others to have their own
points of view (Figure 1-8).

Data and Information

Data and information are the basic materials of reasoning.
Be sure that all information and data are clear, accurate,
and relevant to the question or problem at issue. Search for
information that not only supports your position but also
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FIGURE 1-8 To be effective problem-solvers and critical
thinkers, nurses must first take a good look at their own point of
view.

refutes it. Make conclusions supported by the data you have
collected.

Concepts

Identify concepts needed to explore the problem and the
implications of each. The concepts (such as asepsis, pain,
adaptation, and so on) important to nursing care must be part
of the evidence supporting a nursing judgment.

Inferences and Conclusions

Reasoning requires interpretation of facts and information.
The interpretation must be justified by the relevant facts. It
must be supported by the data and information. Many times,
students state opinions as judgments or inferences. This hap-
pens when inferences are based on assumptions and personal
preferences rather than on the information.

Properly drawing judgments or inferences is basic to
thinking well. For example, when the body’s temperature
goes above 98.6 degrees, the body’s metabolic rate increases.
Increased metabolism requires more oxygen for the tissues.
More oxygen can be delivered to the tissues by increasing the
heart rate. From these facts, it is inferred that an elevated body
temperature results in an increased heart rate.

The product of reasoning is a conclusion regarding the
problem. It is the answer to the question that began the pro-
cess. The conclusion must be logical.

Implications and Consequences

The reasoning process usually produces more than one solu-
tion. Now it is necessary to examine the implications of each
solution by thinking about the ease with which a solution can
be applied, the ability of a person to carry out the required
actions, or the risks involved. Look for both positive and nega-
tive consequences.

Consequences can result from action or inaction. It may
not be possible to predict all consequences, but the possible
outcomes should be examined as completely as possible.
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TRAITS OF A DISCIPLINED
THINKER

Reading the requirements of critical thinking in this chapter
will not make anyone think critically. You can improve your
own thinking by incorporating the idea that thinking about
the quality of your own thinking in relation to UIS is a desir-
able goal. Improved thinking can not be acquired in a day or
two. It takes time, effort, and disciplined practice. The result
is well worth it, however. Consistent efforts to improve your
thinking can result in the acquisition of the traits of a disci-
plined person (Center for Critical Thinking, 2008). These
traits, or habitual ways of thinking, can be recognized by

TABLE 1-5 Traits of a Disciplined Thinker

DESCRIPTION
Faith in reason

others and enable a person to compete successfully in the
high-tech world (Table 1-5).

CRITICAL THINKING AND THE
NURSING PROCESS

A nursing education program is intended to help students
develop the logic of nursing. In other words, you will learn to
think like a nurse. The method nurses have adopted to imple-
ment the practice of nursing is called the nursing process. The
nursing process applies the problem-solving process to the
practice of nursing and requires critical thinking. When you
find the relationship between the content of the textbooks

Confident that interests of humankind are best served by giving free play to reason

Values reasoning in self and others

Has faith that people can learn to think for themselves, think coherently and logically,
and come to reasonable conclusions

Intellectual humility

Aware of how much he does not know

Sensitive to bias, prejudice, and limitations of own viewpoint

Willing to examine beliefs and conclusions based on new evidence

Respects thoughts and ideas of others

Continually learning and improving own thinking

Intellectual courage
received a serious hearing

Addresses ideas, beliefs, or viewpoints causing strong negative emotions that have not

Recognizes that ideas considered dangerous are sometimes jusitified

Willing to take unpopular positions based on reasoning

Intellectual integrity Is true to own thinking

Consistent in intellectual standards applied and does not change to suit circumstances

or personal bias

Admits discrepancies and inconsistencies in own thoughts and actions

Practices what he advocates for others

Intellectual perseverance

Uses intellectual insights and truths despite difficulties and frustrations

Pursues question or problem until conclusion is reached

Adheres to rational principles

Willing to struggle with confusion and unsettled questions over an extended time period

to achieve deeper meaning

Intellectual empathy

Imaginatively puts self in place of others to genuinely understand them

Able to reconstruct accurately the viewpoints and reasoning of others

Remembers past occasions when he was wrong despite intense conviction of

being right

Fair-mindedness Considers all viewpoints

Adheres to intellectual standards

Is impartial

COURTESY OF DELMAR CENGAGE LEARNING



and the logic of nursing, the study of nursing will be an excit-
ing and challenging process. Using the nursing process will
improve the quality of your thinking, and using reasoning will
enhance your use of the nursing process.

DEVELOP TEST-TAKING SKILLS

Testing is not studying; however, the skills you need for testing
are similar to those needed for studying. The task involved in
taking a test is not to pass it; to pass the test is the outcome. You
cannot achieve the outcome if you do not perform the task.
The task is to read the question, understand what the question
is asking, and make a decision about a correct response.

To hone your test-taking behaviors, you must first per-
form a personal analysis with regard to your attitudes, prepa-
ration methods, and behaviors related to a testing situation.
Only after you have identified these variables can you initiate
strategies to improve your outcomes.

ATTITUDE AND EXPECTATIONS

If you are like most students, you may feel quite anxious about
taking a test. You may think of each test as the final chance to
show your worth. Or you may consider receiving less than an
A on an examination as being the same as failing. Neither of
these is a reasonable expectation for testing. Testing is a useful
tool for both measuring your level of knowledge and showing
what you still need to learn. Have you ever considered that
receiving a grade of C on an examination usually indicates
that you know 75% of all of the knowledge that was tested?
And the knowledge on any given test does not represent all
the knowledge you possess. Your attitude toward testing is
very important if you are to improve your outcome. Maintain
a reasonable expectation about both the purpose of the test

D PROFESSIONAL

The 30-Second Vacation
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and the meaning of your grade. This is often a key factor in
improving your test performance.

PREPARATION

In analyzing your preparation for test taking, you must critically
examine your study habits. Review the section in this chapter
on study strategies and consider whether you are on task when
it comes to your study habits. There may be some areas where
you can improve. If you know of an area of weakness, make a
conscious effort to develop this part of your preparation. Be
reasonable in your expectations and do not expect to see results
overnight. Building your study habits takes time and persis-
tence. Persevere and your outcome on tests will improve.

Next, consider the way you review for an examination.
Do you cram the night before, or are you consistently planning
for questions in your study plan and adding time for review
of material before the examination? One strategy is to use the
technique of note mapping to help you organize the material
into manageable parts. (See the Professional Tip: Note Map-
ping.) Taking each part and developing a more detailed one-
page outline that you can take with you to review for 15 to 20
minutes at a time is another method to try. Another suggestion
is to change your study place and times. Instead of 1-hour ses-
sions, break your review sessions into 30-minute recall sessions.
You must draw an imaginary line between studying and review-
ing. Studying is the learning of new knowledge; reviewing com-
prises recall, organization, and summary of information.

Do not study only just before the test. This is a poor tech-
nique. Approaching preparation in this manner serves only to
put a few facts into short-term memory. Better to spend the
time before the examination relaxing with a good book or
good friends or at the spa or gym. You must be confident and
rested and come to the testing area with that good feeling that
results from doing something you like.

For those of you who need an “anxiety buster,” consider a “30-second vacation.” The 30-second vacation is based
on a guided imagery technique that is used often in the client care arena. This technique takes practice. Start by

doing the following:

Sit in a comfortable spot where you will not be disturbed, close your eyes, and think of an event or a place that
evokes a feeling of calmness (not necessarily happiness). This is an event or place that made you feel like every-
thing was right with the world and with you. It can be from any time in your life.

It may take some time to settle on the right event or place. Relax and take a few minutes now and think.

Once you have it, don’t tell anyone! This is your secret place, your place of peace, and when you go there, no one

can find you.

Once you have selected this event or place, start to give it “life.” To do this, you must begin to recall this event or
place regularly. Practice doing so at the beginning of your study sessions, when you are stuck in traffic, when you
are at the dentist, when you have something difficult to do, at the beginning of your test-taking exercises, or at

the beginning of your real tests.

Each time you recall your event or place, give it more “life.” Recall the time of day, the setting, the colors of that
day. Was it raining, was it sunny, was it snowing? If it was raining, was it a summer rain or an autumn rain? Recall
what you were wearing and what colors you had on. Were you alone or with others? Were you eating some-

thing? What did the food smell like?
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Consider the rest you get the night before the examina-
tion. Physical stamina is needed for concentration. If you cram
for a test by “pulling an all-nighter,” you are setting yourself up
for possible errors on the examination. Be reasonable, revisit
your study plan, and get adequate rest.

Next, consider whether you have enough energy to take
the test. You can eat what you want, but eat. The cells of the
brain require glucose to function; this glucose is supplied in the
calories you consume. Try not to increase caffeine intake imme-
diately before a test because doing so may make you jittery.

Finally, ask yourself whether surrounding yourself with
positive people helps keep you focused, or whether talking to
students before a test only makes you more anxious. If the lat-
ter is the case, you should arrive with just enough time to walk
into the testing room and you should not speak to anyone.

MINIMIZE ANXIETY

Anxiety is the physiologic response of the autonomic ner-
vous system to a perceived stressful situation. As the situation
becomes more stressful, the body’s response increases. This
affects the ability to process information and make rational
choices. People are often not good at identifying what they
are feeling and are often unaware of the degree to which stress
affects the ability to take tests.

Develop a plan to deal with anxiety. Anxiety about per-
formance is always present. Past experience with testing often
contributes to the development of test anxiety. If the expecta-
tion regarding performance on a test is not mirrored in the
grade we receive, our confidence in our ability is shaken, and we
approach the whole experience with more and more anxiety.

To deal with anxiety, consciously develop an activity to
counter the feeling that anxiety evokes. Some people listen to
music, pace, or do deep breathing to combat feelings of stress
and anxiety. All of these are good strategies, even if all of them
cannot be done while you are actually taking the test.

IMPROVE TEST-TAKING SKILLS

How do you improve your test-taking skills? You practice,
practice, practice and analyze, analyze, analyze. Consider the
following:

Treat every wrong answer as a treasure. Examine it and
discover the secret of why you got it wrong.

This is the only way to know which errors you are making.
Always request to review your examinations, and track your
incorrect responses using the analysis worksheet presented
in Figure 1-9. Initially, when you review your tests, do not
concern yourself with the content of the questions. Simply
write the number of the question in the row that indicates the
reason you got that question incorrect. You will also notice
that there is a heavy black line before the last row of the
worksheet. The first four rows represent what are known as
mechanical errors; these can be eliminated by developing posi-
tive habits and revising current practices. You will notice after
three or four quizzes that a pattern starts to emerge. Imagine
that you just took a 100-question test and received a score of
60/100. You then use the worksheet to categorize your incor-
rect responses.

Of the 40 incorrect answers you provided, you see that
10 of them fell in “did not read carefully,” 2 in “did not know

Test Question Analysis Worksheet

Test Test
Reason for Incorrect Response 1 2
Date | Date

Did not read carefully
(missed details, missed key words)

Did not know the vocabulary
(medical terminology, English vocabulary)

Inferred additional data
(made assumptions, “read into the question”)

Identified priorities incorrectly
(placed events in wrong order)

Did not know the material

Marked the correct answer and then
changed it

(changed answer instead of going with first
choice)

FIGURE 1-9 Test Question Analysis Worksheet

the vocabulary,” 7 in “inferred additional data,” 4 in “identified
priorities incorrectly,” and 7 in “did not know the material”
If you could eliminate the bad habits that resulted in the first
23 errors, this would improve your test score immediately.
Your grade would be 83/100. More important, tests would
truly represent only what you did not know, not areas where
bad habits resulted in poor test scores.

After you have identified your error patterns, you can
work on developing the counterhabits that will eliminate
them. Work first on the one that is the most glaring.

Read Carefully

Reading carefully is a test-taking behavior that must be prac-
ticed. The section on study strategies noted the value of scan-
ning in looking for important words when you read. When
you are reading a test question, however, you must never scan.
Many students choose incorrect responses because they miss
key words, scan the question for familiar terms, infer what the
question is, or misinterpret words they read too quickly. Incor-
rect responses resulting from any of these actions represent
poor reading habits rather than a substandard knowledge base.
The following exercise will help improve your reading habits.

Exercise for Improving Your Literal Reading Skills

You will need:

« A timer (stove)

« An NCLEX-PN® review text or any comparable
question and answer book. It is important that you
have the answers and the rationales for each answer
in a review text.

« Two sheets of paper: one to take the test on and one
to make your analysis worksheet

« Pencil or pen

« Dictionary

COURTESY OF DELMAR CENGAGE LEARNING
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Note Mapping

Note mapping is taking conventional notes and organizing them into a picture that allows one to see connections
and links between ideas and concepts. A note map is similar to the concept maps within this text. When a note
map is developed, one thinks through complex problems, fuses together the information, summarizes the content,
and displays the information in a way that is easy to recall. More of the brain is engaged in assimilating and
connecting the facts, so one can easily recall information because one can easily recall the shape and structure of
the note map. The advantage of note mapping over conventional notes is that one can see the informational links
and recall the basic facts within the notes. All the pages of notes are fit onto one page, so the note map is easy to
carry and study in spare minutes. Here is an example of a note map for the section you are reading, “Develop
Test-Taking Skills.”

1. Pick a time and a place where there will be no inter- b. If you mispronounce a word, stop reading, make
ruptions for 20 minutes. You may neither speak to a mark next to that word, and begin again from
anyone nor get up to use any other resources. You the beginning.
are taking a test. c. If you do not know the meaning of a word

2. Randomly pick a page of the review book and (English or medical), stop and look it up.
choose five questions from that page. It does not 5. At the end of the question, restate what is being
matter whether you have studied the content in your asked of you.
program. 6. Read the choices, connect each to the question, and

3. Set the timer for S minutes. choose the most correct answer.

4. Start the test. Read each question out loud. . When the timer goes off, score your questions.
a. If you read “over” a word, stop reading, make a . Analyze why you got questions correct or incorrect. You
mark next to that word, and begin again from the can use the test question analysis worksheet and your
beginning. personal critical thinking skills to analyze the answers.

[c<BRN|
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9. Repeat this exercise with five different questions
three or four times a week.

The object of this exercise is not to finish all the ques-
tions, nor is it even to get all the answers right. Rather, the
object is to consciously practice reading every word literally.
Each time you do this exercise, you must treat it as a test—no
food, no talking, no music, no interruptions. You must associ-
ate this type of reading with taking a test so that each time you
take a test, this literal reading habit is instinctual.

Know the Vocabulary

If vocabulary is your weak area, there is only one thing to do-
learn the vocabulary. Look up the word (English and medical)
in the appropriate dictionary, write the definition on the back
of your analysis sheet and review the definition during your
next study session. Add additional time in your study plan for
vocabulary building. Use additional modes of learning, such as
audio or flashcards to master your vocabulary skills.

Do Not Infer Additional Data

The more experiences you have in life, the easier it is to infer
additional data in any given situation. You must realize, how-
ever, that for the moment, the only relevant information is the
information on the test paper—no more, no less. Based on that
information alone and the given choices, you must decide on
the correct responses. You base your decision on those things
you have learned about the topic, on standards of care, on the
nursing process, and on your knowledge base. If you read into
the question, you have in essence rewritten it and may not
choose the correct answer. One strategy for overcoming this
habit is to recognize when you begin to interject information
into a question. In any such instance, you must stop, take some
physical action to call your attention to the fact that you are
adding information, and clear your mind—take a breath, clear
your throat, or wear a rubber band and snap it! Then start over
again, concentrating on reading the question literally.

Identify Priorities Correctly

When questions concern priorities, ask yourself which of the
given choices would result in serious consequences if not done
first. When you are being questioned about procedural tasks,
ask which of the given choices must be done before the others.

Know the Material

Not knowing the material represents a lack of knowledge base.
Write down the content area of each of the questions you miss,
then go back and review the concept or facts in question. If
the same content areas are problematic over several tests, seek
additional assistance from your instructor. You need clarifica-
tion regarding your understanding of both the information
and the questions.

Go with the First Answer

Have you ever found yourself reading a test question and then
eliminating all but two choices? Finally you choose one of the
answers. You start to go to the next question but then second-
guess yourself and change the answer. When the exam is
returned, you find your first choice was the correct answer.
Generally, a student’s first choice is correct. Unless you
have the thought, “Oh, my goodness, why did I choose that
answer?” do not change the answer. That thought indicates
you recalled or found information that made the second choice

incorrect. Unless you know the answer is definitely wrong, go
with your first intuition. Often the first choice is correct.

BEHAVIORS IN THE TESTING
RoomMm

Setting yourself up in the testing room for a positive experi-
ence can make a difference in your outcome. Be sure to prac-
tice the following behaviors:

1. Get a good seat. Unless your seat is assigned, sit in an
area that is quiet and, has good light, and where you can
“zone in” on the test and “zone out” the rest of the room.
If you are a student who gets anxious when you are the
last one left in the room, pick a seat in the front row and
farthest from the door and turn your seat slightly toward
the wall. You will be less apt to notice as people leave.

2. Set the mood. As you wait for the test to be passed out,
take your 30-second vacation. Adopt the most positive
attitude possible. Identify the task ahead of you. Take a
breath and repeat the following:

“I have prepared. I am able to read the questions, pro-
cess the information, and, from the choices given, make
the best choice and move on.”

3. Read—do not scan. You must read literally every word in
the question. Every word counts!

4. Read the question to determine the following:

o Who is the question about? This will affect your
chosen answer. If you automatically assume that all
of the questions relate to the nurse, you may miss
a question that asks you to decide those things the
father might say to demonstrate his understanding of
the discharge instructions, for example.

o What is the question about? You must determine
to which part of the knowledge base the question
refers. Is the question about the way to teach a
9-year-old diabetic to check his blood glucose? To
answer this question, you must consider the learning
style of the 9-year-old, his cognitive development
and manual dexterity, and any significant others who
should be involved in the session. The correct choice
must support all of these principles.

o When is the question about? The time frame of the
question is also significant in terms of the client’s
continuum of care. Is this the acute session? Is this a
client who has had diabetes for 20 years and is now
developing pulmonary vascular disease? Is this a new
mother with her first child or a new mother with her
fifth? Are you in the assessment phase of the nursing
process, are you in the planning stage, or are you
evaluating the effects of a treatment or a drug?

o Where is the question about? The focus of the nurse in
the acute care institution is different from that of the
nurse in the community clinic. This will affect your
choice.

5. Do not argue with the question. Whether you agree with
the question is irrelevant. The task is to read the question,
put your mind to the question and, given the choices
offered, make your choice based on principles and the

application of your knowledge base.

6. Plan your time. Do not spend an inordinate amount of
time on one question. There are some things you will



not know, and if you spend so much time on one ques-
tion, you can sabotage your success on others. You
can come back to any question, but you must be able
to clear your mind of this question before moving on
to tackle another. This is a good place for a 30-second
vacation to put you back on task! If you cannot let a
question go, you will be unable to concentrate on the
next few questions and, very likely, will get several
questions in a row incorrect. It is best to read, choose,
and move on. Going back may work for paper-and-
pencil tests during the nursing program, but the
NCLEX-PN®, which you will take on computer for
licensure upon completion of the nursing program,
does not allow going back. Each question must be
answered in the order presented.

7. Do not panic. When you come to a question that
you cannot immediately answer, do not panic. Use
your 30-second vacation to counter your anxiety and
facilitate your ability to process. Recite again, “I have
prepared, I am able to read, process, choose, and move
on.” (See Memory Trick.) Remember, the answer is on
the paper.

YOURPROGRAMIS ALMOST
COMPLETED

Additional skills for success are required when you leave the
protection of your nursing program. These include scope of

MEMORY TRICK

Read

Process

When taking an exam, Read the question, Process

the question and answer choices, Choose your
answer, and Move On.
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1D PROFESSIONAL

LP/VN Services

Any time nursing services are provided by an LP/

VN, the supervising RN must be on the premises or

immediately available by telephone. Being available

by an answering machine or service does not fall

within the definition of “immediately available.” The

amount of supervision is a function of the setting.

In home health care or long-term care settings, it

is common practice for the supervising RN to be

available by telephone rather than on the premises.
| ]

practice/competence, tasks of the unlicensed assistive per-
sonnel (UAP), delegation, prioritizing care, and the nursing
team.

SCOPE OF PRACTICE/
COMPETENCE

Registered nurses (RNs) and licensed practical/vocational
nurses (LP/VNs) are individually licensed. Although some
overlap exists in the scopes of practice of the LP/VN and the
RN, there are also some significant differences. LP/VNs are
dependent practitioners, meaning that an RN, doctor, dentist,
or some other health care provider must supervise them. Most
often the supervisor is an RN.

In addition to a scope of practice, LP/VNs and RNs
have scopes of competence. Within the scope of practice,
there are tasks and responsibilities the individual may or
may not be competent to implement. For example, it is
within the scope of practice for the LP/VN to perform phle-
botomy, but this task does not fall within the scope of com-
petence of every LP/VN. The scope of competence expands
as new skills are acquired, but all skills must fall within the
scope of practice.

LP/VNs are qualified to care for clients with common
illnesses and to provide basic and preventive nursing proce-
dures. LP/VNs can participate in data collection, planning,
implementation, and evaluation of nursing care in all settings.
In most states, some specific activities are considered beyond
the scope of practice of the LP/VN. These activities, with
some variances by state, include the following:

« Client assessments (can collect data but not perform
physical assessments)

« Independent development of the nursing care plan

o Triage, case management, or mental health counseling

« Intravenous chemotherapy

o Administration of blood and blood products

o Administration of initial doses of any intravenous medication

« Any procedures involving central lines

TAsks OF THE UAP

Unlicensed assistive personnel do not have a scope of practice.
A task that falls within the protected scope of practice of any
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licensed profession (including registered nursing and licensed

practical/vocational nursing) cannot be performed by a UAP.

These personnel can perform only those health-related activities

for which they have been determined competent to perform.

These activities include the following:

« Activities of daily living (feeding, grooming, toileting,
ambulating, dressing

« Vital signs

« Venipuncture

o Glucometer use

« Mouth care and oral suctioning

« Care of hair, skin, and nails

o Electrocardiogram measurements

« Applying clean dressings without assessment

« Nonnursing functions (clerical work, transport, cleaning)

DuryY DELEGATION

Delegation is the process of transferring to a competent
individual the authority to perform a select task in a select
situation. State provisions for the delegation of nursing tasks
vary. Some states allow for the delegation of nursing tasks
by an RN to both LP/VNs and UAP. In some states, LP/
VNs may delegate certain nursing tasks to other LP/VNs or
to UAP. Other states restrict delegation to licensed person-
nel only. It is most important to know what is allowed in
your state. The National Council of State Boards of Nursing
(NCSBN) Web site keeps a current listing of the address, tele-
phone number, and Web site for each state board of nursing
at www.ncsbn.org.

The licensed nurse retains accountability for the delega-
tion. Accountability is defined as responsibility for actions
and inactions performed by oneself or others. Assignment,
another term frequently used to describe the transfer of activi-
ties from one person to another, involves the downward or
lateral transfer of both responsibility and accountability for
an activity.

At least one state differentiates between delegating nurs-
ing tasks to licensed nurses and assigning tasks to UAP. In

O PROFESSIONAL

LP/VN Supervision

As defined in the Nursing Practice Acts, or in the
state nursing board’s rules and regulations, an LP/
VN works under the direction of an RN, physician,
or dentist. These are the professionals who directly
supervise the LP/VN. In some states, the language of
the law indicates that “other health care providers”
can supervise the LP/VN. The question is, who are
the other health care providers? In your state, do
you follow orders written by a physician’s assistant?
A nurse practitioner? A physical therapist? The
answers vary by state. It is critical that you know
who can direct your nursing activities.

D PROFESSIONAL

Unlicensed Personnel

Much controversy surrounds the role of UAP.
Concerns have been raised that unlicensed
personnel are functioning as de facto licensed
nurses in violation of Nursing Practice Acts. Further,
serious questions exist about the cost savings and
quality of care in light of increased reliance on
UAP and a corresponding reduction in licensed
nurses. Understanding the role and limitations of
UAP is critical.

New York, a nurse is not legally responsible for the process
or outcome of care delegated to another licensed nurse. The
nurse does remain responsible for tasks assigned to UAP,
however. As an LP/VN, you are responsible for the deci-
sions you make to delegate or assign tasks. Your knowledge
of the client, activity, and worker will help you make sound
decisions.

In most settings, RNs decide which nursing activities
can be delegated or assigned to other licensed nurses (RNs or
LP/VNs) and to UAP. Registered nurses and LP/VNs must
consider five factors when making the decision to delegate or
assign duties:

1. The potential for harm. Certain nursing activities carry
arisk for harming the client. Generally, the more inva-
sive a procedure, the greater the potential for harm.
Additionally, some activities carry a greater risk for
certain kinds of clients (e.g., cutting the toenails of
a diabetic). The greater the potential for harm, the
greater the need for a licensed nurse to perform the
activity.

2. The complexity of the task. The cognitive skills and psy-
chomotor skills needed for different nursing tasks vary
considerably. As the skills increase in complexity, the
level of education and competence becomes more criti-
cal. Some activities require a level of nursing assessment
and judgment that can be provided only by a licensed
professional.

3. The required problem solving and innovation. As care is
delivered, problems may develop. A successful outcome
for the client may depend on a complex analysis of
the problem and an individualized problem-solving
approach. Alternatively, a simple activity may require
special adaptation because of the client’s condition. As
problem solving increases in complexity and the need
for innovation grows, so does the likelihood that a
licensed nurse should provide the care.

4. The unpredictability of the outcome. A client’s response
to an activity may be very predictable. If the client is
unstable or the activity is new for the client, however,
client response may be unpredictable and unknown.
As unpredictability increases, so does the need for a
licensed nurse.

S. The required coordination and consistency of the client’s
care. Effective planning, coordination, and evaluation of
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client care requires the nurse to have direct client con-
tact. The more stable the client and the more common
the medical diagnosis, the more care can generally be
delegated to support personnel. The need for a licensed
nurse increases as the required coordination needed to
deliver quality care increases.

The five rights of delegation provide further direction in
making appropriate decisions about delegation. They are as
follows:

1. Right task: The nurse must determine whether the task
should be delegated for a specific client.

2. Right circumstance: Factors to consider include the client
setting, availability of resources, client’s condition, and
other considerations.

3. Right person: The nurse must ask the question, “Is the
right person delegating the right task to the right person
to be performed on the right client?”

4. Right direction/communication: A clear, concise descrip-
tion of the task should be conveyed, including all expec-
tations for accomplishing the task.

S. Right supervision: Appropriate monitoring, implementa-
tion, evaluation, and feedback must be provided.

Registered nurses are frequently responsible for delegat-
ing care and assigning clients to the other nursing staff. In
some settings, however, LP/VNs make these decisions. LP/
VNs should use the same guidelines to make decisions regard-
ing delegating an activity to another LP/VN or assigning the
task to UAP.

PRIORITIZING CARE

Establishing priorities requires an understanding of the
importance of different problems to the nurse, the client, the
family, and other health care providers. For example, a client
may be impatient to bathe because family is scheduled to
visit. The nurse, however, does not want to remove the cli-
ent’s dressing for a bath until the physician has been able to
examine the wound. Providing quality care while balancing
such competing demands and ensuring completion of all tasks
is challenging.

Information obtained during the change-of-shift report is
needed to appropriately establish priorities. This information
can be useful in creating a worksheet identifying a list of tasks
and target times for accomplishing these tasks. The time allot-
ted for activities varies based on the condition of the client, the
availability of support personnel, the availability of supplies,
and a number of other factors. The effective use of time is
important whether caring for one client, caring for a group of
clients, or supervising the activities of others providing care.

Although it is useful to get an overview of the day’s activi-
ties, the clinical setting can change quickly and frequently. This
is especially true in acute care settings. The nurse must be flex-
ible and continually evaluate and reorder the priorities of care.

Given the same assignment, nurses will not necessarily
establish the priorities of care in exactly the same way. If working
closely with an RN, you should determine the priorities as she
views them. When supervising UAP, you must be clear about
your priorities and expectations. Among the factors that can be
examined when establishing priorities are the following:

o Safety: You should ascertain whether a safety situation
must be addressed immediately. A client experiencing
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a cardiac arrest, a fall, an insulin reaction, and other
situations presenting an imminent threat must be tended
to first.

o Timing: Medications, tests, and vital signs are frequently
ordered at specific times. Often, there is very little
flexibility in shifting the times. In hospitals, medications,
for example, must be given within a specified time frame,
usually half an hour before or after the established time.

o Interdependence of events: You must ascertain whether some
activity must occur before another activity can take place.
For example, a fasting blood sugar must be completed
before the client receives either insulin or food; blood is
drawn a specified time after the medication is given to
ascertain the peak level of gentamyacin.

o Client requests: Quality care depends on meeting client
needs. Some events—showers, bed changings, enema
administration, and so on—can be scheduled after
consulting with the client regarding personal preferences.

o Availability of help: If two people are needed to turn
a client, ambulate a client, or provide other care,
coordination of the health care team is essential for
effective utilization of time. Ascertain which activities
require assistance, then consult with coworkers about their
availability.

o Client’s status: Clients vary in the extent to which they can
participate in their care. This factor influences the order of
executing tasks and the length of time a task takes. A semi-
independent client can be performing a task (e.g., bathing)
with minimal assistance while the nurse attends to some
other need.

o Availability of resources: If six clients are supposed to
get out of bed and sit in chairs, and only two chairs are
available, the clients clearly cannot get out of bed at the
same time. Geri-chairs, wheelchairs, and other equipment
are sometimes limited. Additionally, tasks may need to be
delayed because supplies must be obtained from central
supply.

Effectively organizing and establishing priorities with
regard to care takes practice. Obtaining answers to certain ques-
tions when looking back at the day’s events can help you hone
this skill: Did you lack information that would have helped you
prioritize more effectively? Did you fail to or inaccurately con-
sider the client’s status, the availability of help, or other factors?
Did you establish priorities and set a schedule without getting
client input? Did you fail to coordinate with coworkers? You
will learn from experience. Both client and nurse feel the
positive benefits of a day that flowed smoothly.

THE NURSING TEAM

Within the nursing staff are different team members. Nursing
staff includes nursing UAP, certified nurse assistants (CNAs),
LP/VNs, RNs, and nurse practitioners (NPs). The roles,
levels of education, skills, levels of independence, and lengths
of education vary considerably (Figure 1-10). Familiarizing
yourself with the roles of other nursing staff will help ensure
that your practice conforms to the scope of practice as out-
lined by law.

Nursing UAP can have a number of different titles
including UAP, patient care technician, clinical technician,
and nursing assistant. These persons provide hands-on care
to clients in addition to performing other duties. None of
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RN with PhD: Nurse Practitioner
RN program Bachelor's degree in
plus non-nursing subject
master's program (4 years)
plus plus
2 years in PhD program 3 years in NP program
or
l BSN/RN

RN with master's degree: |
BSN/RN ) PUS
plus years in NP program
15 months to 2 years in
master program

|
Registered Nurse:
4 years in bachelor's degree program,
3 years in diploma program, or
2 years in associate degree program

Licensed Practical or Vocational Nurse:
1-year program

Nurse Assistant (unlicensed):
75-180 hours in program

Unlicensed Assistive Personnel:
On-the-job training

Service Care Associate

COURTESY OF DELMAR CENGAGE LEARNING

F1GURE 1-10 Workplace Hierarchy

these personnel has a license to practice. Rather, training is
provided by the employer and may last from 2 to 10 weeks.
The tasks they are expected to perform are designated by the
employer.

A CNA is also unlicensed. In contrast to other UAP, how-
ever, the curriculum and length of training to become a CNA
are prescribed. As part of health care reforms in the long-term
care setting, the primary employment setting of CNAs, a set
curriculum of a minimum of 100 hours duration must be com-
pleted to be certified.

LP/VNswork very closely with registered nurses. The LP/
VN attends a 1-year program and must pass the NCLEX-PN®.
The RN is educated in a 3-year hospital-diploma program, a
2-year college associate-degree program, or a 4-year college
baccalaureate program and must pass the NCLEX-RN®.

An NP is an RN who has obtained additional education
(usually a master’s degree) and is certified by the state. The
role of the NP typically includes diagnosis and treatment of
commonly occurring medical conditions. Outpatient clin-
ics frequently employ NPs. Increasingly, they are also found
working in hospitals, long-term care facilities, and rehabilita-
tion centers.

FROM STUDENT TO LP/VN

studied and learned the skills necessary to become competent
in providing client care. Now you are ready to graduate and
begin your career as a nurse.

Your first task as a graduate practical nurse is to take and
pass the NCLEX-PN® and obtain your nursing license. After
you have obtained your license, you can begin the search for
a job. The effort required in the period of time between the
job search and employment can be considered a job in and of
itself. There are many tasks to complete and skills to master to
land your first job as an LP/VN.

EXAMINATION AND LICENSURE

In some states, you can begin work as a graduate LP/VN. A
graduate LP/VN has completed the educational requirements
and either is waiting to take the NCLEX-PN® or to receive test
results and a license. Check with your state board of nursing to
learn both the requirements for a temporary license to practice
nursing as a graduate LP/VN and any restrictions put on your
practice while working under this status. For most students,
however, the time after graduation is used to prepare for the
licensure exam.

The NCLEX-PN®

The examination that all practical/vocational nurses must pass
in order to be licensed is the NCLEX-PN®. The NCLEX®
tests the skills and knowledge required for entry-level prac-
tice. The state boards use the results of this examination to
determine whether a license will be issued to the graduate.
Figure 1-11 lists the steps each graduate must follow in order
to take the examination. The NCLEX® tests knowledge of
client needs such as physiologic and psychological needs,
safety, and health promotion, as well as the nursing process,
including data collection, planning, and implementation. The
test is administered via a computer using a method called

1. The candidate applies for licensure in the state or
territory in which he wishes to be licensed and meets
their eligibility requirements.

2. Candidate gets an NCLEX® Examination Candidate
Bulletin from the board of nursing, National Council of
State Boards of Nursing (www.ncsbn.org), or on the
NCLEX® Candidate website (www.vue.com/nclex).

3. The candidate receives registration confirmation from
Pearson VUE.

4. The board of nursing with which you desire licensure
sends eligibility to take the examination.

5. Pearson VUE sends an Authorization to Test (ATT) to
the candidate.

6. After receiving the ATT, an appointment to test can be
made through the Web (www.pearsonvue.com/nclex)
or by telephone to Pearson VUE.

7. On the appointed day, the candidate takes the test at
a Pearson Professional Center. The candidate presents
an approved form of identification and the ATT at the
testing center.

8. Test results from the board of nursing to which you
applied are sent within one month of taking the
examination.
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You have completed the LP/VN educational program.
Through formal education and clinical supervision, you have

FIGURE 1-11 NCLEX® Examination Process (Data from
NCSBN, 2008c)
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computerized adaptive testing (CAT), wherein the computer
selects the test questions as you take the examination. You
must answer all of the questions as they are presented to you,
and you may not skip questions. Most of the questions are
four-option multiple choice in format.

In April 2003, alternate item formats were added to the
NCLEX®. These alternate item formats include multiple
choice requiring more than one response, fill-in-the-blank
(must be spelled correctly), and identifying an area on a pic-
ture or graphic. The answers will be either correct or incor-
rect; no partial credit will be given (National Council of State
Boards of Nursing [NCSBN], 2007).

AllLP/VN candidates answer a minimum of 85 questions
and a maximum of 205 questions during the maximum S-hour
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testing period (NCSBN, 2008b). The results are mailed to the
candidate by the state board 1 month or less after the exami-
nation. Candidates may retake the examination; however, the
National Council requires a wait of at least 91 days between
testings. Your state board may have other policies related to
retaking the exam.

Your License

After you have successfully passed the NCLEX®, you will be
issued your nursing license from your state board. It is your
responsibility to maintain your license according to your
state’s standards and inform your state board of any changes
in name, address, and employment. Once licensed, you are
ready to practice.

3 SUMMARY

« Developing a positive attitude enhances your learning
experience.

- Strategies for developing a positive attitude include creating
a positive self-image, recognizing your abilities, and
identifying realistic expectations for meeting those goals.

« Competency in the basic skills of reading, arithmetic and
mathematics, writing, listening, and speaking is necessary.

o Itis important to build your vocabulary and
comprehension of medical terminology to better enable
you to meet your clients’ learning needs.

« Identifying your preference for a particular learning style
will help you identify the strategies you need to be a
successful student.

+ Organizing your study space and decreasing interruptions
will increase your efficiency and facilitate your sticking to
your study plan.

- Several methods can be used to take notes. Note taking in
lectures and from your text is a strategy to help you retain
the information presented.

« Critical thinking is the ability to apply your knowledge

base.

- Ciritical thinking is a disciplined way of thinking that the
nursing student can begin to develop. The effective use of
the nursing process depends on the ability to think well.

- Four basic intellectual skills are essential to quality
thinking: critical reading, critical listening, critical writing,
and critical speaking.

« Reasoning is the process of applying critical thinking to
some problem to find an answer or to figure something
out. Therefore, reasoning has a purpose.

« When students begin to be aware of their own thinking
and begin to assume responsibility for it, they will begin
to use their own logic to discover the logic of nursing. The
result will be better learning and the ability to make
high-quality decisions related to client care.

- Consistent attention to improving the quality of thinking
will produce the traits of an educated person.

- Developing a strategy to minimize anxiety when taking
tests will improve your performance.

« To successtully complete a test, read each question
thoroughly, do not infer additional information, and
identify priorities.

L REVIEW QUESTIONS ]

1. The sign of true comprehension of material is:
1. the ability to repeat a paragraph
word for word.
2. memorization of the material.
3. the ability to recite the material.
4. the ability to summarize the material using your
own words.
2. Ifyou suspect you have a learning disability, it is
important that you:
1. ignore it; you will be able to work around it on
your own.
2. be tested to determine the assistance
you will need to compensate for the

disability.

3. keep it to yourself; you will not be able to
pass the program if you tell anyone about it.

4. use it as an excuse to put less work into the program.
3. The best way to study is to:

1. read only the assigned material.

2. take notes in the lecture only.

3. read, reread, reflect, recite, and review.

4. read and attend lectures.
4. The best way to deal with any anxiety you may

experience during a test is:

1. jogging.

2. listening to music.

3. practicing deep breathing and imagery.

4. asking for more time to take the test.
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S. The person who has the ability to separate needed
information from information not needed at the
present time is practicing the standard for critical
thinking called:

1. logic.

2. relevance.

3. adequacy.

4. significance.

6. To improve test-taking skills, one should: (Select all
that apply.)

1. quickly scan the question and answers and
choose a response.

2. connect each choice to the question to determine
correctness.

3. write definitions of unfamiliar words and study
them prior to the exam.

4. relate to life experiences and weave them into the
answers.

S. when determining priorities decide what choice
would have the most serious consequences if not
done first.

6. not waste time reviewing the wrong answers on
an exam.

7. The best strategy to decrease test anxiety is to:

1. sit by the door so I can see all the students leave
after taking their exam.

2. postpone reviewing test content until the night
before the exam.

3. take a 30-second vacation right before the exam.

4. use self-talk such as, “This is only one of the four
exams in this course.”

8. The instructor just returned L.G.s graded exam. When
she rereads the questions she missed, she thought,
“How could I have misread that question and chosen
that answer?” What is a strategy L.G. could use to
improve her grade on the next exam?

1. Stay up late the night before the next exam
reviewing her notes.

2. When she takes the exam, recall extra
information that is not included in the
question.

3. Skip over words that she cannot define or
pronounce as she reads the chapter.

4. Read each question carefully and determine what
the question is asking.

9. On the first clinical day, the nurse asks PW,, a new
student nurse, to give PL., the client in room 423,
her medication because she is so busy. What right of
delegation is the nurse violating?

1. Right task

2. Right circumstance

3. Right person

4. Right direction/communication

10. Note mapping is

1. strategically placing class notes in visible places
throughout the house.

2. cramming the night before the final exam.

3. putting class notes on flash cards to review in
spare minutes.

4. organizing notes into a picture to see connections
and links between concepts.
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CHAPTER 2

MAKING THE CONNECTION

Refer to the following chapters to increase your understanding of holistic care:

Basic Nursing + Basic Nutrition
+ Legal and Ethical Responsibilities « Safety/Hygiene
+ Life Span Development + Standard Precautions and Isolation
o Cultural Considerations + Fluid, Electrolyte, and Acid-Base
+ Stress, Adaptation, and Anxiety Balance
+  Self-Concept Basic Procedures
« Spirituality « Hand Hygiene
« Complementary/Alternative + Proper Body Mechanics
Therapies

LEARNING OBJECTIVES

Upon
[ ]

completion of this chapter, you should be able to:

Define key terms.

Define health as it relates to the whole person.

List and discuss the five aspects of total wellness.

List and discuss Maslow’s Hierarchy of Needs.

Describe self-awareness and why it is important to nurses.
Describe self-concept.

Discuss the concept of personal responsibility for one’s own illness.

Discover personal attitudes about health and illness and take responsibility
for personal well-being.

Identify the components of a healthy lifestyle.

attitude holistic self-awareness

body mechanics homeostasis self-concept

culture intellectual wellness sociocultural wellness
healing Maslow’s Hierarchy of Needs spiritual wellness
health physical wellness spirituality

health continuum psychological wellness wellness



INTRODUCTION

As a nurse, you will be a professional caregiver. Your intimate
contact with clients allows you the opportunity not only to
provide physical and emotional support but also to teach ways
to take an active role in maintaining health.

You may have contact with hundreds of clients, each
needing specialized treatment and care. The care you provide
will vary from routine to critical to emergency. You will be part
of a multidisciplinary team of caregivers that includes regis-
tered nurses, physicians, nursing assistants, physical therapists,
respiratory therapists, laboratory technicians, dietitians, and
social workers. All caregivers work together to promote and
maintain client health.

Because the caregiver’s goal is promoting and maintain-
ing health, understanding the concept of health is paramount.
Health is “the condition of being sound in body, mind, or
spirit” (Merriam-Webster Online Dictionary, 2008).

INTERRELATED CONCEPTS OF
HEALTH

In 1948, the World Health Organization (WHO) was founded.
The WHO, which functions as an arm of the United Nations,
places particular emphasis on combating communicable dis-
eases, educating health care workers, and improving the health
of all people of the world. The WHO defines health as fol-
lows: “Health is a state of complete physical, mental, and social
well-being and not merely the absence of disease or infirmity”
(WHO, 1974).

Many people believe that health or wellness is only the
absence of disease. Health, in holistic terms, is more than the
absence of disease. It is a state of well-being on a physical, emo-
tional, and spiritual level while having a sense of fulfilling one’s
mission in life (Telstar Innovations, Inc., 2000). In its truest
form, health refers to the total well-being of the whole person.

Holistic is a term derived from the Greek word holos,
meaning “whole” Holistic health views the physical, intel-
lectual, sociocultural, psychological, and spiritual aspects of a
person’s life as an integrated whole. These five aspects cannot
be separated or isolated; anything that affects one aspect of a
person’s life also affects the other aspects. The environment
within which a person lives and the manner whereby the per-
son interacts with that environment are also considerations.
Figure 2-1 illustrates the holistic perspective.

Healing means to be or become whole (Quinn, 2005). It
is a state of harmony or balance in the body, mind, and spirit
connection. Homeostasis is the balance or stability that the
body strives to achieve among these aspects of a person’s life
by continuous adaptation.

The goal of holistic nursing is the “enhancement of heal-
ing the whole person from birth to death” (American Holistic
Nurses Association [AHNA], 2004). Nurses must understand
the integration of these aspects of a person’s life in order to
help clients through healing processes. Healing is often dif-
ferent from curing. Although curing a disease may or may not
be possible, healing is always possible. A major component of
healing is caring. Thus, the goal in holistic care is to heal.

Howvristic CARE

The AHNA is the professional nursing organization dedicated
to the promotion of holism and healing. It supports the belief
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that health involves the harmonious balance of body, mind,
emotions, and spirit within an ever-changing environment.
The AHNA serves as a bridge between the conventional
medical model and complementary and alternative healing
practices. The AHNA supports an integrative model, which
involves integration of both complementary and alternative
modalities and conventional therapies, enabling the client to
benefit from all available therapies. The National Institutes of
Health (NIH) established the National Center for Comple-
mentary and Alternative Medicine to investigate holistic
modalities. The NIH defines holistic care as care that “consid-
ers the whole person, including physical, mental, emotional,
and spiritual aspects.” The final goal of investigating holistic
modalities is to allow the validated therapies to be further
integrated into general client care.

Success in using holistic modalities in client care requires
an awareness of a fundamental principle of holism: The nurse
facilitates the client in attaining the best state for healing to
occur. Among the holistic modalities most frequently used in
nursing are the following:

« Biofeedback

o Exercise and movement
« Goal setting

« Humor and laughter

« Imagery

« Journaling

« Massage

« Play therapy

o Prayer

o Therapeutic touch

Nurses must be open to new ideas and must not allow holistic
modalities to become just another technology. According to
the AHNA, the holistic nurse is “an instrument of healing and
a facilitator in the healing process (AHNA, 2004). Nurses
develop personal healing qualities and become more aware of
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healing in their own lives. Among other qualities, a healer does
the following:

« Demonstrates awareness that self-healing is a continual
process

o Is familiar with self-development
« Recognizes personal strengths and weaknesses
« Models self-care

« Demonstrates awareness that personal presence is as
important as technical skills

« Respects and loves clients

« Presumes that clients know the best life choices

« Guides clients in discovering creative options

« Listens actively

« Shares insights without imposing personal values and

beliefs
« Accepts client input without judgment

« Views time spent with clients as an opportunity to serve
and share (adapted from Dossey, 1998)

NURSING THE WHOLE PERSON

Nursing the whole person, or holistic health care, is a com-
prehensive approach to health care. It considers physical,
intellectual, sociocultural, psychological, and spiritual aspects;
the response to illness; and the effect of illness on a person’s
ability to meet self-care needs. Also taken into account is the
individual’s responsibility for personal well-being. Teaching
preventive care is always a focus.

Nurses work with people throughout life to promote
wellness and prevent illness (Figure 2-2). The highest level of
wellness should be the goal of each nurse and every client.

WELLNESS

Wellness is a responsibility, a choice, a lifestyle design
that helps maintain the highest potential for personal health
(Hill & Howlett, 2005). The health continuum is a way
to visualize the range of an individual’s health, from highest
health potential to death (Figure 2-3).

An individual’s place on the continuum may change
daily or even hourly depending on what is happening to that
individual. Constant effort is required to balance all aspects
of life and to maintain the highest level of health. A person at
the highest level of wellness is one who demonstrates good
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FIGURE 2-2 Nurses work with clients of all age-groups to
encourage health and wellness.

Death = Critical ¢ lliness ¢ Mild «= Normal «= Good «— Highest
illness or poor illness health health health
health potential

FIGURE 2-3 Health Continuum

physical self-care, emotional well-being, creative expression,
and positive relationships with others.

Wellness incorporates physical, intellectual, sociocultural,
psychological, and spiritual wellness. To provide holistic care,
all aspects of the individual’s wellness must be addressed.

MAsLOW’S HIERARCHY OF NEEDS

Abraham Maslow developed a theory of behavioral motivation
based on needs. This theory is often referred to as Maslow’s
Hierarchy of Needs. There are five levels in this hierarchy.
The basic physiological needs must be met to maintain life.
The rest of the needs are related to quality of life. They are
safety and security, love and belonging, self-esteem, and self-
actualization. The needs of the lower levels must be met before
a person is motivated to meet the needs of the next higher level
(Figure 2-4).

Many nursing programs use Maslow’s Hierarchy of Needs
as a basis for planning the care of clients. This ensures that
basic physiological needs as well as the other needs are
assessed and addressed in individualized care plans.

Physiological Needs

Although Maslow (1987) did not specifically identify the
physiological needs, they are generally accepted to be the
needs of oxygen, water, food, elimination, rest (sleep) /activity
(exercise), and sex. With the exception of sex, all of these
needs must be met for the life of the individual to be main-
tained. Satisfying the sexual need, while not necessary for
individual survival, is necessary for survival of the human race.
The basic physiological needs must be met before higher-level
needs become motivators of behavior. For example, a person
who is truly hungry is motivated by that need, and behavior is
focused on getting food.

/

Self-
Actualization
Needs

Self-Esteem
Needs

Love and
Belonging Needs

Safety and
Security Needs

Physiological
Needs

FI1GURE 2-4 Maslow’s Hierarchy of Needs
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Safety and Security Needs

The next level, safety, encompasses the needs for shelter,
stability, security, physical safety, and freedom from undue
anxiety. Safety needs include both physical and emotional
aspects. Illness is often a threat to safety because the stability
of life is disrupted.

Love and Belonging Needs

The third level of the hierarchy, love and belonging, incor-
porates not only giving but also receiving affection. Having
friends and participating with others in groups and organiza-
tions are two ways to meet these needs. Meeting these needs
is extremely important for mental health.

Self-Esteem Needs

The needs of the self-esteem level are met by achieving
success in work and other activities. Recognition from
others increases self-esteem and feelings of pride in one’s
accomplishments.

Self-Actualization Needs

Self-actualization is the highest level of the Maslow hierarchy.
A person who has met these needs is confident, self-fulfilled,
and creative; looks for challenges; and sees beauty and order
in the world.

Maslow contends that because most people are so busy
meeting the physiological and safety and security needs, little
time or energy is left to meet the love and belonging, self-
esteem, and self-actualization needs; thus, most people are
less than satisfied at higher levels of the hierarchy. Even when
the lower two levels are met without much trouble, many
people have personalities and attitudes that make meeting the
needs of the three higher levels difficult, if not impossible.

An individual does not move steadily up the hierarchy.
As life situations change, a person’s unmet needs change, and
behavior is motivated by different levels of the hierarchy. For
example, if a person who is working to meet the self-esteem
need is suddenly laid off at work, the safety and security need
of providing financially for self and family suddenly becomes
the unmet need that motivates that person’s behavior.

Other theories of human development are Freud’s stages
of psychosexual development, Erickson’s stages of psychoso-
cial development, Sullivan’s interpersonal model of personal-
ity development, Piaget’s stages of cognitive development,
Kohlberg’s stages of moral development, and Fowler’s stages
of faith. Refer to Chapter 10, “Development and Psychosocial
Concerns,” for a detailed coverage of all these theories to gain
increased knowledge of a client’s stage of life.

PROVIDING QUALITY CARE

The first step in providing quality client care is to be aware
of yourself. What kind of personality do you have? Is your

Health and Wellness

What are your attitudes about health and
wellness?
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self-concept positive, or do you have self-doubts and lack
self-confidence? What are your beliefs and attitudes? Know-
ing the answers to such questions will help you in your role as
caregiver.

The next step is taking care of your own needs (see the
preceding section on Maslow’s Hierarchy of Needs). When you
attend to the needs in your own life, you are then free to con-
centrate on caring for others. Your example of self-care inspires
clients to have confidence that you will provide quality care.
Thus, self-care is a factor in your effectiveness as a caregiver.

SELF-AWARENESS

Self-awareness is consciously knowing how the self thinks,
feels, believes, and behaves at any specific time. Being self-
aware is a constant process that is focused on the present.
A person’s thoughts, feelings, and beliefs are interrelated
and greatly influence behavior. Being self-aware influences a
person in several ways.

Self-awareness may make a person uncomfortable. Aware-
ness allows the person to either accept or alter feelings, beliefs,
and behavior. One can learn to be self-aware. Begin now to
concentrate on becoming aware of your thoughts and actions.
Take note of your reactions to any given situation. What makes
you anxious? What makes you happy? Listen to yourself when
you respond to questions and when you visit with friends. Real-
ize that everyone has strengths and weaknesses. Focus on your
strengths. Spend your energies on today. Do not dwell on past
mistakes; rather, try to learn from them and then forget them.
Stop periodically and pay attention to what you feel and believe.
Listening not only to the words one speaks but also to the way
the words are spoken assists in self-awareness. Use the word I,
and take ownership of feelings and beliefs. Say, “I am so happy,”
instead of, “That makes me happy”

Self-awareness is extremely important for nurses. Nurses
must understand themselves so that their personal feelings,
attitudes, and needs do not interfere with providing quality
client care. The nurse who is self-aware is more likely to make
decisions in response to the client’s needs rather than the
nurse’s own needs. For example, student nurses—and even
experienced nurses—are often anxious about caring for a spe-
cific client. By taking some time to practice self-awareness, the
nurse might discover that the anxiety stems from never having
performed the procedure in question. The nurse can then
deal directly with the situation by reviewing the procedure
and requesting assistance from an instructor or supervisor. All
decisions about client care must be made in response to the
client’s needs, not the nurse’s needs.

DEVELOPMENT OF
SELF-CONCEPT

Self-concept is how a person thinks or feels about himself.
These thoughts and feelings come from the experiences the
person has with others and reflect how the person thinks
others view him.

Self-concept begins forming in infancy. An infant
whose needs are met feels satisfied and good. Experiences,
both positive and negative, influence a person’s self-concept
(Figure 2-S). Interactions with significant others, such as
parents, extended family, and friends, have a great impact
on self-concept. This is true not only during the developing
years but also throughout life. Because of its influence on
client care, it is important for the nurse to be aware of how
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FIGURE 2-5 Self-concept and self-esteem can be enhanced
by learning new skills.

her own self-concept has developed. Self-concept develops
through feedback from others. The nurse is responsible for
providing feedback that will not negatively affect the client’s
self-concept.

An individual who is constantly ignored or who receives
messages such as “Don’t bother me,” “Can’t you do anything
right?” or “You don’t have any sense” may very well begin
to view himself in these terms, with the likely result being a
negative self-concept. On the other hand, a person who is
shown caring and who hears messages such as “Let me help
you in a minute,” “Let’s try it this way,” or “Have you thought

about . .. 2” will move toward a positive self-concept.

SELF-CARE AS APREREQUISITE
TO CLIENT CARE

The most effective means to teach wellness is by positive
example. By first practicing good health habits as a nursing
student, you will become, by example, an important factor in
your clients’ overall well-being and good health. Remind your-
self and your clients that health is a personal choice and that
each person has control over his or her own wellness.

You will be helping clients recognize how their own
actions can prevent many of the conditions that cause illness.
Choosing to exercise regularly, to eat a balanced diet, to eat
breakfast each day, to control fat content, and to select from the
basic food groups are good rules for wellness. Choosing to not
smoke, to practice moderation in the use of alcohol, to avoid all
nontherapeutic drugs, and to practice safe sex can help prevent
many of the conditions that cause disease and death.

While emphasizing health promotion and client educa-
tion, the nurse must also encourage and respect the client’s
responsibility for wellness. This respect allows the client to
become an active partner in, rather than a passive recipient of,
health care. It is not enough to tell a client what can be done
to improve health; the nurse must also be prepared to explain
why. If a client understands the reason behind an action, the
likelihood of compliance increases.

Just as you are aware of yourself as a whole person with
many components, help your clients see themselves and their
health care as more than physical health. Help clients under-
stand how physical, intellectual, sociocultural, psychological,
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and spiritual health are all related and can lead to an overall
sense of well-being. This is the full meaning of holistic care.

PHYSICAL WELLNESS

Physical wellness refers to a healthy body that functions at
an optimal level. To achieve physical wellness, a person must
practice good grooming; use proper body mechanics; have good
posture; refrain from smoking and the use of drugs and alcohol;
and have adequate nutrition, sleep, rest, relaxation, and exercise.

Grooming

The nurse communicates a message of health and well-being
by being clean and neatly dressed (Figure 2-6). A daily bath
or shower and the use of a deodorant form the basis of good
grooming. Hair should be clean, combed, and neatly styled.
Perfume should not be worn because some clients may have
allergies, and it may be offensive to other clients. Frequent
brushing, regular dental checkups, and avoiding refined sugars
helps control dental caries.

While important for client safety, good hand hygiene is
also crucial to the nurse’s wellness. Antiseptic hand lotion can
be used to prevent cracked, dry skin. Fingernails should be
kept short because long nails not only harbor dirt and micro-
organisms but also can scratch clients.

Standard Precautions have been established by the Cen-
ters for Disease Control and Prevention in Atlanta, Georgia.
These precautions are designed to protect all health care work-
ers and their clients from the transmission of communicable
disease. Good hand hygiene is an integral part of Standard
Precautions. As soon as you have been taught the skill of hand
hygiene, practice it. Make it a part of your daily life. Encourage
your clients to establish good hand hygiene habits.

Jewelry, which can harbor bacteria, and excessive makeup
are both inappropriate for the nurse in uniform. Clothing
should be clean and free of stains and wrinkles. Clients will
have confidence in the nurse who maintains a professional
appearance and who practices good hygiene.

Body Mechanics

Wellness involves more than just good grooming practices. It
also requires proper body mechanics (ie., using the body in
the safest and most efficient way to move or lift objects). The
use of proper body mechanics is very important because many

FIGURE 2-6 Holistically healthy nurses’ positive attitudes are
contagious.
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of the skills and tasks you will perform as a nurse involve lift-
ing or moving clients or objects. Bending, lifting, or stooping
can cause injury if done incorrectly. One of the first skills you
will study involves the practice of proper body mechanics to
prevent physical disability, including safe methods for bend-
ing, lifting, and moving.

Posture

Good posture is the basis for proper body mechanics. Good
posture means the ability to carry oneself well and in cor-
rect body alignment. Posture can also send messages about a
person. A person who stands with feet spread apart and with
hands on hips, for example, may be perceived as aggressive or
authoritative, whereas one who holds the arms tightly folded
over the chest may be viewed as closed minded.

Observe those around you as they communicate with
others. Notice the differences in posture. Does the person
who stands in good alignment, with shoulders back and head
up, convey self-confidence and capability? Does the individual
whose shoulders are drooped and head bowed convey depres-
sion, sadness, or lack of self-confidence?

As you continue your studies and begin client care, you
will realize that clients appreciate having nurses who appear
confident in their own abilities and decision making. When
you are with clients, you must be particularly careful of the
way you stand. Remember that your posture sends messages
about your attitude and feelings. The client should feel that
you are confident, caring, relaxed, and willing to listen.

Smoking

Smoking contributes to many health hazards and illnesses. It
may also be personally offensive to clients. The odor of smoke
on clothing or the breath (halitosis) may precipitate allergic
reactions or lead to a feeling of nausea in some clients. Most
health care facilities have strict rules about smoking. Many
facilities are “smoke free” The nurse should never smoke in
a client’s room. Furthermore, great care should be taken to
ensure that no offensive tobacco odors remain if the nurse uses
or is in close proximity to tobacco products. In each situation,
every effort should be made to enforce all safety rules for
clients and visitors. “No smoking” signs should be posted and
strictly enforced when oxygen is in use.

Drugs and Alcohol

A frightening trend in the United States is the increasing rate of
alcohol and drug abuse. Drug abuse has become so widespread
within the health professions that impaired caregiver programs
have been implemented. Many states now provide access to
treatment for the impaired nurse through the state board of
nursing. Drug abuse can begin very insidiously when a nurse
says to herself, “T'll borrow a pill just this once for my headache”
The second time is easier, and the downward spiral begins.

A nurse should never give or make a drug available to any-
one without the written order of a physician or other person
who can legally prescribe medications, such as a nurse practi-
tioner. Approximately 10% of nurses have a substance abuse
problem (Dunn, 2005). If you believe that a colleague is abus-
ing drugs, you have an obligation to let your supervisor know
so that the colleague can receive help through the impaired
nurse program in your state. If you become addicted, you have
a duty to your clients, your peers, and yourself to accept help
through a recovery program.
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Nutrition

Nursing is emotionally, mentally, and physically demanding.
Nurses must be able to think clearly and work efficiently. A
balanced diet, including fruits and vegetables, whole grains
and cereals, milk and milk products, and meats or other pro-
tein foods, is required for optimal body function.

Nursing students may be tempted to skip meals, omit
breakfast, eat snacks, and follow fad diets. This is never a wise
practice. While you are in school, your success depends on
your functioning at your best. Skipping meals, especially break-
fast, leaves a person tired, weak, and hungry. It is impossible to
think efficiently when hungry. Remember Maslow’s Hierarchy
of Needs: The need for food must be satisfied before you will
be motivated to meet the need to learn or to study.

Always eat a balanced breakfast. Pastries and coffee,
although satisfying in the moment, elevate the blood sugar
level only for a short while before the level plummets. This
reaction leaves a person drained, irritable, and hungrier than
before. Try to avoid snacking on junk foods, which contain
empty calories, or those having very little nutritional value.
Instead, plan to eat fruit or high-protein snacks.

Plan a routine for mealtimes and stick to it. Doing so
helps prevent the urge to binge on unhealthy snacks. Also,
drink plenty of water. Water is the body’s most important
nutrient (Figure 2-7). A human being can survive for weeks
without food but only for a few days without water. By weight,
approximately 60% of the adult body is water. In order to
maintain proper fluid balance and to facilitate the elimina-
tion of body wastes, it is necessary to drink plenty of fluids.

] LIFE SPAN CONSIDERATIONS

Nutrition

e Children’s appetites vary with their growth
spurts and growth plateaus.

¢ Healthy eating habits should be established
during childhood.

¢ The amount of food eaten generally declines
in the elderly person.

e Proper food choices are more important than
quantity for the elderly person.

r

Tips on Maintaining Proper Nutrition

Read product labels.

Avoid foods high in fat, sugar, and salt.

Work to maintain or attain your ideal weight.
If you drink alcohol, do so in moderation.
Always eat breakfast.

Make between-meal snacks healthy, such as raw
fruits and vegetables.
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F1GURE 2-7 Drinking plenty of water is an important
element of proper nutrition.

Most authorities agree that the average adult needs six to eight
(8-ounce) glasses of water each day. It is important to main-
tain a balance in the diet for optimal wellness.

Sleep, Rest, Relaxation, and Exercise

Wellness implies more than eating balanced meals, avoiding
harmful substances, and practicing good grooming. Wellness
also means taking time to enjoy yourself. It means making
time for sleep, rest, relaxation, and exercise.

Sleep is time for the body to replenish its energy reserves
and to heal itself. The amount of time needed may vary with
the individual or even with the day. One person may need
8 hours of sleep after a heavy workday but need only 6 hours
after a less strenuous day. An infant, of course, needs more
sleep than does a young adult. Sleep is necessary to allow
the body’s organs to function at their most minimal levels.
This period of rejuvenation for the body is necessary for
total wellness.

Rest, meaning conscious freedom from activity and
worry, is just as important as sleep. Rest is a time of inner
quiet and physical inactivity. Only when a person is relaxed
and at inner peace can that person rest.

Relaxation means doing something for the fun of it. That
which is relaxing to one person may not be relaxing to another.
Examples of relaxation activities include reading a novel, read-
ing to children, playing cards or other games, fishing, painting,
or sewing or other handwork.

Many experts agree that the best rest follows planned exer-
cise. During exercise, heart rate and breathing increase, circula-
tion improves, and muscles stretch. Exercise is also a time to
free the mind of anxiety-producing thoughts. Sometimes after

FIGURE 2-8 Exercise is an essential ingredient for wellness
because it improves physiological functioning and increases
ability to concentrate.

a day’s work, a brisk walk frees the mind and allows the body
to relax in preparation for rest.

Whichever form of exercise, rest, and relaxation is best
for you, make time for it in each day (see Figure 2-8). Rest
and relaxation as well as regular sleep and exercise are essen-
tial ingredients for wellness and result in reduced fatigue and
irritability and possibly increased resistance to colds, flu, and
serious infections. Furthermore, the capacity to concentrate
increases, which should make a significant difference in your
studies.

INTELLECTUAL WELLNESS

Intellectual wellness is the ability to function as an inde-
pendent person capable of making sound decisions. Such
decisions are based on the individual’s needs but at the same
time take into account the needs of others. Clear thinking,
problem-solving skills, good judgment, and the desire to
continually learn are all qualities found in the person who is
intellectually well.

Nursing requires making many decisions, some of which
may mean life or death to the client. The nurse must have
intellectual wellness to make the best decisions possible with
regard to client care.

SOCIOCULTURAL WELLNESS

Sociocultural wellness is the ability to appreciate the needs
of others and to care about one’s environment and the inhab-
itants of it. As a nurse, you will care for clients of all ages and



races who speak different languages and come from various
cultural groups. Each client’s culture (behavior, customs,
and beliefs of the family, extended family, tribe, nation, and
society) influences the way that person views wellness and
responds to illness.

It is important that the nurse understand that while every-
one’s basic needs are the same, the ways that those needs are
met may vary based on the client’s culture. Today’s population
is working, playing, and contributing to society for more years
than ever before. People are more health conscious, better
educated, and more involved in making health choices than
perhaps any previous generation. Nurses should encourage
such involvement and work to dispel discrimination by accept-
ing each person as an individual.

PSYCHOLOGICAL WELLNESS

Psychological wellness encompasses the enjoyment of cre-
ativity, the satisfaction of the basic need to love and be loved,
the understanding of emotions, and the ability to maintain
control over emotions. Emotions are an integral part of the
balance sought in life and are important factors in the way a
person relates to others. They are measures of inner thoughts
and feelings and are apparent in actions or behaviors.

Wellness requires that individuals recognize emotions
and control their reactions in various situations. By controlling
their emotions, nurses help create a therapeutic environment
within which to help clients.

Another aspect of emotional wellness is a positive attitude.
An attitude is a feeling about people, places, or things that is
evident in the way one behaves. It can be positive or negative.
Many books and hundreds of studies have described the role
that a positive attitude plays in helping conquer illness. Many
authorities believe that having a positive attitude is at least as
important as having the best treatment for an illness.

Nursing requires that you see the best in people during
the worst of times. In order to survive and function well, the
nurse needs to see life as a challenge and as a gift to cherish
and enjoy.

Because a positive attitude is so important when caring
for your clients, it is vital that you share yours with them. An
attitude can become a habit. If you repeatedly think positively,
soon you will unconsciously find yourself seeing the positive
aspects in any given situation. For example, you may find your-
self at work when the usual number of staff does not show up.
You can say to yourself at the beginning of your shift, “There
is no way I will ever finish my work on time,” or you can tell
yourself, “This is the perfect opportunity to get organized
early and work together as a team.” Either way, you will have
the same number of staff members. But whereas having a

Sociocultural Wellness

Nurses and nursing students come from various
cultural backgrounds and are thus excellent
resources for you to learn about cultural
variations.
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) PROFESSIONAL
Self-Nurturing

¢ Develop activities that recharge the body, mind,
and spirit.

e Make time for fun. Any activity that brings hap-
piness or joy is beneficial.

e Schedule a few minutes each day to do at least
one fun thing.

| ]
negative attitude will increase your chances of being miserable
and unsuccessful, having a positive attitude will help the day
go smoother and increase the likelihood of your coworkers
being cheerful and willing to help.

Having a positive attitude will also help you in your
studies. It will help open your mind and will spill into your
daily life, making life more enjoyable.

SPIRITUAL WELLNESS

Spiritual wellness manifests as inner strength and peace.
Spirituality is a broad concept incorporating more than a
client’s religious affiliation. It encompasses the beliefs that a
person has that give meaning and purpose to their existence
(Fitchett, 2002). It encompasses values, purpose, caring, love,
honesty, wisdom, and imagination (Roberts, 2005), and it
may also reflect a belief in the existence of a higher power
or guiding spirit outside of the client’s self (Burkhardt &
Jacobson, 2005). Spirituality manifests as meaningful work,
creative expression, familiar rituals, and religious practices
(Wright, 1998). It involves finding meaning in everything,
including life, illness, and death. Spiritual needs include love,
meaning in life, forgiveness, and hope. The human spiritual
dimension is a major healing force. It can mean the differ-
ence between life and death and wellness and illness (Dossey,
Keegan, & Guzzetta, 2004).

CLIENTTEACHING

Tips for Wellness

Encourage clients to adopt the following tips for
wellness:
Eat healthy meals and healthy snacks.

Eat breakfast.

Do not use tobacco products.
Exercise regularly.

Do not use drugs.

Do not drink alcoholic beverages or drink only
in moderation.

Focus on one problem at a time.
Get enough sleep every night.
Practice having a positive attitude.
Think before speaking.

Make a list of goals for each day.
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} LIFE SPAN CONSIDERATIONS

Older Adult’s Spiritual Wellness

As the older adult experiences life and all the
challenges that are presented, spirituality is
evolving. Spiritual needs and expressions of
spirituality may change. The older adult may

find new meaning to life. On the other hand, if
confronted with many age-related changes and
losses that seem insurmountable, the older adult
may believe that there is no longer any meaning
to life and that life is not worth living. The older
adult may experience closeness to a higher power
that has never been previously experienced. Older
adults may become angry at a higher power
because of all the losses they have endured. Age-
related changes may have resulted in the older
adult becoming bitter about “the golden years.”
A realistic goal to assist the older adult in
achieving a spiritual sense of harmony is to
encourage the person to discuss her feelings about
spirituality (Brill & Anderson, 2003). E -

Florence Nightingale spoke boldly about the importance
of the spiritual aspect of client care. Dossey and Dossey (1998)
state that the richness of a person’s interactions with others cor-
relates with positive health outcomes and that practice of any
religion correlates with greater health and increased longevity.

Personal Well-Being

What are you doing or what can you do to take
responsibility for your well-being?

Nurses are not asked to take over the role of spiritual
counselors. Clark (2004) proposes that nurses ask simple,
open-ended questions, such as asking the client to tell a story
about the struggles in his journey to wholeness. The nurse
encourages the client to explain what spirituality means to
him. The nurse asks the client if he has thoughts about the
purpose and meaning of his life and if he could share it. In
addition, the nurse assesses if the client has ever felt “lost in
life” and, if so, if anything has helped him find his way or if he
is still feeling lost.

Because nurses play a key role in helping clients find hope
and meaning in life, it is important that nurses understand
spirituality. For many, religious practices are an expression
of their spirituality. An important function for the nurse is
to respect the religious beliefs of clients, provide clients with
privacy to practice those beliefs, and make spiritual guidance
available through the client’s minister, priest, rabbi, or other
representative, when requested.

NURTURE YOURSELF

The worthy and challenging profession of nursing requires
unselfish caring for others. Those who select nursing as a

Physiological

wellness

Spiritual
wellness

Psychological
wellness

Individual

Intellectual
wellness

Sociocultural
wellness

ConceEPT MAP 2-1 Student Wellness Activity

1. Read the chapter content for physiological, intellectual, sociocultural, psychological, and spiritual wellness.
Inside each wellness balloon, list areas of wellness that apply to the designated wellness category.

2.
3. Highlight the listed areas where you are “whole” or “well.”
4.

How can you take responsibility to improve the areas that are not highlighted?

COURTESY OF DELMAR CENGAGE LEARNING



career generally want to make a difference in people’s lives. The
demands of clients, employers, and coworkers can cause stress for
the nurse. The nurse’s personal life may also be a source of stress.
Many caregivers do not know how to care for themselves. Those
who do not nurture themselves will suffer stress symptoms and
illnesses (American Holistic Health Association, 2007).
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Persons who are well physically, intellectually, sociocul-
turally, psychologically, and spiritually lead productive, cre-
ative lives. They are better able to meet life’s challenges and to
control their stressors. For nurses, wellness means practicing
wellness habits daily. Nurses are excellent role models when
they are holistically healthy individuals.

CASE STUDY

is just “living day to day . . . just trying to survive.”

H.B. is a 52-year-old woman who presents to the nurse practitioner with a 3-week history of right-sided abdomi-
nal pain. The pain first started infrequently at night, but H.B. has noticed that it is now happening during the
daytime, and that the frequency has increased. H.B. states that the pain occurs a few hours after eating but is not
associated with eating any particular types of food. She rates the pain as a 7 to 8 on a 0 to 10 scale. She is not
having pain at the time of her appointment with the nurse practitioner.

H.B. is perimenopausal—experiencing “mild” hot flashes and periodic episodes of “feeling very edgy and not
herself”—and she describes her menstrual cycles as being “normal” for her. She had a right oophorectomy for a
benign cyst 20 years ago. She is allergic to ragweed, for which she takes Rhinecort and Singular.

As H.B. describes her pain, she becomes tearful and admits that this is the last thing that she needs. She admits to
being fearful of what this pain could indicate. She states that she is “overwhelmed” by all the demands that she
has going on with her life. She “doesn’t have time for herself” to do the things that she enjoys.

When asked about her life struggles, H.B. admits that she has had a “rough” time. She married into an abusive
relationship. She divorced at a young age, and despite having two small children at the time, she went to college
and earned a degree in food science management. She is very active in her church and finds this to be a source
of support. She admits that she has had to decrease her involvement over the past few years. She admits that she

H.B. is a single mother with two teenage daughters. The youngest is having difficulties adjusting to
middle school and is having behavior problems. H.B. has elderly parents who live nearby. They have multiple
health problems, and H.B. is worried about their ability to live independently. H.B. is employed as a manager of a
restaurant, often working 12-hour days and taking calls on the weekend.
The following questions will guide your development of a nursing care plan for the case study.
1. Assess H.B.’s physical, intellectual, sociocultural, psychological, and spiritual wellness.
2. Review your assessment and develop a plan written as a measurable goal of how H.B. could become “whole.”
3. What are some steps (interventions) H.B. could take to improve her wholeness?
4. According to the plan and interventions you developed, how would you know if H.B. is becoming “well” or “whole”?

« Wellness includes physical, intellectual, sociocultural,
psychological, and spiritual health.

« The keys to wellness are prevention and education.

- Each individual learns to accept responsibility for his or
her own wellness.

« The most effective means to reinforce teachings of
wellness is by positive example.

o There are five levels in Maslow’s Hierarchy of Needs:
physiological, safety and security, love and belonging, self-
esteem, and self-actualization.

« Self-awareness is important for nurses so their own needs
do not interfere with providing quality client care.

+ Nurses should get to know themselves by becoming aware
of their thoughts, actions, and reactions to situations.

< Good posture is necessary for personal and client safety.

- Dental health is necessary for overall wellness and
professionalism.

- Wellness tips include exercising regularly, getting enough
sleep, and finding a quiet time each day for relaxing.

- A positive attitude is helpful in looking for the best in
everyone.

- All nurses should learn to laugh at themselves and enjoy
life’s little pleasures.
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3 REVIEW QUESTIONS

1. Restis defined as:

1. sleeping.

2. physical inactivity.

3. playing games with family or friends.

4. conscious freedom from activity and worry.
2. What responsibility does the nurse have who

believes a colleague is abusing drugs?

1. Report it to the supervisor.

2. Ignore it; it is not the nurse’s concern.

3. Tell the colleague to stop or the nurse will call the

police.

4. Assist the nurse to receive help through the local

drug treatment program.

3. What can be the result when breakfast is omitted?

1. The person loses weight faster.
. The person is left tired, weak, and hungry.

2
3. The person eats more at the noon and evening meals.
4. The person’s mind is sharper, and study time is

more productive.

4. Positive or negative feelings about people, places, or

things are called:
1. culture.
2. empathy.
3. symptoms.
4. attitudes.
S. The aspects of total wellness are:
1. rest, exercise, and good grooming.

2. physical, psychological, spiritual, intellectual, and

sociocultural.
3. self-awareness; rest; balanced, nutritious diet;
good grooming; dental care.
4. physiological; safety and security; love and
belonging; self-esteem; self-actualization.
6. The goal of holistic nursing is:
1. curing the client of disease.

2. assessing, planning, intervening, and evaluating

the client.
assisting the client to heal.
4. collaborating with the client.

et

7. Spirituality includes: (Select all that apply.)
1. the client’s religious affiliation.
beliefs that give meaning and purpose to life.
values such as honesty, wisdom, and caring.
a belief in the existence of a higher power.
feeling “lost in life.”
telling a story of sustaining hope during a struggle
toward wholeness.
8. A nurse desires a healthy lifestyle. What activities will
contribute to her healthy lifestyle? (Select all that apply.)

1. Choosing foods low in fat and high in vitamins,
minerals, and nutrients for her and her family.

2. The nurse refuses to forgive a colleague for a
statement that hurt her deeply.

3. The nurse sees working overtime once a week
and having to rearrange daycare for her children
as a challenge and opportunity.

4. The nurse takes a class on the values and beliefs
of other cultures.

S. The nurse works all the overtime she can and
averages 4 to S hours of sleep per night.

6. The nurse stands in good alignment with her
shoulders back and head up.

9. Holistic assessments consist of the following:

1. physiologic, psychological, and spiritual aspects.

2. psychological and physiological aspects.

3. spiritual, social, psychological, and physiological
aspects.

4. environmental, social, spiritual, psychological,
and physiological aspects.

SNk Dy

10. A nurse establishes a therapeutic relationship by:
(Select all that apply.)
1. focusing on the client and her family.
imposing personal values and beliefs on the client.
establishing a foundation of trust with the client.
actively listening and caring.
collaboratively working with the client as an
active partner.
assessing the client’s past and current relationships.

FANE N
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Nursing History, Education,
and Organizations

MAKING THE CONNECTION

Refer to the following chapters to increase your understanding of nursing history,
education, and organizations:

Basic Nursing
+ Legal and Ethical Responsibilities

LEARNING OBJECTIVES

Upon completion of this chapter, you should be able to:
e Define key terms.
¢ Define nursing as an art and a science.

¢ |dentify major historical and social events that have shaped current
nursing practice.

¢ Describe Florence Nightingale’s impact on current nursing practice.

e Discuss the contributions of early nursing leaders in the
United States.

e Discuss the impact of selected landmark reports on nursing
education and practice.

¢ Define the role of the RN.

e Define the role of the LP/VN.

e Describe select nursing organizations and their purposes and functions.
e Differentiate between program approval and program accreditation.

KEY TERMS

accreditation empowerment nursing

autonomy health maintenance organizations (HMOs) primary care providers
clinical morbidity primary health care
didactic mortality staff development

44
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INTRODUCTION

Nursing is the art and science of promoting, restoring, and
maintaining the health of clients founded on a knowledge
base supported by evidence-based theory. Nursing has devel-
oped into a scientific profession resulting in change from
mystical beliefs to sophisticated technology and caring. Nurs-
ing uses caring behaviors, critical thinking skills, and scientific
knowledge.

Nursing focuses on the client’s response to illness rather
than on the illness. Nursing promotes health and assists clients
move to a higher level of wellness, including assistance during
a terminal illness with the maintenance of comfort and dignity
during the final stage of life.

In this chapter, the development of nursing is traced through
its rich history and the social forces that affected it. Nursing edu-
cation and nursing organizations are also discussed.

HISTORICAL OVERVIEW

A basic knowledge about the history of nursing is necessary to
understand what nursing is today. The study of nursing history
helps the nurse better understand the issues of autonomy
(being self-directed), unity within the profession, education,
supply and demand, salary, and current practice. Learning from
the role models of history, nurses can increase their capacity to
make positive changes in the present and set goals for the future.

The major reason for studying history is to learn from the
past. By applying the lessons learned from history, nurses will
continue to be a vital force in the health care system.

By studying nursing history, nurses learn how the pro-
fession has advanced from its beginnings. The process of
enabling others to do for themselves is called empowerment.
Today, magnet hospitals encourage the autonomy of nurses
(Summers, 2008). When nurses are empowered, they are
autonomous. Historically, it has been difficult for nurses to
achieve autonomy.

Empowerment and autonomy are necessary for nursing
to bring about positive changes in health care today. Personal
power comes to individuals who are clear about what they
want from life and who see their work as essential to the con-
tributions they wish to make.

EVOLUTION OF NURSING

Nursing has evolved alongside human civilization. Although
it is not possible to present a complete history of nursing and
health care within the scope of this text, it is necessary for
all nurses to have some understanding of their profession’s
heritage and of those pioneers who led the way on the path to
modern nursing. Table 3-1 is a chronological listing of events
in the evolution of nursing.

Early Civilizations

Nursing dates back to 4000 B.c. to the primitive societies
where mother—nurses worked with priests. The use of wet
nurses in Babylonia and Assyria is recorded in 2000 B.C.

Ancient Greece

Temples to honor Hygiea, the goddess of health, were built
by the ancient Greeks. These temples, religious institu-
tions governed by priests, were more like health spas than

hospitals. Priestesses (who were not nurses) attended to
those visiting the temples. Nursing was done by women in
the homes.

Hippocrates, a Greek physician born in 460 B.c,, is con-
sidered the father of medicine. He used a system of physical
assessment, observation, and record keeping in his care of
the sick. Hippocrates wrote about many aspects of medicine,
including anatomy, physiology, pathology, diagnosis, prog-
nosis, mental illness, gynecology, obstetrics, surgery, client-
centered care, bedside observation, hygiene, and professional
ethics. Case histories that he wrote are still used as examples
today. His emphasis on the importance of caring for the client
laid a foundation for nursing. The Hippocratic Oath, taken by
physicians today, is based on his principles.

Roman Empire

The first hospitals were established in the Eastern Roman
Empire (Byzantine Empire). Fabiola, disciple of St. Jerome,
was responsible for introducing hospitals in the West. These
were primarily religious and charitable institutions sheltered
in monasteries and convents. The caregivers who volunteered
their time to nurse the sick had no formal training in therapeu-
tic modalities.

Middle Ages

Hospitals in large Byzantine cities of the medieval era were
staffed primarily by paid male assistants and male nurses. This
was not true in the rural parts of the Eastern Roman Empire
and in the West, where nursing was viewed as a natural nurtur-
ing job for women.

In Western Europe, medical practices remained basically
unchanged until the 11th and 12th centuries. At that time,
formal medical education for physicians was required in a
university setting, but other caregivers were not required to
receive any formal education.

Renaissance

Interest in the arts and sciences emerged during the Renais-
sance (A.D. 1400-1550). This was also the time of many
geographic explorations by Europeans, which resulted in the
expansion of the world.

Universities were established because of a renewed inter-
est in science, but there were no formal nursing schools. Social
status and customs encouraged women to stay at home and
attend to the traditional role of nurturer/caregiver.

Industrial Revolution

The Industrial Revolution led to a proliferation of factories,
where conditions for the workers were deplorable. Grueling
work, long hours, and unsafe conditions prevailed in the work-
place, and the health of laborers received little attention.

The Royal College of Surgeons in London and other
medical schools were founded in 1800. Male barbers in France
also functioned as surgeons by performing leeching, giving
enemas, and extracting teeth.

It was still considered unseemly in the mid-1800s for
women to be nurses, even though some hospitals (alms-
houses) relied on women to bathe the poor, make beds, and
scrub floors. Most nursing care was still performed in the
home by female relatives of the ill.
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4000 B.c.
2000 B.c.
800-600 B.c.
700 B.C.
460 B.C.

3 B.C.

A.D. 390
390-407
711
1096-1291
1100

1440
1500-1752
1633

1820

1836

1841

1848
1854-1856
1859

1860
1861-1865
1861

1871

1872

1873

1881
1892
1893
1899
1900
1903

1907
1910
1911
1912
1914
1917

1918
1920s

1921
1923
1935
1941
1942

TaBLE 3-1 Historical Events Influencing the Evolution of Nursing

Primitive societies

Babylonia and Assyria

Health religions of India

Greece: source of modern medical science

Hippocrates

Ireland: pre-Christian nursing

Fabiola: first hospital founded

Early Christianity, deaconesses

Field hospital with nursing, Spain

Military Nursing Orders (Knights Hospitalers of St. John in Jerusalem)

Ambulatory clinics, Spain (Muslims)

First Chairs of Medicine, Oxford and Cambridge

Deterioration of hospitals and nursing, “dark ages of nursing”

Founded: Daughters of Charity

Florence Nightingale born

Kaiserswerth, Lutheran Order of Deaconesses reestablished

Founded: Nursing Sisters of the Holy Cross

Women'’s Rights Convention, Seneca Falls, New York

Crimean War

Nightingale’s Notes on Nursing published in England

Founded: first Nightingale School of Nursing, St. Thomas Hospital, London

Civil War, United States

Dorothea Dix appointed Superintendent of the Female Nurses of the Army

Founded: New York State Training School for Nurses, Brooklyn Maternity, Brooklyn, New York
New England Hospital for Women’s one-year program for nurses yields America’s first educated nurse,
Linda Richards

Founded: first three Nightingale schools in United States: Bellevue Hospital School of Nursing (New York
City), Connecticut Training School (New Haven, CT), and Boston Training School (Boston, MA)
Founded: American Red Cross, by Clara Barton

Founded: Ballard School at YWCA Brooklyn, NY; first practical nursing school

Founded: American Society of Superintendents of Training Schools for Nurses

Founded: International Council of Nurses (ICN)

American Journal of Nursing (AJN ) established

New York: efforts fail to pass a nurse licensing law

North Carolina: first state nurse registration law passes

Founded: Army Nurse Corps

Thompson Practical Nursing School in Brattleboro, VT established

Flexner report

Founded: American Nurses Association (ANA), formerly the Associated Alumnae

Founded: National League of Nursing Education, formerly the Superintendents’ Society
Mississippi is first state to license practical nurses

Smith-Hughes Act passes (provided federal funds for practical nursing programs in
vocational schools)

Household Nursing Association School of Attendant Nursing in Boston, MA, established

First prepaid medical plan established, Pacific Northwest Hospitals offer a prepaid plan Baylor Plan
(prototype of Blue Cross) established

Women get the right to vote

Goldmark Report: Nursing and Nursing Education in the United States

Social Security Act passes

Founded: Association of Practical Nursing Schools

Association of Practical Nursing Schools becomes National Association of Practical Nurse Education (NAPNE)
Practical nursing curriculum planned and advocated across United States
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TaBLE 3-1 Historical Events Influencing the Evolution of Nursing (Continued)

1944 U.S. Department of Vocational Education commissions intensive study to differentiate tasks of the
practical nurse

1945 New York only state to have mandatory licensure law for practical nurses

1948 Brown Report: Future of Nursing

1949 Founded: National Federation of Licensed Practical Nurses (NFLPN)

1952 National League of Nursing Education changes name to National League for Nursing (NLN)

1955 Practical nursing established under (Title Ill) Health Amendment Act
All states pass licensure laws affecting practical/vocational nursing

1959 National Association of Practical Nurse Education (NAPNE) changes name to National Association for
Practical Nurse Education and Service (NAPNES)

1960s Established: Medicare and Medicaid

1961 National League for Nursing establishes a Council for Practical Nursing Programs
Surgeon General’s Consultant Group

1965 First nurse practitioner program, pediatric
ANA position paper on entry into practice

1966 Educational opportunity grants for nurses

1970 Secretary’s commission to study extended roles for nurses

1973 Health Maintenance Organization Act

1977 Rural Health Clinic Service Act

1979 U.S. Surgeon General Report Healthy People

1980 Omnibus Budget Reconciliation Act (OBRA)

1980 National Commission on Nursing

1982 Budget cut to Health Maintenance Organization Act
Tax Equity Fiscal Responsibility Act (TEFRA)

1983 Institute of Medicine Committee on Nursing and Nursing Education study

1987 Secretary’s Commission on Nursing

1990s Health care reform

1991 U.S. Department of Health and Human Services Healthy People 2000

1996 Certification Examination for Practical and Vocational Nurses in Long-term Care

1997 Established: NLN Accrediting Commission (NLNAC)

2000 U.S. Department of Health and Human Services Healthy People 2010

2002 Nurse Reinvestment Act of 2002 (PL 107-205)

RELIGIOUS INFLUENCES Also in 1841, four sisters were brought to Notre Dame in

Religion had a strong influence on the development of nursing
beginning in India in 800-600 B.C. The religious influence pros-
pered in Greece and Ireland in 3 B.c. with male nurse—priests.

Theodor Fleidner, a pastor in Kaiserswerth, Germany in
1836, revived the Lutheran Order of Deaconesses to care for
the sick in a hospital he had founded. He established the first
real school of nursing to educate the deaconesses in the care of
the sick. These deaconesses of Kaiserswerth became famous
because they were the only ones formally educated in nursing.
Pastor Fleidner had a profound influence on nursing through
Florence Nightingale, who received her nursing education at
the Kaiserswerth Institute.

Religious orders were established by the Catholic Church
to care for the sick and poor. Only nurses who functioned
within a religious order were approved by society. The need
for nurses in the mid-19th century and changing social condi-
tions set the stage for Florence Nightingale’s reforms.

The order of the Nursing Sisters of the Holy Cross was
founded in LeMans, France, by Father Bassil Moreau in 1841.

South Bend, Indiana, by a Father Sorin. These sisters estab-
lished St. Mary’s Academy in Bertrand, Michigan, in 1844.
In 1855, the school was moved to Notre Dame and became
known as Saint Mary’s College, which later had a strong influ-
ence on the emerging role of women (Wall, 1993).

FLORENCE NIGHTINGALE

The founder of modern nursing is Florence Nightingale
(1820-1910), who grew up in a wealthy, upper-class family in
England. Unlike other young women of her era, Nightingale
was educated in Greek, Latin, mathematics, history, and phi-
losophy. She always had an interest in relieving suffering and
caring for the sick, but social mores of her time made it impos-
sible for her to consider caring for others because she was not
a member of a religious order. After receiving encouragement
from a family visitor, Dr. Samuel Gridley Howe, however, she
became a nurse over the objections of society and her family.
On completion of a 3-month course of study at Kaiser-
swerth Institute, Nightingale worked to reform health care.

COURTESY OF DELMAR CENGAGE LEARNING
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Florence Nightingale’s
Characteristics

1

Florence Nightingale has been described as
being strong-minded and assertive. In what
ways would it be helpful for you to develop such
characteristics?

Britain’s war in the Crimea presented her with the opportunity
to volunteer with 38 other nurses to serve in the battle-site
hospital (Figure 3-1). The physicians in charge assigned the
nurses to nonclient care duties. Florence Nightingale persisted
in advocating cleanliness, good nutrition, and fresh air. When
battle casualties mounted, the nurses had a chance to prove
their worth. They worked around the clock, caring for the
wounded and carrying oil lamps to light their way in the dark-
ness. The symbol of the oil lamp is still used today in nursing
and is the reason Florence Nightingale is called the “Lady with
the Lamp.” The implementation of her principles in the areas
of nursing practice and environmental modifications resulted
in reduced morbidity (illness) and mortality (death) rates
during the war.

FI1GURE 3-1 Florence Nightingale in the Crimea (Reprinted
with permission from Bettmann/Corbis.)

Nightingale worked to further develop the public’s aware-
ness of the need for educated nurses and forged the future of
nursing education as a result of her experiences in educating
nurses to care for British soldiers. At St. Thomas” Hospital in
London, she established the Nightingale Training School of
Nurses. This was the first school for nurses providing both
theory-based knowledge and clinical experience. She funda-
mentally changed both the public’s perception of nursing and
the method for educating nurses. Some of Nightingale’s unique
beliefs about nursing and nursing education were the need for
the following:

« Aholistic framework inclusive of illness and health

« A theoretical basis for nursing practice

« Aliberal education as a foundation of nursing practice
« An environment that promotes healing

« Abody of nursing knowledge distinct from medical
knowledge (Macrae, 1995)

She introduced many other concepts that are still used
today, although they were unique in her day. Specifically,
Nightingale reccommended (a) a systematic method of assess-
ing clients, (b) individualized care based on the client’s needs
and preferences, and (c) confidentiality.

Recognizing the influence of environmental factors on
health, she recommended that clean surroundings, fresh air,
and light would improve the quality of care (Nightingale,
1969). She believed that nurses should be formally educated
and function as client advocates (Selanders, 1994). She is
credited with being the originator of modern nursing because
many of these beliefs and concepts are still advocated in nurs-
ing schools today.

THE CiviL WAR AND NURSING

During the Civil War (1861-1865), America’s need for nurses
increased dramatically. The Sisters of the Holy Cross were the
first to respond to the need for nurses, with 12 sisters caring
for wounded soldiers. By the end of the war, 80 sisters had
cared for soldiers in Illinois, Missouri, Kentucky, and Tennes-
see (Wall, 1993).

Nursing care was also provided by the Sisters of Mercy,
Daughters of Charity, Dominican Sisters, and the Franciscan
Sisters of the Poor. These sisters, although influenced by the
roles assigned to women during the 19th century, were willing
to take risks when human rights were threatened (Wall, 1993).
Other women also volunteered to care for the soldiers of both
the Union and the Confederate armies. These women imple-
mented sanitary conditions in field hospitals and performed
various other duties.

Dorothea Dix (1802-1887) was the first woman ever
appointed to an administrative position by the federal govern-
ment when she was made superintendent of the female nurses
of the army in 1861. Her recruitment efforts procured more
than 2,000 women to care for the sick in the Union army.
Following the Civil War, she concentrated on reforming the
treatment of the mentally ill (Mohr, 2005).

Clara Barton (1821-1912), who volunteered her nursing
services during the Civil War, organized the Red Cross in the
United States in 1881.

Blanche E. Oberle was a World War I Red Cross Army
Nurse. According to Oberle, nurses were not allowed to take
blood pressures in 1918. Only a physician could take a client’s
blood pressure. However, registered nurses mixed sterile water
into powdered medications that was injected into clients.
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MEN IN NURSING

Males impacted nursing even though their involvement is over-
shadowed by female nurses. During the Middle Ages, men pro-
vided nursing care in the military and religious and lay orders,
including the Knights Hospitalers, the Teutonic Knights, the
Tertiaries, the Knights of St. Lazarus, and the Hospital Brothers
of St. Anthony. St. Camillus was from this era and he originated
the red cross symbol that is still used today and developed the
first ambulance service (Kauffman, 1978). Male nurses served
on both sides during the Civil War, but female nurses received
more recognition as Union volunteers. The Confederate army
had 30 men per regiment who were designated to care for
the wounded (Pokorny, 1992). Male nursing schools—Mills
School for Nursing and St. Vincent’s Hospital School for
Men—were started in 1888 in New York (Wilson et al., 2009).
Male nurses served on a U.S. Navy hospital ship, the U.S.S. Sol-
ace, during the Spanish-American War (Navsource.com, 2007).
Today, men are a vital component in the nursing profession.

THE WOMEN’S MOVEMENT

The beginnings of social unrest started in 1848 with the
Women’s Rights Convention in Seneca Falls, New York.
Women were not considered equal to men, women did not
have the right to vote, and society did not value education for
women. With suffrage, the rights of women and the nursing
profession were advanced. More women were being accepted
into colleges and universities by the mid-1900s, but there
were only a few university-based nursing programs available.

NURSING PIONEERS AND
LEADERS

The contributions of many outstanding nurses through the
years made nursing what it is today. Nursing pioneers and
leaders established public health nursing, rural health care
services, and advanced nursing education.

Linda Richards

In 1873, Linda Richards (1841-1930) was awarded the first
diploma from an American school educating nurses. She
established numerous hospital-based schools for nurses and
introduced the practice of keeping nurses’ notes and physi-
cians’ orders as part of medical records. She also instituted
the practice of nurses’ wearing uniforms. While working as
the first superintendent of nurses at Massachusetts General
Hospital, she showed that educated nurses gave better care
than nurses without formal nursing education.

Mary Mahoney

Mary Mahoney (1845-1926) was America’s first African
American professional nurse (Figure 3-2). She was a noted
nursing leader who encouraged respect for cultural diversity.
Today, the American Nurses Association (ANA) bestows
the Mary Mahoney Award to recognize individuals who have
made significant contributions toward improving relation-
ships among the various cultural groups.

Adelaide Nutting

As a nursing educator, historian, and scholar, Adelaide
Nutting (1858-1947) actively campaigned for the university

FIGURE 3-2 Mary Mahoney (Photo courtesy of the American
Nurses Association.)

education of nurses. She was the first nurse appointed as a
university professor.

Lavinia Dock

Another influential leader in nursing education, Lavinia Dock
(1858-1956) graduated from Bellevue Training School for
Nurses in 1886. She worked at the Henry Street Settlement
House in New York City, caring for the indigent. Dock wrote
one of the first nursing textbooks, Materia Medica for Nurses.
Also, she was the first editor of the American Journal of Nursing
(AJN) and wrote many other books.

Isabel Hampton Robb

Isabel Hampton Robb (1860-1910) was the founder of the
Superintendents’ Society in 1893 and the Nurses’ Associ-
ated Alumnae of the United States and Canada in 1896. She
knew it was important for nurses to participate in professional
organizations and to work for unity across the profession on
important issues. She worked to establish both the ANA and
the National League of Nursing Education, the predecessor
of the National League for Nursing (NLN). As an early sup-
porter of the rights of nursing students, she urged that there
be shorter working hours and stressed the role of the nursing
student as a learner instead of an employee.

Lillian Wald

Lillian Wald (1867-1940) spent her life providing nursing
care to poor people. She founded public health nursing with
the establishment of the Henry Street Settlement Service in
1893 (Figure 3-3) in New York City (Silverstein, 1994). Wald
was the first community health nurse and also established a
school of nursing. As a tireless reformer, she worked to:

« Improve housing conditions in tenement districts

o Establish education for the mentally challenged
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FIGURE 3-3 Nurses at the Henry Street Settlement in New York
City (Photo courtesy of Visiting Nurses Service of New York.)

o Pass more lenient immigration regulations

« Initiate change of child labor laws and founded the
Children’s Bureau of the U.S. Department of Labor

Mary Breckenridge

In 1925, Mary Breckenridge (1881-1965) introduced a decen-
tralized system of delivering health care to rural America. This sys-
tem for providing primary nursing care services in the Kentucky
Appalachian Mountains, called the Frontier Nursing Service,
lowered the childbirth mortality rate in Leslie County, Kentucky,
from the highest in the nation to below the national average.

Mamie Hale

The Arkansas Health Department hired Mamie Hale (1911~
1968?) in 1942 to upgrade the educational programs for mid-
wives. A graduate of Tuskegee School of Nurse-Midwifery, she
gained the support of public health nurses, granny midwives,
and obstetricians. Through education, she decreased illiteracy
and superstition among those functioning as midwives. Hale’s
efforts improved mortality rates for both infants and mothers

(Bell, 1993).

PRACTICAL NURSING PIONEER
SCHOOLS

Women who cared for others but who had no formal educa-
tion often called themselves “practical nurses.” Formal educa-
tion for practical nursing began in the 1890s. The first schools
were the Ballard School, the Thompson Practical Nursing

School, and the Household Nursing Association School of
Attendant Nursing.

BALLARD SCHOOL

In 1892, the Ballard School, funded by Lucinda Ballard, was
opened in New York City by the YWCA. It offered several
courses for women, one of which was practical nursing. The
3-month course in simple nursing care focused on the care
of infants, children, elders, and disabled persons in their own
homes. The course included cooking, nutrition, basic science,
and basic nursing procedures. When the YWCA was reorga-
nized in 1949, the school closed.

THOMPSON PRACTICAL
NURSING SCHOOL

Thomas Thompson of Brattleboro, Vermont, left money in
his will to help women who were making shirts for the army
and were receiving only $1 per dozen. His executor, Richard
Bradley, saw the need for nursing service and, in 1907,
established a practical nursing school in Brattleboro. It is still
operating today and is accredited by the NLN.

HOUSEHOLD NURSING SCHOOL

In 1918, a group of women in Boston were concerned about
providing nursing care for people who were sick at home.
After talking with Richard Bradley, they opened the House-
hold Nursing Association School of Attendant Nursing.
The name was later changed to the Shepard-Gill School of
Practical Nursing. It closed in 1984.

NURSING IN THE TWENTIENTH
CENTURY

The beginning of the twentieth century brought about changes
that have greatly influenced contemporary nursing. Several land-
mark reports about medical and nursing education, early insur-
ance plans, the establishment of visiting nurse associations and
their use of protocols, and health care initiatives are discussed
next.

FLEXNER REPORT

In 1910, Abraham Flexner, supported by a Carnegie grant,
visited the 155 medical schools in the United States and
Canada. The goal of the resulting Flexner report, which was
based on his findings, was to impose accountability for medi-
cal education. Flexner’s study resulted in the closure of inade-
quate medical schools, consolidation of schools with limited
resources, creation of nonprofit status for remaining schools,
and establishment of medical education in university settings
that was based on standards and strong economic resources.

Seeing the value and impact of the Flexner report on
medical education, Adelaide Nutting, together with colleagues
from the Superintendents’ Society, presented a proposal to the
Carnegie Foundation in 1911 to study nursing education. That
study was never done.

In 1906, Richard Olding Beard established a 3-year
diploma school of nursing at the University of Minnesota
under the College of Medicine.
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EARLY INSURANCE PLANS

At the turn of the twentieth century, the concepts of third-
party payments and prepaid health insurance were instituted.
Third-party payment is the payment by someone other than
the recipient of health care (usually an insurance company) for
the health care services provided. Prepaid medical plans were
started in lumber and mining camps of the Pacific Northwest,
where employers contracted for medical services, for which
they paid a monthly fee. As the first president of the National
Organization for Public Health Nursing, Lillian Wald sug-
gested that a national health insurance plan be established.

Visiting Nurses Associations

In 1901, Lillian Wald suggested that Metropolitan Life Insur-
ance Company enter into an agreement with the Henry Street
Settlement to provide visiting nursing services to its policy-
holders. One form of managed care began as Wald worked
with Metropolitan to expand the services of the Henry Street
Settlement to other cities.

Nurses providing care in the home had experienced
greater autonomy of practice than did hospital-based nurses
(Figure 3-4). This led to discord among physicians regarding
the scope of medical practice versus the scope of nursing prac-
tice. Some physicians encouraged nurses to do whatever was
necessary to care for the sick at home, whereas other physi-
cians believed nurses were going to take over their practice.

In 1912, the Chicago Visiting Nurse Association developed
a list of standing orders for nurses to follow when providing
home care. When the nurse did not have specific orders from a
physician, these orders were to direct the nursing care of clients.
This established the groundwork for nursing protocols.

Blue Cross and Blue Shield

The main impetus for the growth of insurance plans was the
Depression. The philosophy in the United States of health
care for all further contributed to the growth of insurance
plans. In 1920, American hospitals offered a prepaid hospital
plan, which became the prototype for Blue Cross.

The American Hospital Association laid the groundwork
for an insurance company to provide benefits to subscribers
when hospitalized. This eventually became Blue Cross. The
American Medical Association developed Blue Shield to pro-
vide subscribers reimbursement for medical services.

FIGURE 3-4 Ababy being weighed by a student nurse and
a Junior League volunteer in 1929. (Photo courtesy of Touro
Infirmary Archives, New Orleans, LA.)

The federal government became involved in health care
delivery in 1935 when the Social Security Act was passed. It
provided for benefits for elderly persons, child welfare, and
federal funding for educating health care personnel, among
other things. During World War II, the U.S. government
extended the benefits of military personnel to include their
dependents and health care for veterans.

LANDMARK REPORTS IN
NURSING EDUCATION

Several reports were issued concerning nursing education and
practice during the first half of the twentieth century. Three
reports that had a profound impact on nursing education are
the Goldmark, the Brown, and the Institute of Research and
Service in Nursing Education.

Goldmark Report

In 1918, Adelaide Nutting approached the Rockefeller Foun-
dation for support of nursing education reform. They provided
funding, and, in 1919, the Committee for the Study of Nurs-
ing Education was established to investigate the education of
public health nurses. A social worker, Josephine Goldmark,
served as the secretary to the committee and developed the
method of collecting data and the analysis for a small sampling
of the 1,800 schools of nursing then in existence.

The Goldmark report, titled Nursing and Nursing Education
in the United States, was published in 1923. Goldmark identified
that the major weakness of the hospital-based education programs
was that the needs of the institution (service delivery) were put
before the needs of the student (education). The apprenticeship
form of education along with nursing tradition put the needs of
the client before the learning needs of the student.

Limited resources, low admission standards, poorly
educated instructors, lack of supervision, and failure to cor-
relate clinical practice with theory were identified by the
study as major inadequacies in nursing education. The report
concluded that nursing education should take place in the
university setting if nursing was to be on equal footing with
other disciplines.

Brown Report

In 1948, the social anthropologist Esther Lucille Brown
published Nursing for the Future and Nursing Reconsidered:
A Study for Change. The Brown report, published 26 years after
the Goldmark report, identified many of the same problems in
hospital nursing education, including the fact that nursing stu-
dents were still being used for service by the hospitals, resources
were inadequate, and authoritarianism still prevailed.

Brown understood that the proper intellectual climate for
educating professional nurses would be the university setting.
Visionary nurse educators were securing libraries, labora-
tories, and clinical facilities as necessary learning resources.
Nurse leaders were implementing professional endeavors such
as research and publication.

Institute of Research and Service in
Nursing Education Report

The 1950s addressed different aspects of nursing. After World
War II, a deficit in the supply of nurses coincided with an
increased demand for nursing services. Hospitals were closed
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as a result of the nursing shortage. Other factors contributing
to the scarce supply of nurses were the long hours combined
with a heavy workload, low esteem of nursing as a profession,
and low salaries.

The Institute of Research and Service in Nursing Educa-
tion Report resulted in the establishment of practical nursing
under Title III of the Health Amendment Act of 1955. There
was a proliferation of practical nursing schools in the United
States following this report.

OTHER HEALTH CARE

INITIATIVES

In the 1960s, health care services were provided to the elderly
and the indigent populations through the federal programs of
Medicare and Medicaid.

The Nurse Training Act was passed in 1964 to provide
federal funds to expand the enrollment in schools of nurs-
ing. Federal funds were made available to construct nursing
schools and provide student loans and scholarships to nursing
students.

The Health Maintenance Organization Act of 1973 pro-
vided an alternative to the private health insurance industry.
Health maintenance organizations (HMOs) are prepaid
health plans that provide primary health care services for a
preset fee and focus on cost-effective treatment methods.
Primary health care refers to the client’s point of entry into
the health care system and includes assessment, diagnosis,
treatment, coordination of care, education, preventive services,
and surveillance.

In 1977, the National Commission for Manpower Study
resulted in amendments to Title XVIII of the Social Security
Act, which provided payment for rural health clinic services.
Anne Zimmerman, former president of the ANA, had the bill
amended to substitute the term primary care providers
(health care providers whom a client sees first for health care)
for physician extenders, which allowed nurse practitioners to
be paid directly for their services. This represented the first
time that nurses could be directly reimbursed for care they
rendered.

Costs AND QUALITY CONTROLS

During the 1970s, the rapid escalation of health care expendi-
tures made the cost-control systems of various federal health
programs inadequate. The 1982 Tax Equity Fiscal Responsi-
bility Act (TEFRA) was passed in response to the $287 billion
spent on health care in 1981. At the same time that the federal
government was trying to control costs with TEFRA and
prospective payment legislation, concern was also growing
regarding the quality of health care.

Although business and industry embraced quality control
systems in the 1940s and 1950s, the health care industry failed
to see the need for such controls until the 1980s. The Joint
Commission on Accreditation of Healthcare Organizations
(formerly JCAHO, now the Joint Commission) in the late
1980s emphasized monitoring for quality of outcomes rather
than process. This changed the system from a static quality
assurance system to a dynamic quality improvement program.
The Joint Commission (2008) views quality of care as an
ongoing process that continuously looks for ways to improve
the care provided.

Learning from Experience

By studying nursing history, we gain a better
understanding of autonomy, professionalism,
advancements in nursing education, and nursing
care. Think of some lessons you have learned from
the past. Can you identify some life experiences
that taught you something? List two things you
learned from these experiences or situations.

HEALTH CARE REFORM

With an ever-increasing number (over 60 million) of Ameri-
cans being uninsured or underinsured, health care access
and costs became a major focus of attention in the 1990s
(Edelman & Mandle, 2002). Children are especially at risk
for having their health care neglected, with one in five chil-
dren in the United States being uninsured (Baker, 1994).

Nursing as a profession has made great strides in affecting
federal and state health care legislation (Figure 3-5). Hospitals
are moving away from the controlling, bureaucratic entities
they once were and instead are more often being characterized
by an environment of shared governance where nurses have
a voice in both clinical and administrative decision making.
Nurses now serve as case managers and collaborate with physi-
cians and other health care providers. Advocates are working
to obtain prescriptive privileges for all advanced practitioners.

Nurses are seeking to improve their scientific knowl-
edge and client outcomes by developing evidence-based
practice. Evidence-based practice is “the integration of best
research evidence with clinical expertise, and patient values”
(Sackett, Straus, Richardson, Rosenberg, & Haynes, 2000,
p- 1). Evidence-based practice ensures best practice and best
client outcomes.

NURSING EDUCATION

Educational programs that prepare graduates to take a licens-
ing examination must be approved by a state board of nursing.

FIGURE 3-5 Nurses making a presentation before a
state legislature. (Photo courtesy of the New York State Nurses
Association.)
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These boards approve entry-level programs to ensure the safe
practice of nursing by setting minimum educational require-
ments and guaranteeing that graduates of the program are
eligible candidates to take a licensing examination. Candidates
in the United States must pass the National Council Licensure
Examination (NCLEX®) before a state board of nursing will
issue a license to practice nursing.

TYPES OF PROGRAMS

There are two types of entry-level nursing programs available
in the United States: licensed practical or vocational nurse
(LPN or LVN) and registered nurse (RN). An entry-level
educational program is one that prepares graduates to take
a licensing examination. Graduates of licensed practical/
vocational programs take the NCLEX® for practical nurses
(NCLEX-PN®), and graduates of registered nurse programs
take the NCLEX® for registered nurses (NCLEX-RN®).
Postgraduate programs prepare nurses to practice in
various roles as advanced-practice registered nurses (APRNG).
Statutory provisions for APRNs vary from state to state.

Licensed Practical/Vocational Nursing

Licensed practical nurses (LPNs) or licensed vocational
nurses (LVNs, as they are called in Texas and California) work
under the supervision of an RN or other licensed provider
such as a physician or dentist. The LP/VN, like the RN, was
first educated in hospitals. The Smith Hughes Act passed by
Congress in 1917 gave impetus to the formation of vocational
school-based practical nursing programs. In 2006, there were
11,172 students enrolled in practical nursing programs in the
United States (National League for Nursing Accreditation
Commission [NLNAC], 2008). In 2006, 8,047 new graduates
entered the nursing workforce from practical nursing pro-
grams (NLNAC, 2008).

Programs are state approved and in some cases also have
accreditation by the NLN. Accreditation is a process by
which a voluntary, nongovernmental agency or organization
appraises and grants accredited status to institutions and/
or programs or services that meet predetermined structure,
process, and outcome criteria. These educational programs are
generally 1 year in length and provide both didactic (system-
atic presentation of information) and clinical (observing and
caring for living clients) experience. The education is focused
on basic nursing skills and direct client care. Although most
clinical experience is in hospitals, long-term care facilities,
physicians’ offices, home health agencies, and ambulatory care
facilities are also used.

Admission generally requires a high school diploma or
General Education Development (GED) certificate. Schools
may require a preentrance examination that assesses such
skills as math, reading, and writing,

Once licensed, the LP/VN is prepared to work in
structured settings such as hospitals, long-term care, home
health, medical offices, and ambulatory care facilities. Just
as the RN has been delegated duties previously considered
the domain of the physician, the LP/VN has been assigned
duties once considered the domain of the RN. Many hospi-
tals offer programs that provide levels of advancement for
the LP/VN.

The National Federation of Licensed Practical Nurses has
written standards of nursing practice for the LP/VN. They are
listed in Table 3-2.

Registered Nursing

Registered nurses are graduates of state-approved and, in
many cases, NLN-accredited programs. They are prepared
for entry into practice in one of three ways: hospital diploma
programs, associate degree nursing programs, or baccalaureate
degree nursing programs.

Diploma Program Diploma nursing programs are offered by
hospitals and are typically 3 years in length. Most are now affil-
iated with colleges or universities that grant college credit for
select courses. Graduates of these programs receive a diploma
from the hospital rather than a college degree.

Program content historically prepared the graduate in
basic nursing skills particularly suitable for hospitalized clients.
Now, however, most diploma schools also use community-
based settings such as physicians’ offices, visiting nurse ser-
vices, clinics, and health departments for clinical experiences.

Although prominent in the early history of nursing educa-
tion, the number of diploma nursing programs in the United
States has decreased. In 2006, 4% of all entry-level nursing
programs in the United States were diploma programs with
11,266 students enrolled (ANA, 2008a; NLNAC, 2008). In
2006, 3,600 graduates or 8% of all new graduates eligible to
enter the nursing workforce came from diploma programs
(NLN, 2008a; NLNAC, 2008).

Associate Degree Program Associate degree programs are
offered through community colleges and are typically 2 years
in length. They may also be offered as an option at 4-year
degree-granting universities. The graduate receives an associ-
ate degree in nursing (ADN). In 2006, 58.9% of all entry-level
nursing programs in the United States were ADN programs
with 139,008 students enrolled (ANA, 2008a; NLNAC,
2008). In 2006, 49,878 or 59% of all new graduates eligible
to enter the nursing workforce came from ADN programs
(NLN, 2008a; NLNAC, 2008). Traditionally, program content
reflects basic skill preparation and emphasizes clinical practice
in the hospital setting. Because of a decreasing use of hospital
beds, however, students are now likely to spend a higher
number of clinical hours in community-based institutions
(e.g., ambulatory settings, clinics, or schools).

Baccalaureate Degree Program Baccalaureate degree pro-
grams are offered through colleges and universities and are
typically 4 years in length. The graduate receives a bachelor of
science in nursing (BSN). These programs emphasize a broader
preparation for practice, not only in hospital settings but also
for autonomous and collaborative practice. In 2006, 38% of all
entry-level nursing programs in the United States were bacca-
laureate programs with 52,481 students enrolled (ANA, 2008a;
NLNAGC, 2008). In 2006, 14,233 graduates or 38% of all new
graduates eligible to enter the nursing workforce came from
baccalaureate programs (NLN, 2008a; NLNAC, 2008).

Continuing Education and
Staff Development

Once a nurse is in practice, both continuing education and
staff development are used to maintain the needed knowledge
and skills for continuing practice.

Nurses are responsible for their own continuing education.
Continuing education offers both personal and professional
growth to the nurse and constitutes an essential dimension of
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TABLE 3-2 Nursing Practice Standards for the Licensed Practical/
Vocational Nurse

Education 2) Applying nursing knowledge and skills to
The licensed practical/vocational nurse: promote and maintain health, to prevent

1. Shall complete a formal education program in disease and disability, and to optimize
practical nursing approved by the appropriate nursing functional capabilities of an individual patient
authority in a state. 3) Assisting the patient and family with activities

2. Shall successfully pass the National Council of daily living and encouraging self-care as
Licensure Examination for Practical Nurses. appropriate

3. Shall participate in initial orientation within the 4) Carrying out therapeutic regimens and
employing institution. protocols prescribed by an RN, physician, or

Legal/Ethical Status other persons authorized by state law
The licensed practical/vocational nurse: c. Evaluation: The plan for nursing care and its

1. Shall hold a current license to practice nursing as implementations are evaluated to measure the
an LP/VN in accordance with the law of the state progress toward the stated goals and will include
wherein employed. appropriate persons and/or groups to determine:

2. Shall know the scope of nursing practice authorized 1) The relevancy of current goals in relation to the
by the Nursing Practice Act in the state wherein progress of the individual patient
employed. 2) The involvement of the recipients of care in the

3. Shall have a personal commitment to fulfill the legal evaluation process
responsibilities inherent in good nursing practice. 3) The quality of the nursing action in the

4. Shall take responsible actions in situations wherein implementation of the plan
there is unprofessional conduct by a peer or other 4) A reordering of priorities or new goal setting in
health care provider. the care plan

5. Shall recognize and commit to meet the ethical and 5. Shall participate in peer review and other evaluation
moral obligations of the practice of nursing. processes.

6. Shall not accept or perform professional 6. Shall participate in the development of policies
responsibilities that the individual knows (s)he is not concerning the health and nursing needs of society
competent to perform. and in the roles and functions of the LP/VN.

Practice Continuing Education
The licensed practical/vocational nurse: The licensed practical/vocational nurse:

1. Shall accept assigned responsibilities as an 1. Shall be responsible for maintaining the highest
accountable member of the health care team. possible level of professional competence at all times.

2. Shall function within the limits of educational preparation 2. Shall periodically reassess career goals and select
and experience, as related to the assigned duties. continuing education activities that will help to

3. Shall function with other members of the health care achieve these goals.
team in promoting and maintaining health, preventing 3. Shall take advantage of continuing education
disease and disability, caring for and rehabilitating opportunities that will lead to personal growth and
individuals who are experiencing an altered health state, professional development.
and contributing to the ultimate quality of life until death. 4. Shall seek and participate in continuing education

4. Shall know and utilize the nursing process in planning, activities that are approved for credit by appropriate
implementing, and evaluating health services and organizations, such as the NFLPN.
nursing care for the individual patient or group. Specialized Nursing Practice
a. Planning: The planning of nursing includes: The licensed practical/vocational nurse:

1) assessment/data collection of health status 1. Shall have had at least one year’s experience in
of the individual patient, the family, and nursing at the staff level.
community groups 2. Shall present personal qualifications that are

2) reporting information gained from assessment/ indicative of potential abilities for practice in the
data collection chosen specialized nursing area.

3) the identification of health goals 3. Shall present evidence of completion of a program

b. Implementation: The plan for nursing care is put into or course that is approved by an appropriate agency

practice to achieve the stated goals and includes: to provide the knowledge and skills necessary for

1) Observing, recording, and reporting significant effective nursing services in the specialized field.
changes that require intervention or different 4. Shall meet all of the standards of practice as set forth
goals in this document.

(Reprinted with permission of the National Federation of Licensed Practical Nurses, Inc.)
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lifelong learning. In some states, license renewal depends on
acquiring continuing education units (CEUs) according to the
board of nursing’s rules. Lifelong learning is essential to career
development and competency achievement in nursing practice.

Staff development generally occurs in the setting of
employment and is described as the delivery of instruction to
assist nurses to achieve the goals of the employer. It is guided
by the accreditation standards of the Joint Commission and
ANA's Standards for Nursing Staff Development (ANA, 1990).

Orientation is an important organizational tool for both
recruitment and retention. The sessions typically occur at the
beginning of employment and whenever positions or roles
change. The sessions include information unique to the insti-
tution of employment, such as philosophy, goals, policies and
procedures, role expectations, facilities, resources and special
services, and assessment and development of competency
with equipment and supplies used in the work setting.

In-service education occurs after orientation and through-
out employment. It supports the nurse in acquiring, maintain-
ing, and increasing skills to fulfill assigned responsibilities.

The American Nurses Credentialing Center (ANCC) is
an international credentialing program that certifies registered
nurses and advanced-practice nurses in specialty practice
areas. The ANCC certification exams validate a “nurse’s skills,
knowledge, and abilities” (ANCC, 2009, p. 1). NAPNES
provides certification for LPNs in long-term care that covers
not only geriatrics but also chronic illnesses for all age-groups
(NAPNES, 2009). For more information on certification for
LPNs go to www.napnes.org and search for “Certifications for
LPN/LVNs.”

TRENDS IN NURSING EDUCATION

Trends in nursing education reflect issues in nursing, nurs-
ing education, delivery of care, and the public’s health. At the
heart of many of these trends are two fundamental issues:
competency development and delivery of care.

Competency Development

The debate about multiple education levels for entry into
nursing practice will continue. Demonstration of basic com-
petency by all entry-level graduates regardless of education is
likely to gain great support from nursing. It allows for not only
consensus about the outcome (competency) but also diversity
(innovation) about the process. Many changes in nursing edu-
cation are being stimulated by competency development.

Delivery of Care

The demand for nursing care will continue to be driven by
a larger aging population that uses long-term care and home
health services. Other changes will include expansion of pri-
mary and preventive care to focus on health promotion and
wellness; an increased use of ambulatory care services because
they are less expensive; increased complexity of health care
delivery, which requires well-educated nurses; and increased
demand to provide health services such as prenatal care, well-
child clinics, adolescent clinics, and neighbor care clinics to
underserved populations (such as inner-city residents).
Managed care arrangements are the delivery systems of
the future. They emphasize wellness, health promotion, and
disease prevention. More and more factors contributing to
disease point to health behaviors as preventive interventions.
The Healthy People 2010 goals, focus areas, and leading health
indicators can be found on the Web at www.health.gov.

NURSING ORGANIZATIONS

Nursing organizations exist for LP/VNs and RNs. Some orga-
nizations also welcome as members those who are interested in
nursing but who are not nurses. There are also many specialty
nursing organizations.

All nurses are encouraged to maintain membership in a
nursing organization. The organizations represent the nurses
to the public; to legislative bodies, both state and national; to
federal agencies; and to all health care facilities. Through these
organizations, nurses’ concerns about workplace issues are
addressed, high standards of practice are fostered, ethics codes
are established, continuing education programs are certified
and provided, and nurses’ general welfare is protected. It is
a professional opportunity to be a participating member of a
nursing organization. It is an option to present a strong unified
voice regarding nursing issues. Table 3-3 provides pertinent
information about selected nursing organizations.

NATIONAL LEAGUE FOR NURSING

The original organization, established in 1893, was named the
American Society of Superintendents of Training Schools for
Nurses. The last name change, National League for Nursing,
was made in 1952. Because of the growth of practical/voca-
tional nursing programs, the NLN established a Department
of Practical Nursing Programs (now called Council of Practical
Nursing Programs [CPNP]) in 1961. The NLN offers accredi-
tation services to all nursing programs through an independent
subsidiary called the National League for Nursing Accrediting
Commission (NLNAC) (NLN, 2008b).

NATIONAL ASSOCIATION OF
PRACTICAL NURSE EDUCATION

AND SERVICE

Originally called the Association of Practical Nurse Schools,
this organization was dedicated exclusively to practical nursing,
The multidisciplinary membership planned the first standard
curriculum for practical nursing. In 1959, the name was changed
to the National Association of Practical Nurse Education and
Service (NAPNES, 1998).

0 PROFESSIONAL

Professional Memberships

Every nurse is encouraged to be involved in a
nursing organization. Membership means more
political clout for passing legislation to improve
health care for all citizens and to improve the
profession of nursing.

Nursing students have an opportunity to stay
abreast of current issues and meet with local
nursing leaders to discuss health care reform,
alternative health care delivery models, and other
issues. Then as graduates, they can share this
information with both the public and legislators.


www.napnes.org
www.health.gov
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ORGANIZATION

National League
for Nursing (NLN)

TABLE 3-3 Selected Nursing Organizations

DESCRIPTION

Established: 1893 as The American Society of Superintendents of Training Schools for Nurses.
1952 name changed to National League for Nursing.

Purpose: To advance quality nursing education that prepares the nursing workforce to meet the
needs of diverse populations in an ever-changing health care environment
Activities:
e Accredit (through voluntary participation from schools) nursing education programs
e Conduct surveys to collect data on education programs
* Provide continuing-education programs
e Offer testing services, including:
Achievement tests for use in nursing schools
Preadmission testing for potential nursing students

Membership:
e Open to any individual (nurse or nonnurse) or agency interested in improving nursing services or
nursing education

Publications:

e Nursing Education Perspectives

e The Scope and Practice for Academic Nurse Educators©
e National Study of Faculty Role Satisfaction©

e The NLN Report

e NLN Member Update

® Professional Development Bulletin

e Nursing Education Policy

National Associa-
tion for Practical
Nurse Education
and Service, Inc.
(NAPNES)

Established: 1941

Purpose: To improve the quality, education, and recognition of nursing schools and LP/VNs in the

United States

Activities:

e Provide workshops, seminars, and continuing-education programs

e Evaluate and certify continuing-education programs of others

e Provide individual student professional liability insurance program

e Inform legislatures and public on LP/VN issues

e Authorize those who pass the Certification Examination for Practical and Vocational Nurses in
Long-term Care (CEPN-LTC)™ to use the initials CLTC

Membership:

e LP/VNs

¢ RNs, physicians, and caregivers in all fields
e Practical/vocational nursing students

Publications:
e Journal of Practical Nursing
e NAPNES Forum

National Federa-
tion of Licensed
Practical Nurses,
Inc. (NFLPN)

Established: 1949

Purpose:

e Provide leadership for LP/VNs

e Foster high standards of practical/vocational nursing education and practice
e Encourage continuing education

e Achieve recognition for LP/VNs

¢ Advocate effective utilization of LP/VNs

¢ Interpret role and function of LP/VNs

e Represent practical/vocational nursing

e Serve as central source of information on practical/vocational nursing education and practice
Activities:

e Promote continuing education of LP/VNs; evaluate programs for CEU credit
e Offer IV and gerontology certification
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TaBLE 3-3 Selected Nursing Organizations (Continued)

ORGANIZATION DESCRIPTION

e Establish principles of ethics

e Offer members an opportunity to participate in activities of the organization

e Keep members informed on matters of interest and concern

e Offer members best type of low-cost insurance

¢ Represent and speak for LP/VNs in Congress

e Encourage fellowship among LP/VNs

¢ Develop mutual understanding and good will among members, other allied health groups, and
the general public

Membership:

e Three-tier concept of local, state, and national enrollment

e LP/VNs

e Practical/vocational nursing students

¢ Affiliate (person who has an interest in the work of NFLPN but is neither an LP/VN nor an LP/VN
student)

Publication:
e Practical Nursing Journal

American Nurses Established: 1911

Association (ANA) Purpose: To work for the improvement of health standards and availability of health care service for
all people, foster high standards for nursing, stimulate and promote the professional development
of nurses, and advance their economic and general welfare.

Activities:

e Establish standards for nursing practice

e Establish a professional code of ethics

e Develop educational standards

e Promote nursing research

¢ Oversee a credentialing system

¢ Influence legislation affecting health care

¢ Protect the economic and general welfare of registered nurses

e Assist with the professional development of nurses (i.e., by providing continuing education
programs)

Membership:

* Registered nurses only

e Federation of state nurses’ associations

¢ |ndividual, by joining respective state nurses’ association
Publications:

e American Nurse Today

e The American Nurse

National Council Established: 1978
of State Boards
of Nursing, Inc.
(NCSBN)

Purpose: Provide an organization through which boards of nursing act and counsel together on
matters of common interest and concern affecting the public health, safety, and welfare, including
the development of licensing examinations in nursing

Activities:

e Develop and administer licensure examinations for registered nurse and licensed practical/
vocational nurse candidates

e Conduct job analyses that provide data required to support the NCLEX® examinations and the
test development process

e Maintain a national disciplinary data bank

e Monitor and analyze issues and trends in public policy, nursing practice, and nursing education
that impact nursing regulation

e Serve as the national clearinghouse of information on nursing regulation

e Offer educational conferences and regional meetings

(Continues)
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TABLE 3-3 Selected Nursing Organizations (Continued)

ORGANIZATION DESCRIPTION

Membership:

e Boards of nursing in the 50 states, the District of Columbia, and four United States territories

¢ No individual membership

Publications:

e FEducation Issues

e NCLEX-PN® Program Reports
e NCLEX-RN® Program Reports
e NCLEX-PN® Detailed Test Plan
e NCLEX-RN® Detailed Test Plan

Data from About ANA (online), by American Nurses Association, 2008a, http://www.nursingworld.org/FunctionalMenuCategories/AboutANA.aspx; History of
NAPNES by National Association for Practical Nurse Education and Service, Inc., 1998, Silver Spring, MD: Author; About Us (online), by National Association
for Practical Nurse Education and Service, 2008, http://www.napnes.org/about/index.html; About NFLPN (online), by National Federation of Licensed
Practical Nurses, 2008, http://www.nflpn.org/about.html; Bylaws, by National League for Nursing, 1995, New York: Author; About the NLN (online), by
National League for Nursing, 2008, http://www.nIn.org/aboutnin/index.htm; About NCSBN (online), by National Council of State Boards of Nursing, Inc.,

2008a, https://www.ncsbn.org/about.htm.

NATIONAL FEDERATION OF
Li1CENSED PRACTICAL NURSES

The National Federation of Licensed Practical Nurses
(NFLPN) was founded in 1949 by a group of LPNs who
recognized that to gain status and recognition in the health
field and to have a channel through which they could officially
speak and act for themselves, they needed an organization of
their own. Since 1991, affiliate membership (lacking the rights
to vote and hold office) has been available to anyone who is
interested in the work of NFLPN but who is neither a practic-
ing LP/VN nor an LP/VN student. The NFLPN is the official
organization for LP/VNs (NFLPN, 2008).

AMERICAN NURSES
ASSOCIATION

The ANA represents registered nurses through its constituent
state organizations. The ANA fosters high standards of nurs-
ing practice, promotes the economic and general welfare of
nurses in the workplace, projects a positive and realistic view
of nursing, and lobbies Congress and regulatory agencies

on health care issues affecting nurses and the public (ANA,
2008a).

NATIONAL COUNCIL OF STATE

BOARDS OF NURSING

The National Council of State Boards of Nursing
(NCSBN) was established in 1978 to assist member
boards, collectively and individually, to promote safe
and effective nursing practice in the interest of protect-
ing public health and welfare. They have developed the
NCLEX-PN® and NCLEX-RN® to test the entry-level
nursing competence of candidates for licensure as LP/
VNs and RN,

In 1996, they began administration of the first large-
scale, national certification examination available to LP/
VN. It is named the Certification Examination for Practical
and Vocational Nurses in Long-Term Care (CEPN-LTC™).
Those who pass the examination are certified in long-term
care and are authorized by NAPNES to use the initials CLTC
to signify their new status (Washington State Department of
Health: The Nursing Commission Newsletter, 1999).

CASE STUDY

dedicated nursing student, so he reads the chapter.

C.J. is a new nursing student. One of his first assignments is to read a chapter on nursing history. C.J. thinks
that history is boring and considers skipping the assignment. However, he desires to make good grades and is a

1. How will knowing nursing history affect C.J.’s view of nursing?
2. What is presently happening in nursing that will become part of the nursing history archives in 10 years?
3. What is presently happening in nursing or legislation that will change the face of nursing in 5 years?
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, SUMMARY

Nursing is the art and science of assisting people in learning
to care for themselves whenever possible and of caring for
them when they are unable to meet their own needs.

By studying nursing history, the nurse is better able to
understand such issues as autonomy, unity within the
profession, supply and demand, salary, education, and current
practice and can thus promote the empowerment of nurses.

Nursing’s early history was heavily influenced by religious
organizations and the need for nurses to care for soldiers
during wartime.

Florence Nightingale forged the future of nursing practice
and education as a result of her experiences in educating
nurses to care for soldiers.

Early American leaders, professional organizations, and
landmark reports of nursing determined the infrastructure
of current nursing practice.

Influential nursing leaders such as Lillian Wald, Isabel
Hampton Robb, Adelaide Nutting, and Lavinia Dock were
instrumental in the advancement of nursing education and
practice.

Other nursing leaders such as Mary Breckenridge,
Mary Mahoney, and Linda Richards made important
contributions to both nursing education and practice.

In 1923, the Goldmark Report concluded that for nursing
to be on equal footing with other disciplines, nursing
education should occur in the university setting.

The Brown Report (1948) addressed the need for nurses
to demonstrate greater professional competence by
moving nursing education to the university setting.

Title IIT of the Health Amendment Act of 1955 resulted in
the establishment of practical nursing.

The Health Maintenance Organization Act of 1973
provided an alternative to the private health insurance
industry.

Types of programs that currently prepare nurses for entry-
level practice are practical/vocational, diploma, associate
degree, and baccalaureate degree.

REVIEW QUESTIONS

1. The founder of modern nursing is considered
to be:
1. Lillian Wald.
2. Dorothea Dix.
3. Florence Nightingale.
4. The Nursing Sisters of the Holy Cross.
2. The first practical nursing school was:
1. Ballard School.
2. Thompson Practical Nursing School.
3. Bellevue Training School for Nurses.
4. Household Nursing Association School of
Attendant Nursing.
3. Practical nursing was established under:
1. Bureau of Medical Services, 1908.
2. Health Maintenance Organization Act of 1973.
3. Title ITI of the Health Amendment Act of 195S.
4. Nursing and Nursing Education in the United
States, 1923.

4. A nursing organization that accredits schools of

nursing is:

1. ANA.

2. NLN.

3. NFLPN.
4. NAPNES.

5. The National Council of State Boards of Nursing
began administering a national certification
examination available to the LP/VN. It is for:

1. licensure.

2. acute care.

3. accreditation.
4. long-term care.

6. The science of nursing is evidenced by: (Select all
that apply.)

critical thinking skills.

using scientific knowledge.

caring behaviors.

using evidence-based practice.

providing comfort and dignity in death.

. evidence-based practice.

N

7. The official organization to speak and act for the

LPN/VN is the:

1. National Council of State Boards of Nursing.

2. American Nurses Association.

3. National League of Nursing.

4. National Federation of Licensed Practical Nurses.
8. A nurse desires to join a nursing organization

because such organizations: (Select all that apply.)

1. protect the nurse’s welfare.
stress best standards of nursing practice.
establish the nurse’s code of conduct and practice.
develop curricula for nursing education programs.
oversee and discipline nursing misconduct.
. leave continuing education programs to hospitals.
9. Studymg nursing history: (Select all that apply.)

1. gives the nurse a sense of autonomy.

2. encourages nurses to make a positive impact on
present nursing events.
serves only to give a view of previous nursing events.
enhances the present view of current practice.
has little relevance to current nursing practices.
increases understanding of advances in nursing
education.

oA W

S
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10. Nursing as a science: (Select all that apply.)
1. promotes restores, and maintains the health of
clients.
2. is founded on evidence-based research.
3. uses nursing principles based on scientific theory.

4. is demonstrated in skillful caring acts.

S. isindividualized care based on the client’s needs
and preferences.

6. is the application of data collection (research) in
client care.
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CHAPTER 4

MAKING THE CONNECTION

Refer to the following chapters to increase your understanding of legal and ethical
responsibilities:

Basic Nursing
+ Student Nurse Skills for Success + Cultural Considerations
+ Nursing Process/Documentation/ + End-of-Life Care
Informatics + Safety/Hygiene

LEARNING OBJECTIVES

Upon completion of this chapter, you should be able to:
e Define key terms.
e Describe the difference between public law and civil law.
e State the purpose and identify various sources of standards of practice.
¢ Discuss the difference between intentional and unintentional torts.
¢ Discuss ways that informed consent impacts nursing practice.
e Discuss the concept of advance directives.
e Describe the purpose and correct utilization of an incident report.
e Discuss ways the nurse can reduce personal liability.
¢ |dentify the benefits of having one’s own malpractice insurance policy.

e List steps to be taken when suspecting a colleague of being impaired by
drugs or alcohol.

e Describe the major ethical principles that have an impact on health care.

e Explain the link between ethics and values and the process involved in
reconciling the potential conflicts between them.

¢ Relate the ethical code developed by the National Federation of Licensed
Practical Nurses daily nursing practice.

¢ |dentify the rights of the client as established by the American Hospital
Association.

e Discuss the roles of the nurse as client advocate and whistle-blower in the
delivery of ethical nursing care.
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nonmaleficence
nursing practice act
passive euthanasia
peer assistance programs
privacy

public law

restraint

slander

standards of practice
statutory law
teleology

tort

tort law

utility

value system

values

values clarification
veracity
whistle-blowing

active euthanasia ethics
administrative law euthanasia
advance directive expressed contract
assault false imprisonment
assisted suicide felony
autonomy tidelity
battery formal contract
beneficence fraud
bioethics Good Samaritan laws
civil law impaired nurse
client advocate implied contract
confidential incident report
constitutional law informed consent
contract law justice
criminal law law
defamation liability
deontology libel
durable power of attorney for living will

health care (DPAHC) malpractice
ethical dilemma material principle of justice
ethical principles misdemeanor
ethical reasoning negligence

INTRODUCTION

Nursing, which embodies a concern for the client in every
aspect of life, encompasses a great responsibility—one that
requires knowledge, skill, care, and commitment. As society
and technology change, the issues affecting nursing practice
also change. We continue to recognize the importance of
the right to decide what is best for oneself, informed con-
sent, and belief in the client’s bill of rights; however, dif-
ficult issues, such as advance directives, do-not-resuscitate
(DNR) orders, and impaired nurses, now must be faced by
the nursing profession. The delivery of ethical health care
is becoming an increasingly difficult and confusing issue in
contemporary society. Nurses are committed to respecting
their clients’ rights in terms of providing health care and
treatment. This desire to maintain clients’ rights, however,
often conflicts with professional duties and institutional
policies. Nurses must thus learn to balance these potentially
conflicting perspectives to achieve the primary objective—
the care of the client. This chapter provides a general over-
view of many legal and ethical concepts that affect nursing.

BASIC LEGAL CONCEPTS

Because it is useful to have working definitions of some basic
legal concepts before applying them to a health care setting, a
discussion of pertinent legal concepts follows.

DEFINITION OF LAwW

Laws are decisions about conduct that guide the interactions
of people. Laws are necessary, binding, and enforceable so

people can live and work together. When laws are broken, a
penalty is incurred.

The word law is derived from an Anglo-Saxon term
meaning “that which is laid down or fixed” The two types of
law are public law, which deals with the individual’s relation-
ship to the state, and civil law, which deals with relationships
among individuals.

SOURCES OF LAw

The four sources of public law at the federal and state levels
are constitutional, statutory, administrative, and criminal. At
the federal and state levels, the three sources of civil law are
contracts, torts, and protective/reporting laws.

Public Law

Constitutional law, set forth in the U.S. and state constitu-
tions, defines and limits the powers of government. Statutory
law is enacted by legislative bodies. State boards and profes-
sional practice acts, such as nursing practice acts, are created
and governed under statutory laws.

Administrative law (regulatory law) is developed by
those persons appointed to governmental administrative agen-
cies. These persons are entrusted with enforcing the statutory
laws passed by the legislature. Administrative law gives state
boards of nursing the power to make rules and regulations
governing nursing as set forth in the nursing practice acts. In
these administrative rules, nursing boards delineate the spe-
cific processes for educational programs, licensure, grounds
for disciplinary proceedings, and the establishment of fees for
services and for penalties rendered by the board.

Criminal law, the most common example of public
law, addresses acts or offenses against the safety or welfare of
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TABLE 4-1 Types of Public Law

FEDERAL EXAMPLES

Constitutional law U.S. Constitution
Civil Rights Act

STATE EXAMPLES

State constitutions

Statutory law None

Various state boards and professional practice acts

Administrative law Social Security Act
National Labor Relations Act

Rules and regulations of various state boards

Criminal law Controlled Substance Act
Homicide

Criminal codes (defining manslaughter, murder, criminal
negligence, rape, illegal possession of drugs, fraud, theft,
assault, and battery)

the public. Under criminal law, there are two types of crime:
felony (a crime of a serious nature that is usually punishable
by imprisonment at a state penitentiary or by death or a crime
violating a federal statute that involves punishment of more
than 1 year incarceration) and misdemeanor (offense less
serious than a felony that may be punishable by a fine or a sen-
tence to a local prison for less than 1 year). Table 4-1 outlines

the types of public law.
Civil Law

Civil law addresses crimes against a person(s) in matters such
as contracts, torts, and protective/reporting law (Table 4-2).
Most cases of malpractice fall under the civil law of torts (Flight,
2004).

TABLE 4-2 Types of Civil Law

FEDERAL EXAMPLES

Contract law is the enforcement of agreements among
private individuals. The three essential elements in a legal
contract are:

« Promise(s) between two or more legally competent
individuals that state what each individual must do or
not do
« Mutual understanding of the terms and obligations the
contract imposes on each individual
« Compensation for lawful actions performed
Contract terms may be agreed on in writing or orally;
however, a formal (written) contract cannot be changed
legally by an oral agreement. An expressed contract gives, in
writing, the conditions and terms of the contract. An implied

STATE EXAMPLES

Contract law None Business contracts with clients
Employment contracts
Torts Federal Torts State Torts Claims Act (allows claims against the state)
Claims Act Assault
Battery
Defamation (libel and slander)
Fraud
False imprisonment
Invasion of privacy
Negligence (common law claim)
Malpractice statutes (professional liability)
Protective/reporting Child Abuse Prevention and Good Samaritan law
laws Treatment Act Abuse statutes (domestic violence, child, elderly)
Privacy Act of 1974 Age of consent statutes (medical treatment, drugs, sexually

transmitted disease)
Americans with Disabilities Act
Living will legislation
Involuntary Hospitalization Act
Abortion statute

COURTESY OF DELMAR CENGAGE LEARNING
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O PROFESSIONAL

Good Samaritan Laws

Good Samaritan laws vary in coverage from state

to state and may be amended periodically by

legislation. It is the responsibility of caregivers to

know the law for their respective jurisdictions.
| ]

contract acknowledges a relationship between parties for
services.

In accord with U.S. Contract Law, the nurse is legally
required to:

« Follow the employer’s policies and standards unless they
conflict with state or federal law

« Complete the terms of contracted service with the
employer

« Respect the rights and responsibilities of other health care
providers, especially to promote continuity of client care

Along with these legal responsibilities, the nurse has a
right to expect:

« Adequate and qualified assistance in providing care
« Reasonable and prudent conduct from the client
« Compensation from the employer for services rendered

o A safe work environment with the necessary resources to
render services

« Prudent, reasonable conduct from other health care
providers

A tort is a civil wrong committed by a person against
another person or property (Zerwekh & Claborn, 2003).
Tort law is the enforcement of duties and rights among indi-
viduals independent of contractual agreements.

The protective/reporting law may be considered criminal
law, depending on classification by the state. Two examples of
protective law are the Americans with Disabilities Act (ADA)
and the Good Samaritan laws.

The ADA was passed by the U.S. Congress in 1990.
It prohibits discrimination in employment, public services,
and public accommodations on the basis of disability. The
ADA defines a disability as a physical or mental impair-
ment that substantially limits one or more of the major life
activities.

All 50 states and the District of Columbia have enacted
Good Samaritan laws, which protect health care providers
by ensuring immunity from civil liability (obligation one has
incurred or might incur through any act or failure to act).

The Good Samaritan law applies only in emergency
situations, usually those outside the hospital setting. It stipu-
lates that the health care worker must not be acting for an
employer or receive compensation for care given. In most
states, health care professionals are not required to stop at
the scene of accidents. If they do stop, however, they are
held to higher standards than is a layperson. Health care
professionals are expected to use their specialized body of
knowledge when providing care. They are expected to act as
would most other professionals with the same background
and education.

THE LAW AND NURSING
PRACTICE

Nursing practice falls under both public law and civil law. In all
states, nurses are bound by rules and regulations stipulated by
the nursing practice act as determined by the legislature.

Public laws are designed to protect the public. When
these laws are broken by a nurse, while either on or off duty,
she can be punished by paying a fine, losing her license, or
being incarcerated. For example, a nurse guilty of diverting
drugs, which is a crime against the state, could lose her license
to practice and could be sent to jail. There is a common mis-
conception that this only applies to the nurse’s work behavior
or that marijuana is not included.

Civil laws deal with problems occurring between a nurse
and a client. For example, if a nurse catheterizing a client
perforates the bladder, the client has sustained injury. No law
affecting the population as a whole has been broken, but the
client may bring a civil suit against the nurse. The client may
receive compensation for injuries, but the nurse receives no
jail time.

Multistate nursing practice has become a pressing issue
with telehealth, transporting of clients across state lines, and
employment by staffing companies operating in several states
(Ventura, 1999b). The National Council of State Boards of
Nursing (NCSBN), in 1997, endorsed a model of nursing
regulations for RNs and LP/VNs now called the Nurse Licen-
sure Compact that allows nurses licensed in one of the com-
pact states to practice in any of the compact states. Nurses are
licensed in their state of residence. When necessary, disciplin-
ary action may be taken by any of the compact states against
a nurse, even when licensed by another compact state. The
1S states that have passed the legislation and have implemented
this compact are Arizona, Arkansas, Delaware, Idaho, Iowa,
Maine, Maryland, Mississippi, Nebraska, North Carolina,
North Dakota, South Dakota, Texas, Utah, and Wisconsin.
Three states—Indiana, New Jersey, and Tennessee—are writ-
ing their rules for implementation (NCSBN, 2002).

STANDARDS OF PRACTICE

State boards of nursing have the responsibility of regulat-
ing nursing practice and setting educational guidelines for
the programs. They stipulate who may practice nursing in
their respective states through licensure. The related criteria
usually involve graduating from a state-approved program,
passing the National Council Licensure Exam (NCLEX)®,
and meeting certain legal and moral standards. The boards
have authority to bring disciplinary action against a nurse for
violation of its rules and regulations. Disciplinary action may
include revocation or suspension of the nurse’s license and/
or afine.

D PROFESSIONAL

Nursing Practice Act

Nursing practice acts state those things that the
nurse can and cannot do. The nurse is responsible
to know the state practice act for any state that
she practices in.
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From the nursing practice acts, guidelines have been
developed to direct nursing care. These guidelines are called
standards of practice or standards of care.

Standards of practice are also derived from other sources.
Professional organizations such as the American Nurses Asso-
ciation (ANA) for the registered nurse (RN) and the National
Federation of Licensed Practical Nurses (NFLPN) for the
LP/VN have also developed standards of practice. Nursing
care planning books, especially for specialized areas, are other
resources for practice standards.

Policy and procedure manuals also represent standards
of practice. Each facility has identified specific ways of per-
forming procedures such as collecting specimens, passing
medications, and inserting catheters. Nurses employed by the
facility are expected to follow the guidelines in the policy and
procedure manuals. For situations not covered in the policy
and procedure manuals, the nurse is expected to exercise good
judgment. In other words, the nurse is expected to act in a
reasonable and prudent manner.

What is meant by reasonable and prudent? In nursing, it
means that the nurse is expected to act as would other nurses
at the same professional level and with the same amount of
education or experience. If most nurses respond to a particular
situation in a certain way, and the nurse in question does too, the
nurse is acting in a reasonable and prudent manner; however, if
most nurses respond differently than the nurse in question, the
nurse is not be behaving in a reasonable and prudent manner and
can be held responsible or liable for damages. Liability is deter-
mined by whether the standards of practice were adhered to.

LEGAL ISSUES IN PRACTICE

Many aspects relating to nursing practice and areas of nursing
are subject to liability, including physician’s orders, floating,
inadequate staffing, critical care, and pediatric care. Nurses are
held accountable to the stricter of either the state practice act
or the policies of the facility of employment.

Physician’s Orders

The physician is in charge of directing the client’s care, and
nurses are to carry out the physician’s orders for care, unless
the nurse believes that the orders are in error or would be
harmful to the client. In this case, the physician must be con-
tacted to confirm and/or clarify the orders. If the nurse still
believes the orders to be inappropriate, the nursing supervisor
should be immediately contacted and why the orders are not
being carried out put in writing. A nurse who carries out an
erroneous or inappropriate order may be held liable for harm
experienced by the client. Nurses are responsible for their actions
regardless of who told them to perform those actions.

Floating

Nurses sometimes are asked to “float” to an unfamiliar nursing
unit. The supervisor should be informed about a float nurse’s
lack of experience in caring for the type of clients on the new
nursing unit. The nurse should be given an orientation to the
new unit and will be held to the same standards of care as are
the nurses who regularly work on that unit.

Inadequate Staffing

The Joint Commission on Accreditation of Healthcare Organi-
zations (JCAHO) has established guidelines for determining

the number of staff needed for any given situation (staffing
ratios) (JCAHO, 2008). When there are not enough nurses
to meet the staffing ratio and provide competent care, substan-
dard care may result, placing clients at physical risk and the
nurse and institution at legal risk. The nurse in this situation
should provide nursing administration with a written account
of the situation. A nurse who leaves an inadequately staffed unit
could be charged with client abandonment.

Critical Care

Because the monitors used in critical care units are not infal-
lible, constant observation and assessment of clients are
required. This makes a 1:1 or a 1:2 nurse—client ratio impera-
tive. Furthermore, equipment must be checked regularly and
on a schedule by the biomedical department.

Pediatric Care

Legislation in each state requires that suspected child abuse
or neglect be reported. Legal immunity is provided to the per-
son who makes a report in good faith. When suspected child
abuse or neglect is not reported by health care providers, legal
action, civil or criminal, may be filed against them.

NURSE-CLIENT RELATIONSHIP

Situations can develop between a nurse and a client that may
require legal intervention. The types of torts that may arise are
discussed following.

TORTS

When a case is brought against a nurse, it is usually a civil
action that falls under tort law. Torts can be intentional or

Assault and Battery Charges

To prevent assault and battery charges, note the

following:

e Respect the client’s cultural values, beliefs, and
practices with regard to “touching.”

e African Americans sometimes view touching
another person’s hair as offensive.

e Asian Americans usually do not touch others
during conversations. Touching someone on the
head is considered disrespectful because the
head is considered sacred.

e European Americans employ handshakes for
formal greetings.

e Hispanic Americans are very tactile and may
embrace and shake hands when greeting one
another.

e Native Americans prohibit touching a dead
body. This may leave the offender open to
charges of assault.



TYPE OF TORT

Intentional
Assault

Battery

False imprisonment

TABLE 4-3 Selected Torts: Definitions and Examples
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DEFINITION
Threaten or attempt to touch another person.
Unconsented touching.

Unwarranted restriction of the freedom of an
individual.

67

Tells client he will be tied in bed if he tries to get
out.

A treatment is performed against the client’s will.

A client who is of sound mind and is not in
danger of inflicting injury on self or another is
restrained.

Quasi-intentional
Invasion of privacy

Defamation
(libel and slander)

All individuals have the right to privacy and
may bring charges against any person who
violates this right.

Verbal (slander) or written (libel) remarks
that may cause the loss of an individual’s
reputation.

Information is disclosed about a client that is
considered private or photographs taken without
client consent.

A statement is made that could either ruin the
client’s reputation or cause the client to lose his
or her job.

Unintentional
Negligence

Malpractice

Failure to use such care as a reasonably
prudent person would use under similar
circumstances, which leads to harm.

Failure of a professional to use such care as a
reasonably prudent member of the profession
would use under similar circumstances, which

Client’s property is lost.
A medication error occurs.

A client is burned from the improper use of
equipment.

A change in the client’s condition is not observed
and/or reported.

Inaccurate count of sponges in the operating
room is taken.

An inaccurate nursing diagnosis is made and the
wrong treatment is implemented.

Physician’s orders are not followed.

leads to harm.

Physician’s clearly erroneous order is not
questioned.

unintentional (Table 4-3). The person who commits an
intentional tort violates the civil rights of another individual
knowingly and willfully. Examples of intentional torts are
assault and battery, defamation (libel and slander), fraud,
false imprisonment, and invasion of privacy. Unintentional
torts are those actions that cause harm to the client resulting
from carelessness or negligence by the nurse. If found liable,
the nurse generally must pay monetary damages. Prison terms
are rare.

Intentional Torts

Assault and battery, defamation, fraud, false imprisonment,
and invasion of privacy are types of intentional torts.

Assault and Battery Assault and battery are in fact two
separate terms. Assault is the threat to do something that
may cause harm or be unpleasant to another person. Battery
is the unauthorized or unwanted touching of one person by
another.

The key elements in assault are fear and intimidation. The
person assaulted must believe that the threat can and will be
carried out; for example, a client confined to a wheelchair is

told, “If you do not finish your meal, you are going to sit there
all night” The client complies because he believes the health
care worker will leave him to sit there. The client knows the
worker is in a position to carry out this threat.

Consent is the key factor in battery. People have the right
to be free of unwanted handling of their person. Striking a cli-
ent, performing a procedure without the client’s consent, and
forcing a person to take medication he does not want are all
battery. Any unwanted touching can be construed as battery.

Defamation Defamation is using words to harm or injure
the personal or professional reputation of another person.
If the words are written down, they constitute libel. If the
information is communicated verbally to a third party, it con-
stitutes slander.

Negative or derogatory comments that are untrue leave
the nurse no defense against charges of defamation. If com-
ments are true, the relevance of the information is important.
The most common examples of this tort are giving out inac-
curate or inappropriate information from the medical record;
discussing clients, families, or visitors in public areas; or speak-
ing negatively about coworkers (Zerwekh & Claborn, 2003).

COURTESY OF DELMAR CENGAGE LEARNING
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Fraud Fraud is a wrong that results from a deliberate decep-
tion intended to produce unlawful gain. Common forms of
fraud in health care include deceit in obtaining or attempting
to obtain a nursing license and illegal billing.

False Imprisonment False imprisonment refers to mak-
ing the client wrongfully believe that she cannot leave a place.
Any means used to confine a client or to restrict movement
can be considered a restraint and a form of false imprison-
ment. This includes threats, physical restraints such as wrist
or vest restraints, locked doors, side rails, geriatric chairs, and
psychotropic drugs. A common example of this tort is telling
a client not to leave the hospital until the bill is paid (Zerwekh &
Claborn, 2003).

A dilemma arises when a client decides to leave the health
care facility and no discharge order has been written. If the
health care problem has not been resolved, the nurse may feel
that it is not in the best interest of the client to leave. A client of
sound mind has the right to make this decision, regardless of
what others think is best. Detaining the individual could bring
charges of false imprisonment.

Documentation is very important in these situations,
including the client’s reasons for leaving the facility and any
teaching or interventions related to the situation. Facility pol-
icy usually requires that the client sign a form indicating that
he is leaving against medical advice (AMA), which releases
the facility of any liability. If the client refuses to sign the AMA
form, the client’s refusal should be documented, and the nurs-
ing supervisor and the client’s physician should be notified.

Any device used to restrict movement is called a restraint.
To prevent possible charges of false imprisonment, carefully
assess the situation and include the client or significant other
in the care planning process. If it is decided that a restraint
is needed, the purpose and use of the restraint should be
explained, including how the restraint fits into the plan of
care, the length of time the restraint may be necessary, and the
expected outcome. Document the planning session in the cli-
ent’s medical record. Documentation must show that the client
is toileted, receives food and water, and has position changes.

In acute care settings, restraints can generally be applied
temporarily as a nursing measure for client safety; however, in
most states, a physician’s order must be immediately obtained.
In long-term care settings, a physicians order is required
before utilizing any restraints.

Invasion of Privacy Privacy includes the right to be left
alone, to choose care based on personal beliefs, to govern
body integrity, and to choose when and how sensitive infor-
mation is shared. People are entitled to confidential (nondis-
closure of information) health care. All information gathered
from working with a client or from his medical records must
be kept confidential. Therefore, a client’s health status may not
be discussed with a third party, unless either the client is pres-
ent and has given verbal permission or permission has been
obtained in writing. This does not apply to nurses discussing
a client’s health status with other health care workers involved
in the care of the client.

Invasion of privacy occurs when a person’s private affairs
become public knowledge without the person’s permission.
Photographing a client without his consent is an invasion of
privacy, as is failure to pull curtains to shield the client when
performing personal or intimate care.

Discussing clients in public areas is a common mistake
made by health care personnel. When talking in the cafeteria

or in the elevator, it is difficult to know who may overhear
what is said. The client’s job or family situation may be com-
promised, depending on the nature of the information. For
example, news of an abortion, positive HIV status, or venereal
disease may be socially damaging. Clients or their health care
status should never be discussed in public areas or with anyone not
directly involved in the care of the client.

To protect the client’s privacy, permission should be obtained
before going through a client’s belongings, doors should be kept
closed and curtains pulled when providing personal care, and
people not involved in the performance of a procedure should
not be invited to watch unless the client has given permission.
Clients cannot be photographed or videotaped without their
permission, and a release form must be signed. Nursing students
should never use a client’s full name on care plans, case studies,
or other assignments. Only initials should be used to protect the
client’s privacy in case the papers are lost. The client’s chart and
other materials should not be left lying around, allowing a client’s
private information to become public knowledge.

Since the time of Florence Nightingale, nurses have been
practicing and advocating clients” basic right to privacy and
confidentiality. Now there is a federal regulation covering
these aspects. On April 14, 2003, the Health Insurance Por-
tability and Accountability Act (HIPAA) privacy regulations
went into effect. Protected health information (PHI) includes
all health care information that can be traced to or identified
with a specific individual (Ziel & Gentry, 2003).

The rules now protect how client health care information is
stored and transferred and prescribe to whom it can be revealed.
Also, clients are given the right to access their health care records,
amend health care information, and obtain a list of who has seen
their health care records (Frank-Stromborg & Ganschow, 2002;
Trossman, 2003). Clients must be given a written notice by hos-
pitals, physicians, pharmacies, and other covered entities of their
privacy practices (Frank-Stromborg & Ganschow, 2002; Ziel &
Gentry, 2003). When a state’s law is more stringent than HIPAA
regulations, the state’s law will prevail.

Unintentional Torts

Negligence and malpractice are considered unintentional torts.

Negligence Negligence is a general term referring to neg-
ligent or careless acts on the part of an individual who is not
exercising reasonable or prudent judgment. All nurses, includ-
ing student nurses, are expected to use good judgment when
providing client care. For example, side rails should not be left
down on confused clients’ beds, and puddles and spills should
be cleaned up immediately to prevent falls rather than waiting
for housekeeping. Any person, even without the specialized
knowledge required for nursing, could make these judgments.
When a nurse fails to protect a client in such a situation or
in one requiring similar judgment, the nurse could be found
negligent.

Malpractice Negligent acts on the part of a professional can
be termed malpractice, or professional negligence. Malprac-
tice relates to the conduct of a person while acting in a profes-
sional capacity.

Not meeting the standards of care, not doing what a rea-
sonable and prudent nurse would do in similar circumstances,
results in negligent or careless acts on the part of a nurse.
A nurse can be charged with malpractice for acts commit-
ted or acts omitted. Failing to properly assess a client or
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act on the assessment information are examples of omis-

sion. Giving a client the wrong medication and improperly

performing a procedure resulting in client injury are acts of
commission.

Malpractice differs from negligence in that anyone can
be accused of negligence; only professionals can be accused
of malpractice. Several factors must hold true for a nurse to be
found guilty of malpractice (professional negligence):

o The nurse owed a special duty to the client; that is, a
nurse—client relationship existed.

o The nurse failed to meet the standards of care.

o The injury occurred as a direct result of the nurse’s action
or inaction.

« Damage such as physical or emotional pain, suffering,
monetary losses, or medical expenses must be proved. If
there is not damage, the plaintiff is not entitled to an award
(Lee, 2000).

The prudent nurse is protected by adhering to facility
policy and procedure and attempting to meet the standards of
care at all times.

LEGAL RisK

Nurses today are more likely to have problems for violating
statutes (i.e., laws and regulations) than to be sued for mal-
practice (Infante, 2000). Two common sources of statutory
liability are federal antifraud laws and state reporting require-
ments. Statutory liability may lead to criminal charges rather
than just civil penalties (Infante, 2000). The best protection
against statutory liability is to learn about the federal and state
laws and regulations that apply to the nurse’s particular prac-
tice setting. A good resource is the facility’s risk manager.

Federal Antifraud Laws

The federal government has:
« Expanded the list of activities that constitute fraud
o Imposed new criminal sanctions on violators
« Increased the budget for investigating and prosecuting
these activities
Infante (2000) lists as examples of fraudulent activities
the following:
- Billing for services either unnecessary or not provided
- Falsifying care plans
- Forging physician’s signature
« Filing false cost reports

« Falsifying or omitting information about a client’s
condition to obtain reimbursement

State Reporting Requirements

Nurses are required to report cases of suspected child abuse or
neglect in every state (Infante, 2000). Most states also require
nurses to report cases of suspected elder abuse and neglect.
Infante (2000) identifies some criminal acts that must be
reported. Many states require that:

o Dolice are notified of known or suspected cases of rape
- Reports of gunshot or stab wounds are made

Some states require that clients who have taken narcotics
or who have a blood alcohol level higher than the legal limit
for driving be reported.

These laws are not only for the general public but also
for health care providers. If a suspected abuser is a health care
provider, many states require that the event be reported to
the agency that licenses that professional. Also, many states
require nurses to report any provider who acts unprofession-
ally or is incompetent (Infante, 2000).

PROFESSIONAL DISCIPLINE

More than 5,000 nurses (RNs and LP/VNs) are annually
disciplined for professional misconduct in the United States
(LaDuke, 2000). That is, the nurses are found to have violated
existing laws or regulations that govern a nurse’s practice.
LaDuke (2000) suggests that a nurse:

« Should immediately seek representation by an attorney
specializing in professional misconduct and discipline if
under investigation

« Isnot obligated to talk to any investigator without an
attorney present

« Know and understand the applicable state nursing practice
act and established standards of care

« Look closely at the disciplinary process and ask questions
to promote understanding

Sanctions

Boards of nursing determine and issue sanctions for nurses
found to have demonstrated professional misconduct. Monetary
damages are not generally awarded to consumers. A sample of
sanctions from which boards of nursing may choose includes:

« Warn, censure, or reprimand the licensees.

« Impose a fine.

« Place on probation or set a condition of licensure.
« Limit the license.

o Suspend the license.

« Revoke the license.

o Dismiss the complaint.

Disciplinary Data Banks

The NCSBN maintains a Disciplinary Data Bank (DDB), as
do many other professional organizations. The purpose of
these data banks is to facilitate the communication of infor-
mation about unsafe practitioners. In 1990, Congress created
the National Practitioner Data Bank (NPDB) to improve the
quality of health care by encouraging the identification and
discipline of health care professionals (mostly physicians and
dentists) who engage in incompetent and unsafe behavior.

As part of the HIPAA of 1996, the Healthcare Integrity and
Protection Data Bank (HIPDB) was implemented in 2000. This
data bank collects and discloses certain final adverse actions
taken against nurses at all levels of practice, other licensed
practitioners, and unlicensed persons who provide health care
services or are involved in the health insurance business. The
Data Banks’ Proactive Disclosure Service Prototype (PDS) went
online in 2007. PDS offers health care providers and facilities the
opportunity to query enrolled practitioners. Health care practi-
tioners and facilities that subscribe to PDS receive notification
within 24 hours of the Data Banks’ receipt of a report on any
of its enrolled practitioners. PDS saves time and money when
compared to the traditional method of querying the Data Banks
(Health Resources and Services Administration, 2008).
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DOCUMENTATION

The source of information regarding the client’s clinical
history is the medical record, or the chart. The chart should
accurately reflect diagnosis, treatment, testing, clinical course,
nursing assessment, and intervention. According to the law, “If
it was not charted, it was not done” When a chart ends up in
court, this is the standard the jury applies in determining what
happened and who is at fault.

Medications should not be charted before they are given.
This constitutes a direct violation of the standards of prac-
tice for documentation and medication administration. The
standard of practice is that medications are documented after
they are administered. All client care, including treatments, is
documented after being provided.

Documentation must be objective and accurate. The nurse
should describe what is seen and done. Nurses’ notes should
reflect facts, not inferences or opinions, about the client. It is
not enough to chart nursing assessment or identified prob-
lems; any actions taken, including nursing interventions and
physician’s orders implemented, must also be documented.

Entries must be neat, legible, spelled correctly, written
clearly, and signed or initialed. It is illegal to change a chart.

INFORMED CONSENT

Informed consent refers to a competent client’s ability to
make health care decisions based on full disclosure of the
benefits, risks, potential consequences of a recommended
treatment plan, and alternate treatments, including no treat-
ment, and the client’s agreement to the treatment as indicated
by the client’s signing a consent form. This detailed explana-
tion, provided by the physician, lets the client make intelligent
decisions about treatment options. Consent to treatment also
protects health care workers from unwarranted charges of bat-
tery (Figure 4-1) (Delaune & Ladner, 2006).

Nurses must obtain consent for nursing procedures. Each
client, on admission, signs a general care consent form. The
nurse is obligated to explain what is to be done to the client
and to receive at least implied consent, as indicated by lack
of objection on the part of the client. Individuals who are
declared incompetent are assigned a guardian or someone

COURTESY OF DELMAR CENGAGE LEARNING

FIGURE 4-1 A nurse is witnessing the signing of a consent
form after the physician has fully informed the client about the
proposed treatment.

CLIENTTEACHING

Informed Consent

Consent may be withdrawn, either verbally or in
writing, at any time.

who has power of attorney to make heath care decisions and
give consent for treatment. The physician is responsible for
obtaining consent for medical or surgical treatment. The
discussion about the risks and benefits of treatment generally
takes place when the nurse is not present, often in the physi-
cian’s office. The client usually decides on the basis of the
discussion whether to accept the treatment recommendation.
Confusion arises, however, because nurses are often delegated
the duty of collecting the signature on the informed consent
form. Student nurses should neither ask the client to sign a consent
form nor witness a consent form.

When a nurse has a client sign the informed consent
form, the nurse is verifying the following three things:

1. The client’s signature is authentic.

2. The client has the mental capacity to understand what
was discussed with the physician.

3. The client was not coerced into signing the form.

The client should not sign the form if the client still has
questions or if the nurse is unsure about the client’s under-
standing. The nurse should document the client’s lack of
understanding and contact the physician. Further clarification
must come from the physician.

Clients older than age 18 may give consent for their
own health care. Parents or guardians give consent for minor
children. In most states, minors who live on their own, are
married, become pregnant, or require treatment for sexually
transmitted infections, substance abuse, or mental illness may
give consent for themselves.

Complex situations occur when minors refuse treatments
to which parents have consented or parents refuse consent or
treatment that has been deemed medically necessary for their
minor children. The court has had to intervene in such cases.
In situations such as these, the child may be made a ward of the
court and decision making temporarily taken away from the
parents. An example would be the child of Jehovah’s Witnesses
who needs a blood transfusion but whose parents refuse treat-
ment on the basis of religious beliefs.

A typical consent form (Figure 4-2) is used to obtain
client permission for the performance of invasive medical,
surgical, or diagnostic procedures, such as surgery, cardiac

D PROFESSIONAL

Consent in Emergencies

e Consent is implied when immediate action is
necessary to save a life or to prevent permanent
physical harm. Written consent is waived.

e After the emergency is over, consent must be
obtained for further care.



TO THE PATIENT: You have the right as a patient to be informed about your condition and the
recommended surgical, medical, or diagnostic procedure to be used so that you may make the decision
whether or not to undergo the procedure after knowing the risks and hazards involved. This disclosure is
not meant to scare or alarm you, but is simply an effort to make you better informed so you may give or
withhold your consent to the procedure. Any questions or concerns you may have with respect to the
proposed procedure, its risks, complications, or benefits should be directed to your treating physician.

| (we) voluntarily request Dr. as my physician, and such associates,
technical assistants and other health care providers as they may deem necessary to treat my condition,
which has been explained to me as:

| (we) understand that the following surgical, medical, and/or diagnostic procedures are planned for me,

and | (we) voluntarily consent and authorize these procedures:

| (we) understand that my physician may discover other or different conditions which require additional
or different procedures than those planned. | (we) authorize my physician, and such associates, technical
assistants, and other health care providers, to perform such procedures which are advisable in their
professional judgment.

| (we) [DO] [DO NOT] consent to the use of blood and blood products as deemed necessary.
| (we) understand that no warrant or guarantee has been made to me as a result or cure.

Just as there may be risks and hazards in continuing my present condition without treatment, there are
also risks and hazards related to the performance of the surgical, medical, and/or diagnostic procedures
planned for me. | (we) realize that common to surgical, medical, and/or diagnostic procedures is the
potential for infection, blood clots in veins and lungs, hemorrhage, allergic reactions, and even death.
| (we) realize that the following risks and hazards may occur in connection with this particular procedure:

(Additional Consent Information On Back.)

INITIAL:

CHRISTUS SPOHN HEALTH SYSTEM

DISCLOSURE AND CONSENT
MEDICAL AND SURGICAL PROCEDURES
PATIENT CARE SERVICES

2704980 NEW: 05/82
REVISED: 10/99

| (we) understand that anesthesia involves additional risks and hazards, but | (we) request
the use of anesthetics for the relief and protection from pain during the planned and addi-
tional procedures. | (we) realize the anesthesia may have to be changed, possibly without
explanation to me (us).

| (we) understand that certain complications may result from the use of any anesthetic,
including respiratory problems, drug reaction, paralysis, brain damage, or even death.
Other risks and hazards which may result from the use of general anesthetics range from
minor discomfort to injury to vocal cords, teeth, or eyes. | (we) understand that other risks
and hazards resulting from spinal or epidural anesthetics include headache, chronic pain,
remote possibility of nerve injury, hematoma, infection, septic and aseptic meningitis,
nausea, vomiting, itching, and urinary retention.

| (we) consent to the photographing of the operations or procedures to be performed,
including appropriate portions of the body, for medical, scientific, or educational purposes,
provided my identity is not revealed by descriptive texts accompanying the picture.

| (we) consent to the disposition by hospital authorities of any tissues or parts which may
be removed.

| (we) have been given the opportunity to ask questions about my conditions, alternative
forms of anesthesia and treatment, risks of non-treatment, the procedures to be used, and
the risks and hazards involved, and | (we) believe that | (we) have sufficient information to
give this informed consent.

My physician has discussed the alternatives, risks and benefits, of the proposed pro-
cedures. | (we) certify that this form has been fully explained to me; that | (we) have read it
or have had it read to me; that the blank spaces have been filled in, and that | (we)
understand its contents.

PHYSICIAN’S SIGNATURE

DATE: TIME: AM./P.M.

Witness (Signature of witness/print name of witness) Patient/Other Legally Responsible Person
(Minor patient and parent/guardian signature)

F1GURE 4-2 Disclosure and Consent—Medical and Surgical Procedures (Courtesy of CHRISTUS Spohn Health System, Corpus Christi, TX.)
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Informed Consent

How would you address a situation in which a 17-year-
old client is adamantly refusing to have surgery but
the parents sign the consent form anyway?

catheterization, or HIV testing. Consent for procedures that
are not invasive can be either given verbally or implied. Con-
sent is implied when the client cooperates with the procedure
offered. For example, if the orderly says, “Mr. Garza, I am here
to take you for your hand x-ray,” and Mr. Garza gets into the
wheelchair, consent is implied by Mr. Garza’s cooperation.

ADVANCE DIRECTIVES

An advance directive is a written instruction for health
care, recognized under state law, related to the provision of
care when the individual is incapacitated. Advance directives
emphasize the client’s right to self-determination. These
instructions about health care preferences regarding life-sus-
taining measures may indicate who is to make health care deci-
sions for the client if he becomes unable to do so for himself.
A client of sound mind has the right to make all health
care decisions and even reverse previous decisions. When a
situation arises and the person becomes incapable of making
decisions, advance directives guide family members concern-
ing those kinds of treatment that should or should not be
allowed. Advance directives permit those involved in the deci-
sion-making process to know what the client prefers. Although
these instructions are best put in writing, this is not always
done. Sometimes, health care preferences are shared verbally
with family members or friends. Verbal instructions can be
interpreted differently by different people, creating difficulty
for all involved—the physician, the health care facility, and the
family. Thus, it is best to get this information in writing. When
an advance directive indicates that the client does not wish to
have cardiopulmonary resuscitation (CPR) performed in the

) PROFESSIONAL

Consent in Special Situations

e |f a client is unable to consent and the family is
too far away, consent may be received over the
telephone, according to agency policy. (Usually,
two persons must hear the consent being given.)

e A client who has already received preoperative
or preprocedure medication is not competent
to sign a consent. When this situation arises, the
surgery or procedure may have to be postponed.

e For blood transfusions, some facilities require
that a denial form be signed if the client
indicates No on the consent form.

CLIENTTEACHING
Advance Directives

e Advance directives should be discussed with
the family and physician so that everyone
understands the client’s wishes and conflicts
are less likely to occur at a later time.

An advance directive may be changed by the
client as long as the client is competent.

event of cardiac arrest, the physician must write a DNR order,
also referred to as a “No Code.”

Health care facilities that receive Medicaid or Medicare
monies are required to offer the opportunity to complete
advance directives to all competent clients on admission. The
client should be told about the availability and purpose of a
living will and durable power of attorney for health care (dis-
cussed following). If desired, assistance in completing these
documents is to be offered to the client. The medical record
must show that the client was offered the opportunity to
complete these documents, and documentation must indicate
decisions made or not made at that time. Clients cannot be
discriminated against for not signing an advance directive, nor
can they be coerced into signing an advance directive.

DURABLE POWER OF ATTORNEY

FOR HEALTH CARE

A durable power of attorney for health care (DPAHC) is
a legal document designating who may make health care deci-
sions for a client when that client is no longer capable of decision
making. This health care representative, appointed by the client,
is expected to act in the best interests of the client. This appoint-
ment can be revoked any time the competent client chooses.

For example, if a client becomes comatose and the prog-
nosis is poor, the health care representative having DPAHC
can either give consent for certain types of treatment or with-
hold consent for treatment, even if the lack of treatment results
in the client’s death. Only when the client is no longer compe-
tent to make health care decisions is the DPAHC activated.

The person who has a regular power of attorney does
not have the same authority about health care issues. The right
to make health care decisions must be specified in the power of
attorney agreement, or a DPAHC must be signed (Figure 4-3).
A person who stands to benefit from the client’s estate cannot
be appointed health care representative.

Advance Directives

You observe a coworker coercing a new nursing
home resident into signing an advance directive.
How would you handle this? What are the client’s
rights in this situation?
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Part I. Durable Power of Attorney for Health Care

« If you do NOT wish to name an agent to make health care decisions for
you, write your initials in the box

This form has been prepared to comply with the "Durable Power of Attorney for
Health Care Act" of Missouri.

It is suggested that only one
Agent be named. However, if

1. Selection of agent. | appoint:
! 9 ppol more than one Agent is named,

Name: =
Address: anyone may act individually

- unless you specify otherwise.
Telephone:
as my Agent.

2. Alternate Agents. Only an Agent named by me may act under this Durable Power
of Attorney. If my Agent resigns or is not able or available to make health care
decisions for me, or if an Agent named by me is divorced from me or is my spouse
and legally separated from me, | appoint the person(s) named below (in the order
named if more than one):

First Alternate Agent Second Alternate Agent

Name: Name:
Address: Address:
Telephone: Telephone:

This is a Durable Power of Attorney, and the authority of my Agent shall not
terminate if | become disabled or incapacitated.

Part I. Durable Power of Attorney for Health Care
(Continued)

3. Effective date and durability. This Durable Power of Attorney is effective when two
physicians decide and certify that | am incapacitated and unable to make and

communicate a health care decision.

A. Give consent to, prohibit, or withdraw any type of health care, medical care,
treatment, or procedure, even if my death may result;

« If you want ONE physician, instead of TWO, to decide whether you are
incapacitated, write your initials in the box to the right.

4. Agent's powers. | grant to my Agent full authority to:

« If you wish to AUTHORIZE your Agent to direct a health care provider to
withhold or withdraw artificially supplied nutrition and hydration (including
tube feeding of food and water), write your initials in the box to the right.

« If you DO NOT WISH TO AUTHORIZE your Agent to direct a health

care provider to withhold or withdraw artificially supplied nutrition and

hydration (including tube feeding of food and water), write your initials

in the box to the right.
B. Make all necessary arrangements for health care services on my behalf, and to
hire and fire medical personnel responsible for my care;

C. Move me into or out of any health care facility (even if against medical advice) to
obtain compliance with the decisions of my Agent; and

D. Take any other action necessary to do what | authorize here, including (but not
limited to) granting any waiver or release from liability required by any health care
provider, and taking any legal action at the expense of my estate to enforce this
Durable Power of Attorney.

5. Agent’s Financial Liability and Compensation. My Agent acting under this Durable
Power of Attorney will incur no personal financial liability. My Agent shall not be
entitled to compensation for services performed under this Durable Power of Attorney,
but my Agent shall be entitled to reimbursement for all reasonable expenses incurred
as a result of carrying out any provision hereof.

Part Il. Health Care Directive

« If you DO NOT WISH to make a health care directive, write your initials
in the box to the right, and go to Part Ill.

I make this HEALTH CARE DIRECTIVE (“Directive”) to exercise my right to
determine the course of my health care and to provide clear and convincing proof
of my wishes and instructions about my treatment.

If I am persistently unconscious or there is no reasonable expectation of my recovery
from a seriously incapacitating or terminal illness or condition, | direct that all of the
life-prolonging procedures which | have initialed below be withheld or withdrawn.

| want the following life-prolonging procedures to be withheld or withdrawn:

« artificially supplied nutrition and hydration (including tube feeding

offoodandwater) ..... ...... ... ... il Initials
e surgery or other invasive procedures. . .... .......... ... “Initals
* heart-lung resuscitation (CPR) . .......... ... ... ............ “Initals
eantibiotic. . ... ... Tnitials
edialysis. . ... “Initals
* mechanical ventilator (respirator). . . ....... ...... ... ... ... “nitals

echemotherapy....................... ... “Initals

I
eradiationtherapy. . ......... ... ... L “Initals
« all other “life-prolonging” medical or surgical procedures that are
merely intended to keep me alive without reasonable hope of
improving my condition or curing my illness orinjury. . . ........... “Initals

However, if my physician believes that any life-prolonging procedure may lead to
significant recovery, | direct my physician to try the treatment for a reasonable period
of time. If it does not improve my condition, | direct the treatment be withdrawn even if
it shortens my life. | also direct that | be given medical treatment to relieve pain or to
provide comfort, even if such treatment might shorten my life, suppress my appetite
or my breathing, or be habit forming.

IF I HAVE NOT DESIGNATED AN AGENT IN THE DURABLE POWER OF ATTORNEY,

THIS DOCUMENT IS MEANT TO BE IN FULL FORCE AND EFFECT AS MY HEALTH CARE
DIRECTIVE.

Part Ill. General Provisions Included in the Directive
and Durable Power of Attorney

YOU MUST SIGN THIS DOCUMENT IN THE PRESENCE OF TWO WITNESSES.

IN WITNESS WHEREOF, | have executed this document this day of
, year .
Signature
Print name
Address

The person who signed this document is of sound mind and voluntarily signed
this document in our presence. Each of the undersigned witnesses is at least
eighteen years of age.

Signature Signature
Print name Print name
Address Address

ONLY REQUIRED FOR PART | — DURABLE POWER OF ATTORNEY

STATE OF MISSOURI )
) as
OF )
On this day of year before me personally

appeared to me known to be the person described in and who executed the foregoing
instrument and acknowledged that he/she executed the same as his/her free act
and deed.

IN WITNESS WHEREOF, | have hereunto set my hand and affixed my official seal in
the County of , State of Missouri, the day and year first above written.

Notary Public

My Commision Expires:

FIGURE 4-3 Durable Power of Attorney for Health Care and Health Care Directive (Reprinted with permission of the Missouri Bar.)
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Living WILL

A living will is a legal document that allows a person to state
preferences about the use of life-sustaining measures in case
she is unable to make her wishes known. These preferences
can be expressed either with a living will or a Life-Prolonging
Procedure Declaration. These documents allow the client to
specify, in advance, those life-sustaining measures that are to
be done or not done. Food, fluids, and comfort measures are
generally continued, and the person is not abandoned; how-
ever, artificial means of sustaining life, such as ventilators or
feeding tubes, are not to be used.

Although not all states currently recognize living wills,
the client’s requests should be given due weight when making
health care decisions. The nurse must be knowledgeable about
living will legislation in her state. A sample living will is shown
in Figure 4-4.

A Life-Prolonging Procedure Declaration stating that the
person wants all possible procedures done to delay the dying pro-
cess, including the use of ventilators, is available in some places.

INCIDENT REPORTS

An incident report is a risk management tool used to
describe and report any unusual event that occurs to a client,
visitor, or staff member. It is used by the facility to identify
or track problem areas and to alert the legal department to
possible lawsuits. An incident report is not a punitive device,
although it is often perceived that it is.

Incident reports are completed to document such events
as falls, medication errors, forgotten treatment, injuries—any-
thing that happens out of the ordinary. An incident report may
also be called a variance report or an occurrence report. The
following three examples illustrate the types of occurrences
that should be documented in an incident report.

« R.D. had blood drawn for various laboratory tests. It was
later discovered that the laboratory work had been ordered
on ET,, not R.D. The requisition had been stamped with
the wrong name.

« C.S. was given Lasix 20 mg po at 9 A.Mm. When reviewing
the physician’s orders, the evening nurse discovered that
Losec 20 mg had been ordered. C.S. received the wrong
medication.

« M.C. was visiting her daughter, who had just given birth to
the family’s first grandchild. While walking down the hall,
M.C. slipped and fell, injuring her right hip.

The previous examples are incidents or variances that
occur in health care settings. For each situation, an incident
report must be completed and channeled to the risk manage-
ment department. Risk management convenes representatives
from various departments, such as nursing administration,
dietary services, environmental safety, and others, to review the
incident reports. This group tries to identify those factors, if any,
that contributed to the incident. Examples of questions asked
include “Can the causal factors be eliminated or reduced?,’
“Does the possibility of a lawsuit exist as a result of the inci-
dent?” and “What can be done to prevent this incident from
occurring again?”

Incident reports are filed by the person who was respon-
sible for, who discovered, or who witnessed the incident. The
report should state what was observed, as opposed to what is
supposed. It should be concise and factual. In the third exam-
ple given previously, if the nurse did not witness the actual fall,

Sample Living Will

Declaration made this _____ day of year

I, , Wwillfully and voluntarily make
known my desire that my dying not be artificially prolonged under
the circumstances set forth below, and | do hereby declare:

If at any time | have a terminal condition and if my attending or
treating physician and another consulting physician have
determined that there is no medical probability of my recovery
from such condition, | direct that life-prolonging procedures be
withheld or withdrawn when the application of such procedures
would serve only to prolong artificially the process of dying, and
that | be permitted to die naturally with only the administration of
medication or the performance of any medical procedure
deemed necessary to provide me with comfort care or to
alleviate pain.

It is my intention that this declaration be honored by my family
and physician as the final expression of my legal right to refuse
medical or surgical treatment and to accept the consequences
for such refusal.

In the event that | have been determined to be unable to provide
express and informed consent regarding the withholding,
withdrawal, or continuation of life-prolonging procedures, | wish
to designate, as my surrogate to carry out the provisions of this
declaration:

Name:
Address:

Zip Code:

Phone:

| wish to designate the following person as my alternate
surrogate, to carry out the provisions of this declaration should
my surrogate be unwilling or unable to act on my behalf:

Name:
Address:

Zip Code:

Phone:

Additional instructions (optional):

| understand the full importance of this declaration, and | am
emotionally and mentally competant to make this declaration.
Signed:

Witness 1:
Signed:
Address:

Witness 2:
Signed:
Address:

F1GURE 4-4 Sample Living Will (Reprinted by permission
of Partnership for Caring, 1620 Eye Street NW, Suite 202,
Washington, DC 20006.)
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the correctly worded report would read, “M.C. found lying
on floor outside room 222. Several puddles of liquid found
under and around her; paper cup lying nearby” An incorrect,
presumptuous, and potentially damaging report might read,
“M.C. tripped and fell outside room 222. She slipped in a
puddle of water” M.C. may have spilled the cup of water she
was carrying during the fall; however, this second note implies
that M.C. slipped in water that was already on the floor, thus
implicating the facility.

Incident reports should include a description of the care
given to the client or individual and the name of the physi-
cian who was notified. The incident should be charted in the
client’s medical record, but the incident report should not be
referred to in any way. Although the incident report is not a
part of the medical record, the details described in the medical
record and in the incident report should be the same.

When completing an incident report, the nurse should
be sure to include the date and time of the incident as well
as assessments and interventions. The time that family
members and physicians were notified should also be included.
The nurse should refer to nursing administration policy and
procedure regarding follow-up documentation.

LIABILITY INSURANCE

Many nurses assume the insurance provided by their employer
is adequate and they do not need their own malpractice or
liability insurance. This attitude may leave a nurse vulner-
able both professionally and personally (LaDuke & Biondo,
2003).

Nurses assert they are knowledgeable and competent
health care providers. Health care consumers hold nurses
accountable for their actions, resulting in nurses being named
as defendants in malpractice suits. Under the doctrine of
Respondeat Superior, employers are responsible for the actions
of their employees; however, if policy was violated and the
employer has to pay damages, the employer has the right to
sue the nurse to recover the loss. Also, this responsibility stops
when the employee leaves work.

A professional liability policy provides the nurse with an
attorney who will represent that nurse in court. The needs of
an individual nurse will be secondary to an attorney represent-
ing the facility or a group of employees. The individual nurse
is better represented in court by private counsel.

Friends and family members ask nurses for assistance and
advice in health care matters. They seek this advice because of
their experience and knowledge. Family members or friends
might bring a law suit against the nurse later depending on the
results of the advice. The nurse is accountable for the advice
given even though no money was exchanged for information
or services.

The nurse needs legal representation if the situation
ends up in court, which is costly as are judgments against
the nurse. The nurse is protected with a professional liability
insurance policy that provides legal representation and pays
the judgments.

Liability protection comes in two forms: the claims made
policy and the occurrence policy. The claims made policy
covers claims made while the policy is in effect. The nurse is
not covered if a claim is made after the policy is terminated. An
occurrence policy protects the nurse for events taking place
during the active period of the policy even if a claim is filed
after the policy is terminated. The occurrence policy seems to

provide better protection for the nurse. Check if there is cover-
age for disciplinary claims (Sloan, 2002a).

Whether nurses should carry individual liability insur-
ance is often debated. Some health care professionals and
attorneys believe this practice encourages lawsuits. The bene-
tits and cost of buying professional liability insurance must be
compared against the loss of personal assets and cost of poten-
tial legal fees. When buying liability insurance the company’s
reputation should be investigated. Many nursing organi-
zations offer group professional liability insurance. Sloan
(2002a) suggests that nurses must assess their liability risk by
considering their employment status (employee, independent
contractor, or borrowed servant [agency nurse]); employer
(well financed, having financial hardship, government); and
area of specialty (ED, critical care, and obstetrics are consid-
ered high-risk settings).

IMPAIRED NURSE

A sensitive issue in nursing today is the impaired nurse. By
definition, an impaired nurse is a nurse who is habitually
intemperate or is addicted to the use of alcohol or habit-form-
ing drugs. Although job performance may not be immediately
compromised, substance abuse does eventually interfere with
clinical judgment and performance. The chemical dependency
rate among nurses is no higher than in the general population
(Trinkoff et al., 2000).

In cases of impaired health care workers, the primary
concern is client care. As a client advocate, the nurse cannot
let loyalties to coworkers interfere with duty to the client. It is
difficult reporting a coworker. No one wants to be a squealer.
In many states, however, the board of nursing requires nurses
to report impaired coworkers. Nurses suspected of being
under the influence of drugs or alcohol must be reported to
the proper authority at the place of employment. The second
consideration is getting help for the impaired nurse and taking
action to correct the problem.

When a coworker is suspected of diverting drugs or abus-
ing alcohol, the nurse should:

1. Document the dates, times, and observed behavior.
It is critical to be specific and descriptive of what was
observed. For example:

March 10, 2010. C.D. working 3-11 shift. Client A
and Client B verbalized unrelieved postoperative pain.
Documentation by C.D. stated both clients were com-
fortable after administration of Demerol 75 mg IM to
each client. Narcotic count at shift change satisfactory.

March 11,2010. Client C and Client D verbalized unre-
lieved pain. Documentation by C.D. indicated both clients
stated pain was relieved after administration of Demerol
100 mg IM. Narcotic count at shift change okay.

March 12, 2010. Narcotic count listed 1 Demerol
100-mg syringe as broken and 1 Demerol 75-mg syringe
as wasted, “client changed her mind.” C.D. signed the
narcotic sheet.

or

April 13, 2010. S.L. working the night shift. Strong
odor of alcohol on his breath.

April 14, 2010. S.L. observed walking with unsteady
gait, speech is slurred, strong odor of alcohol on breath.
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2. Report concerns to the supervisor and provide a copy of
the documentation about the incidents. The supervisor
is responsible for confronting the suspected employee.
Intoxication requires immediate removal from the clini-
cal area. In other situations, the supervisor will devise a
plan before confronting the nurse.

3. Do not approach or confront the coworker yourself. The
impaired coworker may become defensive and deny the
problem or make threats. Also, once aware that someone is
suspicious, the nurse may become more secretive, making
detection less likely. Frequently, the nurse will leave one
facility and go to another, repeating the same pattern.

Some employers offer an employee assistance program
to rehabilitate the impaired nurse. In addition, most states
have peer assistance programs (rehabilitation programs
designed to provide an impaired nurse with referrals, profes-
sional and peer counseling support groups, and assistance and
monitoring for reentry into nursing). These peer assistance
programs operate under the guidance of the state nurses asso-
ciation in conjunction with the board of nursing. The goals of
assistance programs are to protect the public from impaired
nurses, provide the needed assistance to the impaired nurse,
and assist the nurse to reenter nursing by monitoring the
nurse’s compliance. The peer counselor helps the impaired
nurse develop a contract for treatment. Compliance is moni-
tored, and confidentiality is ensured. Successful completion
of the program allows the nurse to return to the practice
setting.

Participation in these programs is optional. A nurse
choosing not to cooperate, however, may be terminated, and
the board of nursing may impose sanctions, including revok-
ing the license to practice.

CONCEPT OF ETHICS

Ethics is the branch of philosophy concerned with determin-
ing right from wrong on the basis of knowledge rather than on
opinions. Ethics deals with one’s responsibilities (duties and
obligations) as defined by logical argument. It is not a religious
dogma. Ethics looks at human behavior—what people do in
what circumstances. But ethics is not merely philosophical in
nature; ethical persons put their beliefs into action.

HEALTH CARE AND ETHICS

Bioethics is the application of general ethical principles to
health care. Every area of health care, including direct care of
clients, utilization of staff, and allocation of finances is affected
by ethics.

Ethics raises questions but does not provide easy answers.
Ethical practice has more importance in health care today for
several reasons. Some of these reasons are:

« Anincrease in technology. Advanced technology creates
situations involving complicated issues, such as:
Newborns are surviving at earlier gestational ages, and
many have serious health problems.
People are living much longer than ever before.
Organ transplants and use of bionic body parts are
becoming more common.
« Changing of our society. Family structure is moving to
more single-parent families and nonrelated groups living
together as families.

TABLE 4-4 Overview of Ethical Principles

PRINCIPLE EXPLANATION

Autonomy Respect individual’s right to
self-determination; respect
individual liberty

Nonmaleficence Cause or do no harm to another

Beneficence Do good to others and maintain
a balance between benefits and
harms

Justice Distribute equitable potential
benefits and risks

Veracity Tell the truth

Fidelity Do what one has promised

« Clients are more knowledgeable about their health
and health care, resulting in a consumer-driven
system.

ETHICAL PRINCIPLES

Ethical principles are widely accepted codes generally
based on the humane aspects of society that direct or govern
actions. Ethical decisions reflect what is best for the client
and society. Table 4-4 summarizes the major ethical prin-
ciples. Each principle is discussed in detail in the following
paragraphs.

The nurse can become more systematic in solving ethi-
cal conflicts by using ethical principles. They can be used as
guidelines in analyzing dilemmas and can serve as justification
(rationale) for resolving ethical problems.

AUTONOMY

The principle of autonomy refers to the individuals right to
choose and the individual’s ability to act on that choice. Each
person’s individuality is respected. This respect is a dominant
value in U.S. society.

Nurses must respect the client’s right to decide and
must protect those clients who are unable to decide for
themselves. The ethical principle of autonomy respects
the individual’s right to self-determination for a competent
person. The right to autonomy rests on the client’s compe-
tency to decide; however, the legal definition of competency
varies among states.

Informed consent is based on the client’s right to make
choices. Respecting autonomy means the nurse accepts cli-
ent choices, even choices not in the client’s best interests
or choices that conflict with the nurse’s values. Examples of
autonomous client behavior that can hinder recovery or treat-
ment include:

« Smoking after a diagnosis of emphysema or lung cancer

« Refusing to take medication

« Continuing to drink alcohol after being diagnosed with
cirrhosis of the liver

« Refusing to receive a blood transfusion because of
religious beliefs

COURTESY OF DELMAR CENGAGE LEARNING
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Autonomy

e Competent clients have a right to self-
determination, even if their decisions may result
in self-harm.

¢ Probably one of the most difficult things for nurses
to accept is that clients are ultimately responsible
for themselves; they will do what they want to do.

zg: COMMUNITY/HOME HEALTH CARE

Client Autonomy

With the increased acuity level of clients cared for
in the home setting, home health nurses face ever-
increasing ethical challenges because they have less
control over what the client does on a day-to-day
basis at home.

NONMALEFICENCE

Nonmaleficence is the obligation to cause no harm to oth-
ers. Harm can be physiological, psychological, financial, social,
and/or spiritual. Included are both the risk of harm and inten-
tional harm. The principle of nonmaleficence when guiding
treatment decisions asks the question “Will this treatment
modality cause more harm or more good to the client?” There

BOX 4-1 PRACTICAL NURSE’S PLEDGE

Before God and those assembled here, | solemnly
pledge:

To adhere to the code of ethics of the nursing pro-
fession.

To cooperate faithfully with the other members of
the nursing team and to carry out faithfully
and to the best of my ability the instructions
of the physician or the nurse who may be
assigned to supervise my work.

I will not do anything evil or malicious and | will not
knowingly give any harmful drug or assist in
malpractice.

I will not reveal any confidential information that
may come to my knowledge in the course of
my work.

And | pledge myself to do all in my power to raise
the standards and the prestige of practical
nursing.

May my life be devoted to service, and to the high
ideals of the nursing profession.

Reprinted with permission of the National Association for Practical
Nurse Education and Services, Inc., Silver Spring, MD.

may not be a clear-cut answer. Consider these factors when

choosing a treatment:

« Areasonable expectation of benefit

« Lack of excessive pain, expense, or other inconvenience
The nurse practices according to professional and legal

standards of care when following the principle of nonma-

leficence. Nonmaleficence is considered a fundamental duty

of health care providers. The Practical Nurse’s Pledge (Box

4-1) and the Nightingale Pledge (Box 4-2) profess similar

philosophies of nursing care. Some clinical examples of non-

maleficence are:

« Preventing medication errors (including drug interactions)

« Being aware of potential risks of treatment modalities

« Removing hazards (e.g., obstructions or water on the floor

that might cause a fall)

BENEFICENCE

Beneficence is the duty to promote good and to prevent
harm. Beneficence is often viewed as the core of nursing prac-
tice. The nurse nurtures the client and incorporates the desires
of the client into the plan of care. Sometimes, it is difficult to
determine what is “good,” especially when doing good causes
the client discomfort. For example, a client who has had a seri-
ous stroke may resist performing range-of-motion exercises
and become angry at the nurse for insisting. The nurse knows
the long-term value of these exercises yet perceives the client’s
physical and psychological pain.

JusTICE

The principle of justice is based on the concept of fairness
extended to each individual. The major health-related issues
of justice involve the way people are treated and the way
resources are distributed.

This principle directs that unless there is a justification
for unequal treatment, all people must be treated equally. The
material principle of justice is the rationale for determining
those times when there can be unequal allocation of scarce

BOX 4-2 NIGHTINGALE PLEDGE

I solemnly pledge myself before God and in the
presence of this assembly: To pass my life
in purity and to practice my profession faith-
fully.

I will abstain from whatever is deleterious and
mischievous, and will not take or knowingly
administer any harmful drug.

I will do all in my power to maintain and elevate
the standards of my profession, and will hold
in confidence all personal matters committed
to my keeping, and all family affairs coming
to my knowledge in the practice of my
profession.

With loyalty will | endeavor to aid the physician in
his work, and devote myself to the welfare of
those committed to my care.
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resources. This concept specifies that resources may be allo-
cated according to:

« Need

« Individual effort

« The individual’s merit (ability)

o The individual’s contribution to society

The Veterans Affairs (VA) Medical Centers are an exam-
ple of the application of the material principle of justice
(according to the individual’s contribution to society). Only
those who served their country by joining the military are
eligible to receive health care through the VA in acute care,
ambulatory, and psychiatric facilities.

VERACITY

Veracity means truthfulness (neither lying nor deceiving
others). There are many forms of deception: intentional lying,
partial disclosure of information, or nondisclosure of informa-
tion. Veracity often is difficult to achieve. Telling the truth
may not be hard, but deciding how much truth to tell may be
very hard. Exceptions to truth-telling are sometimes upheld by
the principle of nonmaleficence, when the truth does greater
harm than good. The act of giving placebo medications is
an example of when telling the truth does greater harm than
good.

FIDELITY

Fidelity, which is the ethical foundation of nurse-client rela-
tionships, means faithfulness and keeping promises.

Clients have a right to expect nurses to act in their best
interests. The nurse’s function as a client advocate (a person
who speaks up for or acts on behalf of the client) upholds the

principle of fidelity. Fidelity is demonstrated when nurses:

o Share the client’s wishes with other members of the health
care team

o Keep their own personal values from influencing their
advocacy for clients

« Support the client’s decision, even if it conflicts with their
own preferences

Within the nurse—client relationship, nurses are to be
loyal to their responsibilities, maintain privacy, keep promises,
and meet clients’ reasonable expectations. Nurses also have a
duty to be faithful to themselves. The nurse may question who
is owed fidelity when conflict between commitments occurs.
Remaining client centered may help clarify the question, but
it may not resolve the conflict. For example, if the mother of a
frightened teenage girl tried to pressure the nurse into revealing
the results of the daughter’s pregnancy test after the daughter
had already requested that her mother not be told, although the
nurse may believe that the mother has the girl’s best interests at
heart, the nurse must protect the client’s right to privacy.

ETHICAL THEORIES

Ethical theories have been debated since the time of Plato
and Aristotle. Ethical theories can be used to analyze ethical
problems, but no theory by itself can provide the “correct”
answer to any ethical conflict. Common ethical theories
include teleology, deontology, situational theory, and caring-
based theory.

Smoke-Free Facilities

e Declaring health care facilities “smoke free”
results in the most benefit and least harm for
everyone.

e The minority group of smokers and the
individual’s right to smoke are ignored.

TELEOLOGY

Teleology is an ethical theory that states that the value of
a situation is determined by its consequences. The criterion
for determining the value of an action is the outcome of an
action, not the action itself. An example would be immuni-
zations—receiving an injection is not “good,” but preventing
the illness is.

A basic concept of teleology is the principle of utility,
which states that an act must result in the greatest positive
benefit for the greatest number of people involved. Thus, any
act can be ethical if it delivers positive results. All alternatives
are assessed for potential outcomes, both negative and posi-
tive. The action selected results in the most benefits and the
least harm for all involved. Minority and individual rights may
be ignored for the benefit of the masses.

DEONTOLOGY

Deontology is an ethical theory that considers the intrinsic
significance of an act itself as the criterion for determination
of good. A person must consider the motives of the individual
performing the act, not the consequences of the act. For
example, health care researchers might risk the well-being
of a person participating in an experimental procedure for
the sake of finding a drug that will save many people from
suffering.

SITUATIONAL THEORY

The situational theory holds that there are no set norms, rules,
or majority-focused results. Each situation must be considered
individually, with an emphasis on the uniqueness of the situ-
ation and a respect for the person involved. Decisions made
in one situation cannot be generalized to another situation
(Pappas, 2000).

V¥V SAFETY V

Immunizations

¢ The outcome of immunizations is the
prevention of given illnesses in the individual
and, thus, the prevention of the spread of
those illnesses to the community.

¢ The greatest good for the greatest number of
persons is achieved with immunizations.

VAV A & & & & W e 4
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CARING-BASED THEORY

Caring-based theory is founded on the idea that ethical deci-
sions are not made based on principles but are made with
respect to relationships, communication, caring, responsive-
ness, and a desire not to hurt others. Caring-based theory
focuses on emotions, feelings, and attitudes. The ethical con-
cept of caring is viewed by society as the core of the nurse’s role
(Daniels, Nosek, & Nicoll, 2007; Fry & Johnstone, 2002).

ETHICS AND VALUES

Ethics and values are closely related, both enlightening and
complicating the nurse’s balancing the ethical principles of the
client with those of the health care profession. Nurses must
understand their own values in order to practice ethically.
Values influence the development of beliefs and attitudes
rather than behaviors, although they often indirectly influence
behaviors. A value system is an individual’s collection of inner
beliefs that guides the way the person acts and helps determine
the choices the person makes in life. Although nearly nothing in
life is value free, the impact of values on decisions and resultant
behaviors is often not considered. Values are similar to the act
of breathing; one does not think about them until a problem
arises.

Nurses often care for clients whose value systems conflict
with their own. For example, a client with a value system of
“grin and bear it” may be insulted by a nurse’s attempts to offer
pain medications. In order to ascertain those things that are
meaningful to the client, the nurse must have an understand-
ing of the client’s value system (Figure 4-S). Furthermore,
nurses must be aware of their own values, especially when
they conflict with the values of clients to prevent any personal
values from influencing or interfering with client care.

VALUES CLARIFICATION

Values clarification is the process of analyzing one’s own
values to better understand those things that are truly impor-
tant. Values clarification can increase nurses’ self-awareness

FI1GURE 4-5 Clients’ values determine those things that are
meaningful to them.
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Values Clarification

It is the nurse’s responsibility to make known

to the supervisor any personal values that may
influence or interfere with client care. For instance,
a nurse who believes abortions should not be
performed would find a conflict in working on a
unit where abortions are performed. The nurse
with this belief should make her values known

to the employer before employment so that an
assignment to that unit would not be made.

and help them better care for clients whose values differ from
their own. Raths, Harmin, and Simon’s (1978) classic work
Values and Teaching explained their theory of values clarifica-
tion and three-step process of valuing as follows:

« Choosing: Beliefs are chosen freely (without coercion).
o Prizing: The beliefs selected are cherished.

o Acting: The selected beliefs are demonstrated consistently
through behavior.

Because values are individual and not universal, the
nurse should not impose personal values on clients. Providing
ethical nursing care is directly related to the nurse’s values. For
example, the nurse who strongly values the sanctity of life may
experience an ethical conflict when caring for a terminally ill
client who refuses treatment that might extend life for a short
time.

CODES OF ETHICS

Professions determine ethical behavior for their members.
Several nursing organizations have developed codes as guide-
lines for ethical conduct. The Code for Licensed Practical/
Vocational Nurses, developed by the National Federation
of Licensed Practical Nurses, Inc. (NFLPN), is presented
in Table 4-5. This code, providing motivation for establish-
ing, maintaining, and elevating professional standards, was
adopted by NFLPN in 1961 and revised in 1979 and in 1998.
Each LP/VN entering the profession inherits the responsibil-
ity to adhere to the standards of ethical practice and conduct
as set forth in this code.

A Code for Nurses was developed by both the Interna-
tional Council of Nurses (ICN) and the American Nurses
Association (ANA) for the ethical conduct of registered
nurses (See the ANA website for their code at http://www.
nursingworld.org/ethics/ chcode.htm). A code of ethics iden-
tifies broad principles for determining and evaluating nursing
care but is not legally binding. Most state boards of nursing
have authority to reprimand nurses for unprofessional con-
duct resulting from violation of the ethical code.

CLIENT RIGHTS

Culture defines rights and obligations. The dominant culture
in the United States, however, holds the ethnocentric perspec-
tive that our rights and values are shared globally.
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TAaBLE 4-§ The Code for Licensed
Practical/Vocational Nurses

1. Know the scope of maximum utilization of the LP/VN
as specified by the nursing practice act and function
within this scope.

2. Safeguard the confidential information acquired from
the source about the patient.

3. Provide healthcare to all patients regardless of race,
creed, cultural background, disease, or lifestyle.

4. Uphold the highest standards in personal
appearance, language, dress, and demeanor.

5. Stay informed about issues affecting the practice
if nursing and delivery of health care and, where
appropriate, participate in government and policy
decision.

6. Accept the responsibility for safe nursing by keeping
oneself mentally and physically fit and educationally
prepared to practice.

7. Accept responsibility for membership in NFLPN and
participate in its efforts to maintain the established
standards of nursing practice and employment
policies which lead to quality patient care.

From Nursing Practice Standards for the Licensed Practical/Voca-

tional Nurse, by National Federation of Licensed Practical Nurses, Inc.

(NFLPN), 2003, Garner, NC: Author. Copyright 2003 by Author. Reprinted
with permission.

Clients have certain rights that apply regardless of the
setting for delivery of care. These rights include, but are not
limited to, the right to:

« Make decisions regarding their care (Figure 4-6)
o Be actively involved in the treatment process
o Be treated with dignity and respect

MEMORY TRICK
RIGHTS

An easy memory trick to use when learning about
clients’ rights is the acronym “ RIGHTS." Clients
have a right to:

R = Review their medical records

I = Inclusion in making decisions regarding their
care

G = Give consent or decline to participate in
treatment or care

H = Have an advanced directive
T = Treatment with respect and dignity

§ = Sensitivity to their cultural, religious, age,
gender, or other differences

zg: COMMUNITY/HOME HEALTH CARE

The Client’s Rights

The client’s rights (Figure 4-8) should be respected
regardless of the setting for delivery of care.

For care delivered in the home environment,

for instance, the home health care nurse should
discuss the client’s rights with the client during the
initial assessment (Figure 4-7).

COURTESY OF DELMAR CENGAGE LEARNING

FIGURE 4-6 Clients have the right to information that will
enable them to make decisions regarding their care.

FIGURE 4-7 Ahome health nurse explains a client’s rights.

COURTESY OF DELMAR CENGAGE LEARNING
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Clients in short-term acute care agencies or extended care
facilities are entitled to certain rights. The American Hospital
Association (AHA) adopted A Patient’s Bill of Rights in 1973.
It identifies the rights and responsibilities of clients receiving
care in hospitals. In 2003, this document was replaced by a
brochure called The Patient Care Partnership (AHA, 2003)
(Figure 4-8).

ETHICAL DILEMMAS

When two or more ideals or values are in conflict, there is
an ethical dilemma. In an ethical dilemma, a choice is to
be made between the conflicting ideals or values. Ques-
tions remain in some cases, even after the dilemma seems to
have been settled. Areas where ethical dilemmas frequently
occur are euthanasia, refusal of treatment, and scarcity of
resources.

EUTHANASIA

The word euthanasia comes from the Greek word euthanatos,
which literally means “good, or gentle, death.” In current times,
euthanasia refers to intentional action or lack of action that
causes the merciful death of someone suffering from a termi-
nal illness or incurable condition.

Active euthanasia refers to taking specific action to has-
ten a client’s death, such as removing a client who is in a veg-
etative state from a respirator. Passive euthanasia is working
with the client’s dying process. An example is not putting in a
feeding tube to provide nourishment when the client cannot
or will no longer eat.

Assisted suicide is a form of active euthanasia where
another person provides a client with the means to end his own
life. Some nurses look on assisted suicide as violating ethical
principles on which the practice of nursing is based, whereas
other nurses see assisted suicide as an ethical dilemma. For
example, in answer to the question “Does assisted suicide violate
the principle of autonomy?” it might be argued that refusing to
assist a suicide violates a client’s autonomy.

Oregon and Washington allow physician-assisted suicide
with laws that were adopted through ballot initiatives (Blesch,
2009). In 1997, Oregon enacted the Death with Dignity Act,
which allows terminally-ill state residents to end their lives
voluntarily by self-administration of a lethal medication that
has been prescribed by a physician for that specific purpose
(Oregon State Public Health, 2007). For more information
regarding the Death with Dignity Act, visit http://www.oregon.
gov/DHS/ph/pas/faqs.shtml. In November 2008, Washington
state voters adopted physician-assisted dying in accordance
with Initiative 1000. Washington Department of Health pro-
posed rules similar to Oregon’s in January 2009 that would
govern Initiative 1000 (O’Reilly, 2009a).

Montana is the third state that legalized physician-assisted
suicide. In December 2008, a lower-court state judge ruled in
the case Baxter v. Montana that terminally-ill clients have a
constitutional right to physician-assistance in dying (O’Reilly,
2009b).

REFUSAL OF TREATMENT

The principle of autonomy is the basis of a client’s right
to refuse treatment. Only after treatment methods and their
consequences have been explained can the client refuse

D PROFESSIONAL

Providing Ethical Care

e Find out about the client’s wishes. Listen more
than talk. (For example, it might be helpful to
ask “If your heart stopped, would you want us
to try to start it again?”)

e Assess the client’s understanding of the illness
and treatment options available.

e Allow time for the client to explore values and
to communicate.

e Facilitate communication of the client’s
desires to family and other health care
providers.

treatment. The values of most health care providers are chal-
lenged when a client refuses treatment.

Honoring the refusal of treatments that a patient does
not desire, that are disproportionately burdensome to
the patient, or that will not benefit the patient is ethi-
cally and legally permissible. (Curtin, 1995)

One possible ethical dilemma in this area relates to the
use of ventilators for clients who would otherwise die. These
clients continue to breathe as long as they are connected
to the machine. What are the physical, emotional, psycho-
logical, and fiscal costs? What quality of life is prolonged by
technology?

SCARCITY OF RESOURCES

The use of expensive services is being closely examined
because of the emphasis on containing health care costs. For
example, the length of a hospital stay and the number of office
visits allowed for individual clients are already set by many
third-party payers. The availability of goods (such as organs)
contributes to a scarcity of resources.

Clients often wait extended periods to receive donated
organs. Allocating scarce resources is a major ethical
dilemma: Who should receive the benefit of such a scarce
and precious resource as a living organ? How should the
determination be made? Currently, organ recipient selec-
tion is based on objective criteria such as blood type, tissue
type, size of the organ, medical urgency of the client, time on
the waiting list, and distance between donor and recipient
(Organ Procurement and Transplantation Network, 2009).
Should only objective criteria be used in determining who
receives a donated organ, or should moral judgments also
be made?

ETHICAL DECISION MAKING

Ethical questions (dilemmas) are not easy to answer. Ethical
reasoning is the process of examining the issue in a methodi-
cal manner. Ethical decisions should not be made based on
emotions. Ethical decision making is used in situations where
conflicts of rights and duties exist.
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Kinsella (2001) identifies eight steps to guide ethical
decision making:
1. Recognize the ethical dimension of the issue.

2. Identify the parties involved, their relationships to each
other, and their rights and responsibilities.

3. Examine the values involved, what ideals or principles
are at issue.

4. Compare benefits and burdens (positives and nega-
tives) for each option.

Ethical Decision

S. Evaluate similar cases or ask colleagues about situations
of ethical decision making.

6. Discuss, if possible, the issue with the relevant others.

7. Check legal and organizational policies so the decision
meets legal, professional, and organizational standards.

8. Assess your comfort level with the decision, if uncom-
fortable reconsider.

NURSING AND ETHICS

Because nurses are accountable for protecting the interests
and rights of the client, quality nursing practice involves mak-
ing ethical decisions. Each practice setting has its own set of
ethical concerns. Nurses must balance their ethical responsi-
bilities to each client with their professional obligations.

ETHICS COMMITTEES

Providing ethical health care requires both dialogue among
health care providers and self-examination by each care pro-
vider. Many health care agencies now recognize the need for
a systematic manner for discussing ethical concerns (Figure
4-9). Multidisciplinary committees (also referred to as insti-
tutional ethics committees) constitute one arena for dialogue
regarding ethical dilemmas. Ethics committees can serve as a
forum for discussion of ethical issues and lead to policies and
procedures for preventing and resolving dilemmas.
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F1GURE 4-9 Ethics Committee Meeting

NURSE AS CLIENT ADVOCATE

The nurse’s first step in acting as a client advocate is to develop
a meaningful relationship with the client. The nurse is then
able to make decisions with the client based on the strength of
the relationship. The nurse’s primary ethical responsibility is
to protect clients’ rights to make their own decisions.

NURSE AS WHISTLE-BLOWER

Whistle-blowing refers to calling public attention to the
unethical, illegal, or incompetent actions of others. The

PHOTO COURTESY OF GETTY IMAGES/PHOTODISC

ethical principles of veracity and nonmaleficence are the
basis for whistle-blowing. Professionals are expected to
monitor coworkers’ abilities to perform their duties safely.
Although nurses are expected to “blow the whistle” on
incompetent health care providers, many are reluctant to
do so because there are inherent risks in whistle-blowing.
Haddad (1999) identifies some of the questions a person
should consider before reporting unethical or incompetent
behavior:

« Has the behavior in question created or is it likely to create
serious harm?

« Have I gathered all appropriate information, and am I
competent to judge this behavior?

« Do others confirm my information and judgment?

« Have all internal resources been exhausted to resolve the
problem?

o Isit likely that past wrongdoing will be corrected or future
damage prevented after the problem is reported?

« Is the harm created by whistle-blowing likely to be less
than the harm done by the behavior in question?

The False Claims Act (FCA) encourages whistle-blowers
to report evidence of fraud against the federal government
(Sloan, 2002b).

Protection of privacy to whistle-blowers is provided by
federal law and state laws (to varying degrees). The fear of
reprisal and the inclination to protect one’s coworkers may
keep a nurse from fulfilling the ethical obligation to report
substandard behaviors.

CASE STUDY

renal failure and required multiple surgical procedures.

. Did this client give informed consent?

. Which ethical principle pertains to this situation?

oOuU A WN

An alert and oriented 62-year-old client was diagnosed with colon cancer. Surgery was recommended, and she agreed
to surgical excision of the tumor. Postoperatively, she experienced serious complications and remained in the surgical
intensive care unit for 2 months. During that time, she experienced cardiac failure, temporary respiratory failure, and

One day she was asked to sign a consent form for surgical revision of her colostomy. She refused, stating that she
could no longer tolerate any procedures and that she was ready to die a peaceful death. The nurse informed the
resident of the client’s decision. The resident called the attending physician, who ordered a stat dose of Valium 10 mg
IM for the client. He then stopped by the nurses’ desk and asked that the client be prepped for surgery.

. Identify three elements needed to ensure informed consent.

. Identify which of the elements of informed consent were met or not met. Be sure to include your rationale.
What type of ethical dilemma does this case study present?

. Explain the deontological view of this ethical dilemma.

SUMMARY

- Laws are rules that guide personal interaction. They are
derived from several sources and can be classified as public
or civil.

- Within most states, the nursing practice act indicates
the scope of practice for nurses. Standards have been
developed to guide nursing practice.

« The nurse must be familiar with client rights. Care must be
taken not to falsely imprison a client or violate the client’s
right to privacy.

« The client’s chart is a legal document and should
accurately reflect client status and care. Entries should be
neat and timely.



Informed consent is more than just signing a form. It
requires a competent client understanding the risks,
benefits, and alternatives to treatment.

Whether to purchase malpractice insurance is a
personal decision, but having one’s own policy provides
both coverage off the job and individual legal counsel.

Incident reports are a risk management tool. They are not
meant to be used for punitive purposes.

Advance directives are instructions about health care
preferences. They both protect the rights of the client and
guide the family through difficult decisions.

Ethics examines human behavior—those things that
people do under a given set of circumstances.

There is a connection between acts that are legal and acts
that are ethical. Nursing actions are to be both legal and
ethical.
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Ethical decisions are based on principles such as autonomy,
nonmaleficence, beneficence, justice, veracity, and fidelity.

Because ethics and values are so closely associated, nurses
must explore their own values in order to acknowledge the
value systems of their clients.

Ethical codes that have been developed by nursing
organizations such as the NFLPN, the ICN, and the
ANA establish guidelines for the ethical conduct of
nurses with clients, coworkers, society, and the nursing
profession.

The Patient’s Bill of Rights is designed to guarantee ethical
care of clients.

The roles of client advocate and whistle-blower enable
nurses to protect their clients’ rights and ensure the ethical
and competent actions of their peers within the nursing
profession.

REVIEW QUESTIONS ™

1. The nurse is providing care for a 25-year-old male
client. His health is deteriorating, but he remains
alert and oriented. His sister, an RN, asks to see his
chart. What should the nurse do initially?

1. Ask the client’s permission.

2. Ask the client’s physician’s permission.

3. Deny her access to his chart.

4. Provide her a private place to review the chart.

2. The nurse enters the room and tells the client that
he has to take the medication, including an injection.
The client refuses the medication, but the nurse
continues to administer the medications. This action
is an example of the intentional tort of:

1. battery.

2. invasion of privacy.
3. libel.

4. malpractice.

3. The nurse finds a client obnoxious and totally
disapproves of the client’s behavior. She writes
on the chart that the client “is obnoxious and
leads an immoral lifestyle, which has resulted in
hospitalization.” This is referred to as:

1. assault.

2. slander.

3. libel.

4. asupported statement.

4. Even though the nurse may obtain the client’s
signature on a form, obtaining informed consent for
a medical treatment is the responsibility of the:

1. client.

2. physician.

3. student nurse.

4. supervising nurse.

S. Nurses would use the Code for Licensed Practical/
Vocational Nurses to: (Select all that apply.)

1. solve an ethical dilemma.
2. establish a guideline for ethical conduct.
3. develop a nursing care plan.

4. seek answers to a client care problem.

S. understand the professional expectations of them.

6. establish, maintain, and elevate professional
standards.

6. The nurse is working the night shift with a colleague
who has been his friend for several years. He discovers
that his colleague is routing drugs regularly and is
taking them herself. When confronted, the colleague
tells the nurse that she needs the drugs to cope and
that she cannot lose her job because she is a single
parent of three young children. Which of the following
is the most appropriate response by the nurse?

1. “It will be alright. I can get help for you”

2. “This must be a very difficult time for you. Would
you like to talk about this?”

3. “How long have you been doing this?”

4. “This is illegal, and I must report this to the
supervisor.”

7. A nursing student is learning about client rights.
Which of the following statements made by the
student nurse indicates that further teaching is
required?

1. “My client can make her own decisions regarding
her care”

2. “Ineed to treat clients with dignity and
respect.”

3. “Ishould do as much as possible for the client.”

4. “My client should be informed of the side effects
of new medication.”

8. A client is at risk for invasion of privacy when which
of the following actions occur? (Select all that
apply.)

. Photographing a client.

Writing the client’s allergies on the chart.

Talking about the client during lunch break.

Clarifying a physician’s illegible written order.

Closing the door to give an injection.

E-mailing the client’s HIV lab results.

e
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9. Which of the following is an example of an ethical

dilemma?
1. Avyoung couple seeking marriage counseling.
2. A terminally ill client refusing treatment.
3. A client signing an advanced directive.
4. A client donating a kidney to his son.

10. A 17-year-old Jehovah’s Witness is brought to the
ED after passing out at the mall. It is determined
that she is suffering from an ulcer that has perforated

her stomach wall. The bleeding is severe, and she is
in need of a blood transfusion to save her life. The
client is refusing the blood transfusion. What is

the most appropriate nursing intervention for this
client?

1. Administer the blood transfusion immediately.

2. Contact the hospital’s ethical advisory committee.
3. Contact the client’s parents.

4. Follow the client’s decision.
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The Health Care
Delivery System

MAKING THE CONNECTION

Refer to the following chapters to increase your understanding of the health care
delivery system:

Basic Nursing
+ Legal and Ethical Responsibilities
+ Arenas of Care
+ Wellness Concepts

LEARNING OBJECTIVES

Upon completion of this chapter, you should be able to:
¢ Define key terms.
¢ Describe the three levels of service in the U.S. health care delivery system.
¢ |dentify the members of the health care team and their respective roles.

e Describe the differences among financial programs for health care services
and reimbursement.

e Explain the factors that influence health care delivery.

¢ |dentify the challenges to providing care.

¢ Describe nursing’s role in meeting the challenges within the health care system.
e Discuss the emerging trends and issues for the health care delivery system.

KEY TERMS

capitated rates managed care primary care

comorbidity Medicaid primary care provider

exclusive provider organizations  medical model primary health care
(EPOs) Medicare prospective payment

fee-for-service Medigap insurance secondary care

health care delivery system preferred provider organizations  single-payer system

health maintenance organizations (PPOs) single point of entry
(HMOs) prescriptive authority tertiary care



INTRODUCTION

A health care delivery system is a method for providing
services to meet the health needs of individuals. The U.S.
health care delivery system is experiencing dramatic change.
The once economically thriving health care institutions now
search for ways to survive. Health care providers seek cost-
effective ways to deliver a larger range of services to con-
sumers, who are demanding greater accessibility to quality
affordable health care services. The increase in consumerism
is fueled by the Internet, regulatory changes, the rising popu-
larity of nontraditional therapies, and frustration of clients and
their families feeling they have been mistreated by the system
(Haugh, 1999).

Because nursing is a major component of the U.S. health
care delivery system, nurses must understand the changes
occurring within the system and nursing’s role in shaping
those changes. This chapter explores the levels of health
care services available, the settings offering those services,
and the members of the health care team. The economics
of health care, the challenges within the health care delivery
system, and nursing’s role in meeting those challenges are also

addressed.

LEVELS OF HEALTH CARE
SERVICES

Health care services are classified into three levels: primary,
secondary, and tertiary. Table S-1 provides an overview of the
levels of care. The trend is toward holistic care (i.e., care of the
entire person, including physiological, psychological, social,
intellectual, and spiritual aspects).

TABLE 5-1 Levels of Health Care Services

TYPE OF CARE DESCRIPTION
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Levels of Health Care

A nurse is providing care for a 72-year-old female
client diagnosed with terminal breast cancer.
Which level of health care service will the client
utilize? What is the purpose of this level of care?
What would be an appropriate goal for this client?

PRIMARY CARE

The major purposes of primary care are to promote wellness
and prevent illness or disability. Care is coordinated by the
office of the primary care provider, usually a family practice
physician, pediatrician, internal medicine physician, or family
nurse practitioner. The U.S. health care system traditionally
focused on treating illness rather than promoting wellness.
Now, however, the focus is on health-promoting behaviors such
as regular exercise, reducing fat in the diet, monitoring cho-
lesterol level, and managing stress. Direct wellness promotion
activities toward the individual, the family, or the community.
Under the traditional medical model, our health care
delivery system was not a health care system at all but rather
an illness care system. Services were directed toward care after
disease or disability developed rather than preventive aspects of
care. Today, however, there is more of an emphasis on the holis-
tic promotion of wellness and on the preventive aspects of care.

SECONDARY CARE

Services within the realm of secondary care—diagnosis
and treatment—occur after the client exhibits symptoms of

EXAMPLES

Primary Goal: To decrease the risk to a client Teaching
(individual or community) for disease or Lifestyle modification for health (e.g., smoking
dysfunction cessation, nutrition counseling)
Explanation: General health promotion Referrals
Protection against specific illnesses o
Immunization
Routine screenings
Promotion of a safe environment (e.g., sanitation,
protection from toxic agents)
Secondary Goal: To alleviate disease and prevent further ~ Diagnostic testing
disability Acute care
Explanation: Early detection and intervention Various therapies
Surgery
Tertiary Goal: To minimize effects and permanent Education and retraining

disability associated with chronic or
irreversible conditions

Explanation: Restorative and rehabilitative
activities to attain optimal level of functioning

Provision of direct care

Environmental intervention (e.g., advising on necessity
of wheelchair accessibility for a person who has
experienced a cerebrovascular accident [stroke])

COURTESY OF DELMAR CENGAGE LEARNING
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illness. Acute treatment centers (hospitals) still constitute the
predominant site for the delivery of these health care services,
but there is a growing movement to provide diagnostic and
therapeutic services in locations that are more easily accessed
by the population. These are often satellite care centers of a
major hospital, where holistic care is promoted.

TERTIARY CARE

Restoring an individual to the state of health that existed
before the development of an illness is the purpose of tertiary
(rehabilitative) care. When a person is unable to regain previ-
ous functional abilities, the rehabilitation goal is to reach the
optimal level of health possible. For example, a client regains
partial use of an arm after experiencing a stroke. Restorative
care is holistic in that the physiological, psychological, social,
and spiritual aspects of the person are all addressed in the
provision of care.

HEALTH CARE DELIVERY
SYSTEM

The intricate U.S. health care delivery system involves many
providers, consumers, settings, personnel, and services.

PrROVIDERS/ CONSUMERS

Health care services in the United States are delivered by
public (including official and voluntary), public/private, and

Health Resources and Services
Administration (HRSA)

TABLE 5-2 Agencies of the U.S. Public Health Service

private sectors. Consumers are the individuals who receive the
health care services.

Public Sector

Tax monies fund public agencies, and these agencies are
accountable to the public. Official (or governmental) agencies
and voluntary agencies make up the public sector.

The U.S. Public Health Service (USPHS), the major
agency that oversees the actual delivery of care services, is
administered by the U.S. Department of Health and Human
Services (USDHHS). Table $-2 lists the USPHS agencies
and their purposes. The Veterans Administration (VA), also
financed by tax monies, has hospitals and clinics providing
services to veterans of the armed services.

The states vary in the public health services provided.
Generally, activities of local health departments are coordi-
nated by a state department of health. Local services provide
immunizations, maternal—child care, and control of infectious
and chronic diseases.

Voluntary agencies also constitute an important part of
the public sector of the health care delivery system. These not-
for-profit agencies (e.g., the National Federation of Licensed
Practical Nurses [NFLPN], the American Nurses Association
[ANA], the National League for Nursing [NLN], and the
American Medical Association [AMA]) can exert significant
legislative influence. Other voluntary agencies, such as the
American Diabetes Association and the American Heart
Association, provide educational resources to health care
providers and the general public. Voluntary agencies receive

Furnish health-related information; control programs of health care for the
homeless; people with human immunodeficiency virus (HIV) and acquired

immunodeficiency syndrome (AIDS); rural health care; organ transplants; and
employee occupational health

Food and Drug Administration (FDA)

Protect the public from unsafe drugs, food, and cosmetics

Centers for Disease Control and
Prevention (CDC)

Study and control the transmission of communicable diseases

National Institutes of Health (NIH)

Conduct research and education about specific illnesses

Alcohol, Drug Abuse, and Mental

Health Administration (ADAMHA) health issues

Serve as clearinghouse for information on substance abuse and mental

Agency for Toxic Substances and
Disease Registry (ATSDR)

Keep registry of certain diseases
Provide information on toxic agents

Study mortality and morbidity on defined population groups

Indian Health Service (IHS)

Furnish health care services to Native Americans, including health promotion,

nutrition, maternal—child health, disease prevention, alcoholism, suicide
prevention, and substance abuse

Agency for Health Care Research

and Quality (AHRQ) care delivery

Serve as main source of federal support for research related to quality of health

COURTESY OF DELMAR CENGAGE LEARNING



funds from individual contributions, membership dues, and
corporate philanthropy.

Public/Private Sector

A blending of the public and private sectors in many areas of
health care has gradually occurred following the inception of
Medicare and the diagnosis-related groups (DRGs), discussed
in an upcoming section. Federal regulations guide both the
care provided to clients in private nonprofit and for-profit
agencies by private physicians and the reimbursement to both
the agencies and the physicians.

Private Sector

The private sector of the health care delivery system is com-
posed mainly of independent health care agencies and pro-
viders who are reimbursed on a fee-for-service basis (the
recipient directly pays the provider for services as they are
provided). Fee-for-service clients may have private insurance
or use their own financial resources to pay for the services.

SETTINGS

The various settings where health care is delivered include
acute care hospitals, extended care facilities, outpatient set-
tings, home health care agencies, schools, and hospice, which
are discussed in Chapter 6, “Arenas of Care.”

PERSONNEL AND SERVICES

Many personnel and services exist within the various health
care settings. Large hospitals provide the greatest number of
services. Other health care settings may provide some but
not all of these same services. The service departments most
commonly found in the various settings include nursing units,
specialized client care units, diagnostic departments, therapy
departments, and support services.

HEALTH CARE TEAM

Health care services are delivered by a multidisciplinary team
(Figure 5-1). Table 5-3 lists the various health care team mem-
bers, their educational requirements, and their roles. Nurses

F1GURE 5-1 Members of the health care team work together
for the benefit of the client.
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work daily with other team members, so they must under-
stand the role of each team member.

Nurses have various roles when assisting clients to meet
their needs. Table 5-4 identifies the most common nursing
roles. Nurses function in independent, interdependent, and
dependent roles. In the independent role, the nurse requires
no direction or order from another health care professional
(e.g, in deciding that a client’s edematous arm should be
elevated). In the interdependent role, the nurse works in col-
laboration with other health care professionals (e.g,, in a client
care conference where several members of the health care
team together plan ways to meet the client’s needs). In the
dependent role, the nurse requires direction from a physician
or dentist (e.g., medications must be ordered by a physician
or dentist before a nurse may administer them to the client).
The degree of autonomy nurses experience is related to client
needs, nurse expertise, and practice setting.

HEALTH CARE ECONOMICS

Cost has been the primary motivation of the reform move-
ment in health care. Control of costs has shifted from the
health care providers to the insurers, with the result being
increasing constraints on reimbursement. The predominant
method of paying health care costs was for years fee for ser-
vice, with little incentive for cost-effective delivery of care. All
that is changing.

The U.S. health care system’s financial base is composed
of both public and private funding, resulting in administrative
costs for health care reimbursement that are higher in this
country than in countries with a single-payer system (a
model wherein the government is the only entity to reimburse
health care costs, such as in Canada). Despite the enormous
expenditure of public funds, the United States has not found a
way to provide health care coverage for all its citizens. Figure
5-2 shows the sources of the nation’s health dollars in 2007.

PRIVATE INSURANCE

The private insurance model is the basis for the system of
financing health care services in the United States. Private
insurance companies constitute one of the largest sectors of
the health care system. Payment rates to health care providers
vary among insurance companies.

In the United States, insured individuals pay substan-
tial monthly premiums for insurance coverage having high
deductibles for health care services. For many, these costs may
prove barriers to procuring necessary insurance coverage and
health services. In addition, insurers will no longer pay for ser-
vices that they deem unnecessary, effectively taking client care
decisions out of the hands of physicians. The quality of care
provided is now being monitored not only by providers (phy-
sicians) but also by third-party payers (insurance companies)
and, ever increasingly, by consumers.

Medigap insurance to pay for costs not covered by
Medicare is purchased from private insurance companies. As
of 2006, an estimated 18% of Medicare beneficiaries were cov-
ered by a Medigap policy (Henry J. Kaiser Family Foundation,
2006). Nursing home care costs are covered 39% by private
insurance, about 10% by Medicare, and 48% by Medicaid
(CMS, 2002a). Long-term care insurance benefits vary greatly
depending on the insurance company.
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TEAM MEMBER

Nurse (LP/VN, RN,
and APRN)

TABLE 5-3 Health Care Team Members

UNIT 2 The Health Care Environment

EDUCATION

LP/VN: 1 year
RN: 2 to 4 year

APRN (Advanced
Practice Registered
Nurse): 1 to 3 years
post-RN

FUNCTION/ROLE

Emphasize health (wellness) promotion

Use a holistic approach to assist clients in coping with illness or
disability by providing nursing care, health and health care education,
and discharge planning

Formulate nursing diagnoses to guide plan of care
Address the needs of the client (individual, family, or community)
Assist physician

Functions may vary by state and specialization

Physician (medical 8+ years Formulate medical diagnoses and prescribe therapeutic modalities
doctor [MD]) Perform medical and surgical procedures

Dentist (both doctor of 8+ years Diagnose and treat conditions affecting the mouth, teeth, and gums
dental surgery [DDS] Perform preventive measures to promote dental health

and doctor of dental

medicine [DMD])

Registered pharmacist 5 to 6 years Prepare and dispense drugs for therapeutic use

(Rph)

May be involved in client education

Physician’s assistant
(PA)

2 years (plus a master’s
degree for PA licensure,
required in many states)

Provide medical services under the supervision of a physician

Registered dietitian 4+ years Plan diets to meet special needs of clients
(RD) Promote health through nutrition education and counseling
May supervise preparation of meals
Social worker (SW) 4 years Assist clients with psychosocial problems (e.g., financial, housing, marital)
Make referrals to other facilities and support groups
May assist with discharge planning
Respiratory 2 years Provide various therapeutic treatments for respiratory illnesses
therapist (RT) Administer pulmonary function tests
Physical therapist (PT) 4 years Work with clients experiencing musculoskeletal problems
Assess client’s strength and mobility
Perform therapeutic measures (e.g., range of motion, massage,
application of heat and cold) and teach new skills (e.g., crutch walking)
Occupational therapist 4 years Work with clients who have functional impairment to teach skills for
(OT) activities of daily living
Speech therapist 4 years Assist clients who have speech impairments to speak
understandably or to learn another method of communication
Chaplain 8 years Assist clients in meeting spiritual needs

Provide individual counseling and support to families

Conduct religious services

COURTESY OF DELMAR CENGAGE LEARNING



TABLE 5-4 Nursing Roles

Caregiver: Traditional and most essential role
LP/VN and RN Function as nurturer
Provide direct care
Be supportive
Demonstrate clinical proficiency
Promote comfort of client
Teacher: Provide information
LP/VNand RN g.6 a5 counselor
Seek to empower clients in
self-care
Encourage compliance with
prescribed therapy
Promote healthy lifestyles
Interpret information
Advocate: Protect the client
LP/VN and RN Provide explanations in client’s
language
Act as change agent
Support client’s decision
Manager: Make decisions
LP/VNand RN o ginate activities of others
Allocate resources
Evaluate care and personnel
Serve as a leader
Take initiative
Expert: RN Advanced practice clinician
Conduct research
Teach in schools of nursing
Develop theory
Contribute to professional literature
Provide testimony at governmental
hearings and in court
Case Track client’s progress through the

manager: RN health care system

Coordinate care to ensure
continuity

Team member: Collaborate with others

LP/VNand RN 56 excellent communication

skills

COURTESY OF DELMAR CENGAGE LEARNING

CHAPTER 5 The Health Care Delivery System 95
Other Public
12% Other Private
ﬂ 7%
Medicaid and \
SCHIP
15%
Medicare Private
19% Insurance
35%

Out-of-Pocket
12%

FIGURE 5-2 Source of the Nation’s Health Dollar in 2007
(Note: “Other Public” included workers’ compensation, public health
activity, Department of Defense, Department of Veterans Affairs,
Indian Health Service, state and local hospital subsidies, and school
health. “Other Private” includes industrial in-plant, privately funded
construction, and nonpatient revenues, including philanthropy.)
(Courtesy of Centers for Medicare and Medicaid Services, Office of the
Actuary, National Health Statistics Group, 2009.)

MANAGED CARE

Managed care is a system of providing and monitoring care
wherein access, cost, and quality are controlled before or dur-
ing delivery of services. Delivering services in the most cost-
efficient manner possible is the goal of managed care. Managed
care organizations combine financing and delivery of health
care and try to control costs by monitoring delivery of services
and restricting access to expensive procedures and providers.

Managed care was designed to provide coordinated ser-
vices emphasizing prevention and primary care. The rationale
behind managed care is to give consumers preventive services
delivered by a primary care provider (a health care provider
whom a client sees first for health care, typically a family prac-
titioner, internist, or pediatrician). The primary care provider
is responsible for managing or coordinating all care of a client
when illness makes referrals necessary. This approach is sup-
posed to result in less expensive interventions.

Although managed care has existed for years, only within
the past 20 years has it enjoyed national prominence. In 1973
the Health Maintenance Organization Act implemented two
mandates. First, federal grants and loans were made available
to health maintenance organizations (HMOs) (prepaid
health plans that provide primary health care services for a
preset fee and that focus on cost-effective treatment measures)
that complied with strict federal regulations instead of the
less restrictive state requirements. Second, large employers
were required to provide employees with an HMO option for
health care coverage. From the beginning, HMOs have been a
viable alternative to the traditional fee-for-service system.

Managed care is not a place but, rather, an organizational
structure with several variations. One such variation is the
HMO, which is both provider and insurer. Other variations are
preferred provider organizations (PPOs), wherein mem-
bers must use providers within the system in order to obtain
full reimbursement but may use other providers for lesser reim-
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bursement, and exclusive provider organizations (EPOs),
wherein care must be delivered by the providers in the plan
in order for clients to receive any reimbursement. In the past
decade, there has been a great shift on the part of the population
from private insurance to HMOs and PPOs (Feldstein, 2005).

Health Maintenance Organizations

Health maintenance organizations often maintain primary
health care sites (although not necessarily) and commonly
employ provider professionals. They use capitated rates
(preset flat fees based on membership in, not services pro-
vided by, the HMO), assume the risk of clients who are heavy
users, and exert control over the use of services. HMOs have
used advanced practice registered nurses (APRNs) as primary
care providers and precertification programs to limit unneces-
sary hospitalization. They also emphasize client education for
health promotion and self-care.

Another common feature of HMOs is the practice of
single point of entry (entryinto the health care system through a
point designated by the plan), through which primary care s deliv-
ered. Primary health care is the client’s point of entry into the
health care system and includes assessment, diagnosis, treatment,
coordination of care, education, preventive services, and surveil-
lance. It covers all the services provided by a family practitioner
(nurse or physician) in an ambulatory setting. Primary care provid-
ers (PCPs) are “gatekeepers” to the health care system by deciding
which, ifany, referrals to specialists are needed by the client. HMOs
purposely limit direct access to specialists to reduce costs. Man-
aged care plans assume much of the risk of providing health
care and, therefore, encourage wise use by both providers and
consumers. In 1976, there were 175 HMOs in the United States;
by 2002 there were 650 (Centers for Education and Research on
Therapeutics [CERTS], 2003).

Preferred Provider Organizations

The most common managed care systems are PPOs. APPOisa
contractual relationship between providers, hospitals, insurers,
employers, and third-party payers forming a network wherein
providers negotiate with group purchasers to provide health
services for a specific population at a preset cost (Feldstein,
2005). Care received within the network is associated with the
highest reimbursement; care received outside the network is
associated with lower reimbursement, with the client paying
the difference. Preferred provider organizations have been very
popular in the United States. In fact, the number of PPOs has
increased from fewer than 10 in 1981 to more than 670 PPOs
and over 55 PPO chains in 2008 (First Mark, 2008).

Exclusive Provider Organizations

Exclusive provider organizations create a network of providers
(such as physicians and hospitals) and offer the incentive of
consumer services for little or no copayment if the network
providers are used exclusively. If a member receives treatment
outside the network, no benefit is paid. For instance, a member
who becomes ill and receives treatment while visiting relatives
in another state would receive no benefits for the treatment.

FEDERAL GOVERNMENT PLANS

With the advent of Medicare and Medicaid in 1965, the fed-
eral government became a third-party payer for health care

services. The Health Care Financing Administration (HCFA)
is a federal agency that regulates Medicare, Medicaid, and
Children’s Health Insurance Program (CHIP) expenditures.

With the ultimate goal of curtailing spending for hospi-
talized Medicare recipients, the federal government created
DRGs to categorize the average cost of care for each diagnosis.
A prospective payment system was then created based on
the DRGs. Prospective payment is a predetermined rate
paid for each episode of hospitalization based on the client’s
age and principal diagnosis and on the presence or absence
of surgery and comorbidity (simultaneous existence of
more than one disease process in an individual). Hospitals
are reimbursed the predetermined amount regardless of the
actual cost of providing services to the client. The prospective
payment system, originally designed for Medicare, has been
adopted by other agencies and insurance companies.

Medicare

In 1965, Medicare (Title XVIII) was signed into law as
an amendment to the Social Security Act. It was originally
intended to protect those older than 65 years from exces-
sive health care costs. In 1972, Medicare was modified to
also cover permanently disabled individuals and those with
end-stage renal disease. The federal government through the
Centers for Medicare and Medicaid Services (CMS) adminis-
ters Medicare. Medicare Part A covers inpatient hospital care,
home health care, and hospice care. It may pay for care in a
skilled nursing facility, but there are many restrictions, and
coverage criteria changes frequently. Medicare Part B partially
covers costs for physician services, outpatient rehabilitation,
and certain services and supplies not covered by Part A.
Limited skilled care and rehabilitation services in certified
long-term care facilities may be paid if the client and the ser-
vices provided meet specific criteria. Intermittent visits for
skilled health care by a registered nurse may be reimbursed
to certified home health care agencies. In 2006, the total
expenditures for Medicare were $408.3 billion (U.S. Social
Security Administration, 2007).

D PROFESSIONAL

Impact of Prospective Payment
System and DRGs

e Decreased length of client stay in hospitals

e More emphasis on preventive care

* Increased concern about consumer’s (client’s)
response to care

¢ Increased number of critically ill clients in
hospitals

e Clients sicker upon discharge from hospital
* Increase in outpatient care

¢ Client and family more responsible for care
* Greater need for home health care

e Mergers or closures of hospitals because of
inordinate competition



Medicaid

Medicaid (Title XIX) pays for health services for low-income
families with dependent children, the aged poor, and the dis-
abled (Abrams et al., 2000). It is financed by both federal and
state funds but is administered by the states. Each state deter-
mines who is “medically indigent” and qualifies for public
monies, so services provided vary from state to state. Medicaid
is the primary health financing program for disabled indi-
viduals and low-income families. This means-tested program
provides funds only when all other financial resources have
been exhausted. Services covered include physician services,
inpatient and outpatient hospital care, diagnostic services,
skilled nursing care, rural health clinic services, and home
health services. States may choose to cover other services,
such as dental, vision, and prescription drugs. Medicaid will
spend an estimated $339 billion between 2007 and 2008
(CMS, 2007). 1t is the principal source of financial assistance
for long-term care and pays for skilled home health care in
all states. The optional benefit of personal care in the home
is also covered in 29 states. There are 50 million estimated
beneficiaries enrolled in Medicaid (CMS, 2007). Medicaid
benefits spending is estimated to be $4.9 trillion over the next
10 years (CMS, 2007).

State Children’s Health Insurance
Program

The State Children’s Health Insurance Program (CHIP, for-
merly SCHIP) was created in 1997 as part of the Balanced
Budget Act. The program is designed to provide health care to
uninsured children, many of whom are members of working
families that earn too little to afford private insurance on their
own but earn too much to be eligible for Medicaid. It is a part-
nership between the federal and state governments to cover pre-
viously uninsured children. The states administer the program.

FACTORS INFLUENCING
HEALTH CARE

Despite cost-containment efforts (such as DRGs, established
by the federal government, and managed care, established by
the insurers), the U.S. health care system still has problems
with issues of access, cost, and quality. These issues are impor-
tant for nurses to understand and are integral to any effort
toward health reform.

CosTt

Cost is a driving force for change in the health care system,
as shown by the number of managed care plans, greater use
of outpatient services, and shorter hospital stays. Maximum
profits with minimum costs are the market forces dominating
the current changes in the health care system.

The cost of providing health care has risen dramatically
during the past 15 years. The U.S. government spends more
on health care per person than does any other country. The
use of federal funds for health care means that resources are
not available for other areas of need, such as education, hous-
ing, and social services (Grace, 2001). Figure S-3 illustrates
health care expenditures.

The most cost-efficient programs in terms of adminis-
tration are Medicare and Medicaid (HCFA, 1998). Private
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Q MEMORY TRICK

The memory trick “COST" identifies changes in
the health care systmue to the dramatic cost of
health care:

C = Concept of maximum profit for minimum cost

O = Outpatient services are accessed more

S = Shorter hospital stays

T =The increase in managed care plans

agencies and organizations are subcontracted to administer
these programs. In contrast, some private small business plans
use more than 40 cents of each dollar for administration. The
cost of employee health care benefits is thus an expensive
commitment for small businesses.

Three major factors increase the cost of health care: (a) an
oversupply of specialized providers (fees are raised to maintain
provider income in light of fewer clients), (b) a surplus of hos-
pital beds (empty beds are a cost liability), and (c) the passive
role assumed by most consumers (when someone else pays
the bill, consumers typically are less concerned about cost)
(Feldstein, 200S). Other factors contributing to the high cost
of health care are the aging population, the increased number
of people with chronicillnesses, and the proliferation of health-
related lawsuits and the associated use of unnecessary services
(e.g., additional diagnostic testing). Advanced technology has
allowed more people to survive formerly fatal illnesses.

Other
Spending
25%

N

Program
Administration
and Net Cost

7%
Prescription Hospital
Drugs Care
10% 31%

Nursing Home

Care
6%
Physician
and
Clinical Services
21%

FIGURE 5-3 Health Care Expenditures in 2007 (Note: “Other
Spending” included dentist services, other professional services, home
health, durable medical products, over-the-counter medicines and sundries,
public health, other personal health care, research, and structures and
equipment.) (Courtesy of Centers for Medicare and Medicaid Services,
Office of the Actuary, National Health Statistics Group, 2009.)
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Barriers to Health Care Services

Certain cultural beliefs and values may prevent
individuals from seeking health care. These may
include the following:

e Belief in divine healing

e Refusal of care on holy days

e Belief that the individual taking the ill person to a
health care facility is responsible for the ill person
for the rest of that person’s life after recovery

e Belief that illness is a result of sins committed in
previous life

e View of prayer as a tool for deliverance from illness
e Belief that illness is God’s punishment

ACCESS

Related to the issue of cost is that of access to health care ser-
vices, which carries serious implications for the functioning of
the health care system. Health care for many people is crisis
oriented and fragmented because of the high costs. Numerous
people in the United States are unable to gain access to health
care services because of inadequate or no insurance; thus, ill-
ness among these people may progress to an acute stage before
intervention is sought. Their access is typically through emer-
gency departments during acute illnesses. Emergency room
and acute care services are very expensive compared to pre-
vention and early intervention. According to Hoffman (2007),
more than 46 million Americans had no health insurance at
some point in 2005. Having health insurance could reduce
mortality for the uninsured by 10% to 15% (Hoffman, 2007).

Medicare covers only a small portion of the medically
indigent. The many underinsured individuals are neither
poor nor old but are those who have jobs lacking adequate
health care benefits or middle-class unemployed Americans.
In addition to poverty and unemployment, other factors can
hinder a person’s ability to obtain insurance and/or health care
services, including the following:

« Lack of insurance provision by employer because of
prohibitive costs

« High costs of obtaining individual insurance

« Certain preexisting conditions

o Cultural barriers

« Shortages of health care providers in some geographic
areas (especially rural or inner-city areas)

« Limited access to ancillary services (e.g., child care and
transportation)

« Status as single-parent or two-income family, making it
difficult for parents to take time from work to transport
children to health care providers

QuALITY

Lee, Soffel, and Luft (1997) report that 30% to 40% of diag-
nostic and medical procedures performed in this country are

unnecessary. This inappropriate use of resources can be traced
to several factors, including:

« The litigious environment and resultant tendency toward
defensive practice (e.g., ordering all possible tests instead
of only those that the provider deems truly necessary)

« The widely held American belief that more is better

o Lack of access to and continuity of services and the
subsequent misuse of acute care services

Quality may be sacrificed in an attempt to provide univer-
sal access to services in a cost-effective manner. For example,
hospitals that reduce the number of nurses (downsizing) risk
endangering quality. Safety and quality are often compromised
by inappropriately substituting unqualified personnel for LP/
VNs and RNs in direct client care. The quality of care in
hospitals decreases with cross training of staff, greater use of
unlicensed personnel, and reduction of full-time positions for
nurses.

CHALLENGES WITHIN THE
HEALTH CARE SYSTEM

The major challenges facing the U.S. health care delivery
system, which also impact the control of costs, include the
public’s disillusionment with providers, consumers’ and pro-
viders’ loss of control over health care decisions, changing
practice settings, decreased use of hospitals, vulnerable popu-
lations, and ethical issues.

DISILLUSIONMENT WITH
PROVIDERS

Greed and waste have been identified as major problems of the
U.S. health care system (Maraldo, 2001). The cause of these
problems is irrelevant to the public. Reform success means
starting with public expectations of eliminating the greed of
providers and the waste in the health care system. Furthermore,
people in the United States have become suspicious of health
care providers. The high level of esteem in which medicine
has traditionally been held has eroded over the past few years.
Consumers, increasingly tired of paying the high cost of care, are
questioning medical practices and fees (Zerwekh & Claborn,
2008); however, the public is not as disillusioned with nurses.
Asreported in the American Journal of Nursing (AJN), a Novem-
ber 1999 Gallup poll reported that almost three-quarters of
those surveyed rated the honesty and ethics of nurses as “high”
or “very high” (Health Care News, 2000). Nursing received
higher ratings than any other profession, including other health
care professionals. Nurse Week and Sigma Theta Tau Interna-
tional commissioned another survey. It revealed that 92% of the
public trusts health information provided by registered nurses.

Perception of Nurses

What factors do you think have contributed
to a positive perception of nurses? A negative
perception? What can you do specifically to
promote positive images of nursing to the
public?



Positive Perception of Nurses

Nurses are viewed as part of the solution, not the problem. If
nurses were allowed to use their skills, the public believes they
would significantly enhance quality and reduce costs. One
survey (ANA, 1993) asked consumers about receptivity to
nurses’ having expanded responsibilities. Respondents sup-
ported prescriptive authority (legal recognition of the ability
to prescribe medications) for RNs and endorsed the role of
nurses in performing physical examinations and managing
minor acute illnesses. Nurses should expand their focus on
holistic care and spend as much time as possible on preven-
tion of illness and wellness issues.

Loss oF CONTROL

Consumers express feeling terrorized by the health care deliv-
ery system. They feel they have lost personal control over their
health care. Many stay in their current jobs because of their
health care benefits or give up employment mobility out of fear
of being denied a new policy because of preexisting conditions.

Providers feel they have lost control over the care they
provide to their clients. Increasingly, the insurance companies
or the managed care organizations decide which care can and
cannot be provided to the client.

CHANGING PRACTICE SETTINGS

Most nurses practice in hospitals and will continue to do so
in the future. The increasing presence of severely ill clients
requires that nurses who work in hospitals possess technical
expertise, critical thinking skills, and interpersonal compe-
tence. Outside the hospital setting, there is an ever-increasing
need for nurses in different areas of practice. Home health
services, in particular, will need to continue expanding in
order to meet the growing needs of the steadily increasing
elderly population. Social and political changes are affecting
nurses by creating the need for expanded services and set-
tings. More nurses will be needed in the future because:

« The increasing elderly population requires more health
care services.

« Admissions to nursing homes is increasing.
« The number of homeless individuals is increasing rapidly.

Reforms may displace some nurses from their current
jobs. The demand for greater access to health care services
will create many more jobs. More nurses will be needed for
primary care, extended care, home care, and public health.

DECREASED HosPiTAL USE

In the early 20th century, hospital focus was providing care
to those who had no caregivers in the family or community.
These early institutions provided care, not cure (Grace, 2001).
In the mid-1940s the focus of hospitals changed because of
technology and the 1946 Hill-Burton Act, which funded the
renovation and construction of hospitals. This resulted in siz-
able oversupply of hospital beds. To keep the hospital beds
occupied, everyone was put in the hospital, for everything from
a complete physical examination to specific diagnostic testing
to acute care or surgery, and health care costs escalated.

The demand for hospital beds steadily increased from 1945
to 1982. After 1982, there was a steady decline in hospital
admissions and the average length of stay (Grace, 2001). In
1995, there were 23.7% fewer inpatient days than in 1985
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(Feldstein, 2005). Many small hospitals have closed because
they could no longer compete with the large hospitals.
Hospitals are still the center of the U.S. health care system.
They employ a majority of health care workers. Fewer clients
are in hospitals today because of earlier discharge and the large
number of procedures performed in outpatient settings. Clients
hospitalized today need more nursing care because of their
complex needs and severity of illness. Additional factors that
have contributed to the decreased hospital population include:

« Greater availability of outpatient facilities and services
« Advances in technology
o Expectations/demands of third-party payers

The changes in reimbursement practices resulted in hos-
pital restructuring (also referred to as redesigning and reengi-
neering). Examples include mergers with larger institutions;
development of integrated systems that provide a full range of
services focusing on continuity of care, such as preadmission,
outpatient, acute inpatient, long-term inpatient, and home
care; and the substitution of multiskilled workers for nurses.

VULNERABLE POPULATIONS

Meeting the health care needs of underserved populations
is especially challenging. Groups that may be unable to gain
access to health care services include children, the elderly,
people with AIDS, rural residents, and the homeless and
others living in poverty. Increasing poverty strains hospitals
because Medicaid can no longer meet the needs of the medi-
cally indigent.

Our current health care system neglects the overall needs
of children who are more likely than adults to be uninsured or
underinsured. Children who are covered by health insurance
have a greater degree of well-being.

Many parents have their children immunized only
when the children are ready to start school because immuniza-
tion is a requirement for entry into the public school system.
Preventive health care emphasizing early immunization should
be encouraged and made available to children of all ages.

Rural areas have fewer health care providers and facilities
than urban areas. Many people in rural areas have no health
insurance because they tend to be self-employed or work for
small businesses.

The Centers for Disease Control and Prevention (CDC)
estimated that in 2006, 1,106,400 persons in the United States
were living with an HIV infection (CDC, 2008). It is esti-
mated that at least 56,300 persons were newly infected with
HIVin 2006 (CDC, 2008). It is spreading most rapidly among
women, children, and intravenous drug users and their sexual
partners. Additional funding is necessary, and outpatient care

zg: COMMUNITY/HOME HEALTH CARE

Cost of Home Health Care

¢ Since the advent of Medicare and Medicaid,
home health care has grown rapidly. Because
it is much less costly to provide home care,
clients are sent home to recuperate.

Expenditures for health care in the home are
greatly increasing.
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J LIFE SPAN CONSIDERATIONS

Health Care for Children

e Approximately one-third of the 71,731,000
children younger than age 18 who live in
poverty are younger than 6 years of age
(U.S. Census Bureau, 2002).

e There are 9 million uninsured children in the
United States (Agency for Healthcare Research
and Quality [AHRQ], 2008).

e An estimated 2.3 million children with insured
parents are uninsured (AHRQ, 2008).

e Six out of 10 parents whose children may
qualify for Medicaid or State Children’s Health
Insurance Program (SCHIP) do not believe these
programs apply to them (RWJF, 2001).

o Belief that their children do not qualify is
highest in households where both parents work
or when annual income is $25,000 or more
(Robert Wood Johnson Foundation, 2001).

e By 1996, 90% or more of toddlers had received
the most critical doses of vaccines for children
by age 2 (CDC, 2002b).

¢ Nine percent fewer poor children complete the full
series of immunizations (National Academies, 2002).

e Each day 11,000 babies are born who will need
immunizations (National Academies, 2002).

e Federal funds supporting the immunization
network are shrinking (CDC, 2002b).

-

settings (such as home care, hospices, and clinics) must be
expanded to care for those affected.

The homeless and others living in poverty are often
mobile, having no permanent address. They may not know
which services are available to them or how to access the
system except through inner-city hospitals. This creates a sig-
nificant financial burden on these health care agencies. Illegal
aliens, because of fears of being arrested and deported, may
enter emergency departments under false identities and in
acute distress, receive treatment, and then disappear.

ETHICAL ISSUES

The United States is struggling with the ethical issue of cost
containment versus compassionate care. According to Hicks
and Boles (1997), no country can provide all citizens with
every health care service they need or desire. The U.S. health
care delivery system has a dilemma of needs being greater than
available resources. Difficult choices must be made to deter-
mine which needs are met and which remain unmet.

The national mentality, reflected in the expectation that
everything must be done to save a dying person, has created an
enormous drain on health care resources. There will be much
debate about the ethics of decisions made about how scarce
resources are to be allocated. Nurses must strongly advocate
for just and ethical distribution of resources.

NURSING’S RESPONSE TO
HEALTH CARE CHALLENGES

The United States will continue to seek ways to reform health
care. There will be increasing implications for nursing. Some
nurses feel threatened, but others are excited about changing
the health care system into something better. The nursing
profession responded to these challenges by proposing a plan
for reform.

NURSING'S AGENDA FOR HEALTH
CARE REFORM

In 1991, in response to high cost, limited access, and erod-
ing quality affecting the U.S. health care system, the nursing
community wrote a public policy agenda that was endorsed
by more than 70 organizations. Nursing's Agenda for Health
Care Reform (ANA, 1991) provides a framework for health
care policy changes and establishes a legislative program
through which to implement these changes. A major aspect of
the proposal is that health care services be delivered in famil-
iar, easily accessible, and consumer-friendly environments.
Another essential aspect is that consumers are empowered in
the area of self-care. The health care system continues to be
costly and fragmented with unequal distribution of services
(ANA, 2009). The ANA’s Health Care Agenda 200S represents
the ANA’s commitment to the principle that all Americans
are entitled to quality, accessible, and affordable health care
services. ANA’s updated Health System Reform Agenda (ANA,
2009) continues to represent ANA’ role as a leading advo-
cate for health care reform in the current national health care
debate. For more information on ANA’s health care agenda
and reform, visit the ANA’s website at http://nursingworld.org/
default.aspx.

STANDARDIZATION OF CARE

A move toward standardization of care is another approach to
the challenges of the health care delivery system. The Agency
for Health Care Policy and Research (AHCPR) was estab-
lished in December 1990 with the specific charge of reaching
consensus within the medical/ health care community about
the diagnosis and treatment of certain illnesses and diseases.
The AHCPR aspires to identify standards of diagnosis and
treatment for high-volume, expensive disease conditions to
which the health care community can be held. Currently, 18

: LIFE SPAN CONSIDERATIONS

Rural Elders

Health care barriers experienced by elderly persons

living in rural areas include the following:

e Lower Medicare reimbursement rates for rural
hospitals than for urban hospitals contributed
to the closure of some rural hospitals

e Fewer health care providers available
e Greater travel distances to obtain services

E
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AHCPR-published guidelines are available to the public and
should be integral to nursing practice.

ADVANCED PRACTICE

Advanced-practice nursing developed as nursing became
more complex and specialized. Nurse practitioners (NPs),
clinical nurse specialists (CNSs), certified nurse midwives
(CNMs), and other advanced practice registered nurses
(APRNs) have provided primary health care services to
individuals since the late 1960s. Many of these individuals
would have had inadequate or no access to services (Boyd,
Lowes, Guglielmo, & Slomski, 2000). The APRN has
advanced skills and in-depth knowledge in specific areas
of practice. Although there are differences among various
advanced-practice roles, all APRNs are experts who work
with clients to promote health and prevent disease.

Advanced-practice nurses are moving toward indepen-
dent practice. Advanced-practice nurses prescribe less expen-
sive diagnostic tests, have client visits comparable in length
to that of physicians, and charge less for services because of
the lower cost of professional liability insurance (Boyd et al.,
2000). The single biggest obstacle to APRN practice is that
most people are unaware of what APRNS can offer.

Currently, all states award APRNs some type of prescrip-
tive authority (Pearson, 2000). In 10 states, this authority is
complete and unrestricted and includes all classes of drugs
(Pearson, 2000). According to the American Academy of
Nurse Practitioners (2007), in 2007 there were approxi-
mately 120,000 NPs with an estimated 6,000 new graduates
each year from 325 colleges and universities in the United
States.

PuBLIC VS. PRIVATE PROGRAMS

The competition between the public and private sectors has
encouraged quality and progress. Each setting has benefits as
well as obstacles for health care recipients.

Public dollars are needed to help the poor and those who
have no health care benefits through the workplace. To prevent
the health care system from becoming a two-tiered process
based on personal resources, both the poor and nonpoor and
the privileged and nonprivileged should be enrolled in the
same programs. Minimal national standards should be set, but
local planning and implementation should be promoted.

The U.S. philosophy of states’ rights is an obstacle to having
national standards. Some consistency in the cost of services from
coast to coast is needed with some local adjustments allowed.

Health Care System

Even with the advantages of technology,

biomedical research, and state-of-the-art clinical

equipment and facilities, many consider the

U.S. health care system to be in crisis. From your

perspective, is the health care system in a state of

strength or weakness? Explain your response.
s
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] LIFE SPAN CONSIDERATIONS

Meeting the Needs of Homeless
Elderly Clients

The Health Resources and Services Administration

(2003) listed recommendations from providers who

serve elderly people who are homeless to assist in

meeting their health care needs.

e Provide homeless elderly persons with a compre-
hensive multiservice center all under one roof

e Bring together the skills of different providers to
provide comprehensive assessment and evaluation

e Develop health care resources for homeless
persons 55 to 64 years old who are not eligible
for benefits such as Medicare

e Provide outreach services to elderly persons who
may be living alone, homeless, or living in a shel-
ter who are at risk for depression and other health

problems [ i

PuBLiCc HEALTH

In the past decade, public health has visibly deteriorated.
Immunizations, environmental concerns (conditions that
may affect health), prenatal care, and analysis of the pre-
vailing disease patterns in a community are included in
public health services. Current public health problems
include:

« Prevalence of overweight population

« Emergence of drug-resistant strains of tuberculosis and
other infections

« Presence of toxic environmental conditions

CoMMUNITY HEALTH

Prevention and primary care are the focus of community-
based care. Nursing has a rich legacy of contributing com-
munity aid, as demonstrated by the work of pioneers such as
Mary Breckenridge and Lillian Wald.

ISSUES AND TRENDS

As various trends appear, the delivery of health care services
will continue to change. The challenge is to improve the
nation’s delivery of health care services by preserving nursing
integrity. Nursing must be involved from the beginning of
any change. Factors that will continue to shape reform of the
health care delivery system include:

« Aging of the U.S. population

« Increasing population diversity

« More single-parent families and children living in poverty

« Growth of outpatient care and a greater demand for
primary care providers

« Technological advances resulting in more services in
outpatient settings (including the home)
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More states using managed care to provide the medically
indigent with services

Incentives for those participating in preventive activities

Federal funds for health care provider education requiring
service to underserved populations and areas

« Managed care dominating service delivery

« Focus on quality improvement

CASE STUDY

A 45-year-old male client is diagnosed with lung cancer. In the past month, he has lost his job and his health
insurance. He shares with you his concerns regarding his lack of income and insurance and his worries about

providing for his wife and two young children.

1. What health care options are available for him? For his family?
2. What health care services could he be eligible to receive? His family?
3. As his nurse, what are your roles in providing care for him?

4. What level of care does he need?

R TGS

The three levels of health care services are classified as
primary, secondary, and tertiary.

Health care services are financed and delivered by the
public (official, voluntary, and nonprofit agencies), public/
private, and private sectors.

The health care team is composed of nurses, nurse
practitioners, physicians, physician’s assistants,
pharmacists, dentists, dietitians, social workers, various
therapists, and chaplains.

Managed care organizations seek to control health care
costs by monitoring the delivery of services and restricting
access to costly procedures and providers.

The primary federal government insurance plans are
Medicare, which provides health care coverage for

elderly persons and disabled persons; Medicaid, which is
administered with the states to provide health care services
for the poor; and CHIP, which provides health care to
uninsured children.

To achieve equity for all Americans, health care reform
must address the three critical issues of cost, access, and
quality of health care services.

The challenges that the health care delivery system must
overcome are the public’s disillusionment with providers,
provider and consumer loss of control over health care
decisions, the decreased use of hospitals, the change in
practice settings, ethical issues, and the health care needs
of vulnerable populations.

The Agency of Health Care Policy and Research aims to
identify therapeutic standards to which the health care
community can be held.

A primary goal of the nursing profession is to provide
health care services emphasizing prevention and primary
health care, which will help reduce costs and increase the

quality of health care.

REVIEW QUESTIONS

1. A nursing student is taught about the three
levels of health care service in the United States.
Which of the following statements made by the
nursing student indicates that further teaching is
needed?

1. “Ahealth care delivery system is a method for
providing services to meet the health needs of
individuals.”

2. “An example of primary care is when a parent
takes her 6-month-old infant to the health
department for immunizations.”

3. “Secondary care is when a client regains partial
use of an arm after experiencing a stroke.”

4. “A client who is utilizing rehabilitation services is
participating in tertiary care.”

2. Which of the following is not considered a major
challenge facing the U.S. health care delivery system?
1. Changing practice settings.

2. Ethical issues.
3. Vulnerable populations.
4. Health care teams.

3. Asvarious issues and trends appear in health care,
which of the following are factors that will shape the
reform of the health care delivery system? (Select all
that apply.)

. Aging of the U.S. population.

More single-parent families.

Fewer children living in poverty.

Decreasing population diversity.

Focus on quality improvement.

Fewer states using managed care.

N N



4. When a nurse tracks a client’s progress through the
health care system, this role is known as:

1. caregiver.

2. expert.

3. case manager.

4. team member.

5. A 64-year-old client asks the nurse, “What is the
difference between Medicare and Medicaid?” The
most appropriate response by the nurse is:

1. “Medicare was originally intended to protect
those older than 65 years from excessive health
care costs, and Medicaid pays for health services
for low-income families with dependent children,
the aged poor, and the disabled.”

2. “Medicare covers the cost for low-income
families with dependent children, and Medicaid
pays for those older than 65 years of age”

3. “Medicare is the primary health financing
program for disabled individuals and low-income
families, and Medicaid was modified to cover
permanently disabled individuals and those with
end-stage renal disease.”

4. “Medicare is for individuals that are over the age
of 65, and Medicaid is for the wealthy that can
afford it”

6. The major agency that oversees the actual delivery
of care services is:

1. U.S. Public Health Service.

2. Medicare.

3. American Medical Association.

4. National Institutes of Health.

7. Factors that hinder a person’s ability to obtain
insurance and/or health care services include which
of the following? (Select all that apply.)

1. Certain preexisting conditions.

2. Cultural barriers.
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3. High costs of obtaining individual insurance.

4. Multiple surgical procedures.

S. Upper-middle-class status.

6. Shortages of health care providers.

8. As the homeless elderly population is increasing in
numbers, the United States is facing the challenge
of caring for this group of individuals. The best
intervention to assist these individuals is:

1. provide homeless elderly persons with a
comprehensive multiservice center all under
one roof.

2. develop health care resources for homeless
elderly persons who are not eligible for benefits
such as Medicare.

3. identify therapeutic standards to which the
health care community is held.

4. restrict access to costly procedures and providers.

9. A single working mother with three young children
earns too little to afford private insurance and too
much to be eligible for Medicaid. The nurse knows
that which of the following is the best option for the
client’s children?

1. Enroll the family in Medicare.

2. Contact the States Children’s Health Insurance
Program (CHIP).

3. Contact the local health department.

4. Register for the Low-Income State Family
Insurance Program.

10. A newly diagnosed diabetic client is being
discharged home later today. The most important
role for the nurse at this time is:

1. teacher.

2. advocate.

3. caregiver.

4. team member.
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MAKING THE CONNECTION

Refer to the following chapters to increase your understanding of areas of care:

Basic Nursing
+ Legal and Ethical Responsibilities + Assessment
+ Cultural Considerations + Pain Management

+ End-of-Life Care

LEARNING OBJECTIVES

Upon completion of this chapter, you should be able to:
e Define key terms.
e List three reasons for the growth in nonacute care services.
e Distinguish among licensure, certification, and accreditation.

e Describe the role of the LP/VN as a member of the interdisciplinary health
care team in various health care settings.

¢ Discuss the types of clients that would benefit from participation in a
rehabilitation program.

e |dentify the responsibilities of the LP/VN in acute care, rehabilitation,
long-term care, home care, and hospice.

e List the various types of long-term care services.

KEY TERMS

accreditation hospice respite care
adult day care licensure subacute care
assisted living long-term care facility

certification rehabilitation
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INTRODUCTION

ACUTE CARE HOSPITAL

The traditional arenas for providing care have been physicians’
offices and acute care hospitals. Many nonacute arenas of health
care are now available, including long-term care, outpatient
settings, home health care, and hospice, with rehabilitation pro-
vided in any of these. Most of these facilities must be licensed
and certified, and some have accreditation.

AGENCY LICENSURE,
CERTIFICATION, AND
ACCREDITATION

Several methods have been designed to ensure that the agency,
facility, or service meets minimal standards of care. Three of the
methods are agency licensure, certification, and accreditation.

LICENSURE

Licensure is a mandatory system of granting licenses accord-
ing to specified standards and is regulated by each state. All
health care facilities must be licensed. A designated agency
(often the department of public health) is responsible for
licensing health care facilities in each state. Annually each
facility is visited by a team of surveyors to determine if the
facility complies with the rules and regulations of the state.
Any area of noncompliance results in severe sanctions and
financial penalties for the institution. A limited amount of
time is given to the facility to correct any deficiencies. The
facility may lose its license to operate if residents’ lives or well-
being are threatened.

CERTIFICATION

Certification is a voluntary process that establishes and eval-
uates compliance with rules and regulations but is required
for any provider who seeks reimbursement from government
funds, Medicare, and Medicaid. Because government funding
is regulated by the federal government, certification rules are
generated by the federal government.

State agencies perform this function under contract with
centers for Medicare and Medicaid services. In some states,
the long-term care survey for licensure and certification is
done concurrently. The states have generally adopted the
tederal regulations but in some cases exceed federal regula-
tions. Facilities not complying with regulations are not granted
certification, resulting in no reimbursement from Medicare or
Medicaid.

ACCREDITATION

Accreditation is an additional confirmation of quality and
generally indicates that the delivery of care and service is above
minimum standards. Accreditation is a voluntary (not required
by law) process. Standards are issued by accrediting organiza-
tions, whereas rules and regulations are issued by state/federal
licensure and certification agencies. The Joint Commission
(JCAHO) haslong been accrediting hospitals and skilled nurs-
ing facilities. The Commission on Accreditation of Rehabilita-
tion Facilities (CARF) has been accrediting comprehensive
inpatient rehabilitation programs since 1966. Rehabilitation
facilities may seek accreditation from both groups.

Large acute care hospitals provide the greatest number of
services. Other health care settings may provide some but not
all of these services. The service departments most commonly
found in acute care hospitals include nursing units, specialized
client care units, diagnostic departments, therapy depart-
ments, and support services.

NURSING UNITS

Nursing units are composed of client rooms, where most nurs-
ing care is provided. Units often serve one particular type of
client, such as cardiac, orthopedic, diabetic, surgical, pediatric,
or obstetric. The nurse responsible for the unit may be called by
several different titles, such as unit coordinator, nurse manager,
or head nurse. Registered nurses (RNs), licensed practical/
vocational nurses (LP/VNs), and nursing assistants provide the
nursing care.

SPECIALIZED CLIENT CARE UNITS

Specialized units provide nursing care for specific needs of the
clients. The LP/VN may work in these areas depending on
experience, education, the size and location of the hospital,
and the number of RN available. Examples of specialized units
include the following:

« Emergency department (ED): Provides care to clients
involved in all types of accidents and those confronted
with medical emergencies such as heart attack or stroke

« Intensive care unit (ICU): Provides care to critically ill
clients until they are stabilized and can be managed with
routine nursing interventions on a regular nursing unit

+ Coronary care unit (CCU): Provides care to clients who
have had a heart attack or who have had heart surgery such
as coronary artery bypass or valve replacement

« Mental health unit: Provides care to clients who are
having difficulty with relationships, coping with everyday
demands, or dealing with a crisis

« Dsychiatric unit: Provides care to clients diagnosed as
having mental illness

« Rehabilitation unit: Provides care to clients who must
learn to regain the highest level of self-care possible
following injury, accident, or illness

« Dialysis unit: Provides care to clients who need dialysis
because of renal failure

« Hospice unit: Provides both care to clients who are dying
and support to their families; may be a unit in a hospital or
a freestanding unit

« Outpatient unit: Provides care to clients when admission
to the hospital is unnecessary

« Home care: Provides care to clients in their homes when
professional supervision and/or minimal care is required; has
been added to many hospitals to provide continuity of care

« Client education unit: Provides teaching to clients, either
individually or in groups, about specific client conditions
or other health-related issues

SURGICAL UNITS

Care of the client just before, during, and after surgery is per-
formed by the operating room (OR) and recovery room (RR)



personnel. In addition to the main surgical unit, many hospi-
tals also have a day surgery/ambulatory surgery unit. Clients
come in a couple of hours before their scheduled surgeries and
leave when recovered from the anesthesia. Total length of stay
is shorter than 24 hours.

DIAGNOSTIC DEPARTMENTS

Diagnostic departments provide specialized tests that assist
the physician in making a diagnosis.

Clinical Laboratory

Clinical laboratory personnel examine specimens of tissues,
teces, and body fluids, such as blood, sputum, urine, amniotic
fluid, and spinal fluid. Testing assesses values of normal compo-
nents and of any abnormal components of these specimens.

Radiology (Nuclear Medicine)

X-ray studies are performed in the radiology department,
along with positron emission tomography (PET) scans, com-
puted tomography (CT) scans, mammography, ultrasound,
arteriograms, venograms, echocardiograms, and magnetic
resonance imaging (MRI).

Other Diagnostic Services
Other diagnostic services may include the following:

« Sleep center: Provides observation, testing, and
monitoring of clients as they sleep to identify sleep-related
problems

« Electroencephalography (EEG): Records brain waves and
ascertains electrical activity in the brain

« Electrocardiogram (EKG): Records electrical activity in
the heart

« Electromyogram (EMG): Records electrical activity in
body muscles

THERAPY DEPARTMENTS

The function of the various therapy departments is to provide
specialized treatments and/or rehabilitation services to clients
to improve functional level in a specific area. Most hospitals
have respiratory therapy and physical therapy departments.
Some large teaching hospitals also have occupational therapy
and speech therapy departments.

SUPPORT SERVICES

Support services meet various other needs in providing
care to clients. Pharmacists mix and dispense medications
to the various client care units. Nurses then administer the
medications to the clients. Dietitians supervise food prepa-
ration for all clients. They specifically choose the foods and
calculate the amounts for special diets and provide client
teaching for those clients on special diets. Social workers
help clients deal with psychosocial problems, providing
assistance in areas such as housing, finances, and referrals
to support groups. Chaplains provide individual counseling
to clients and support to families and assist clients in meet-
ing spiritual needs. The admission department handles the
admission process by preparing necessary paperwork and
ensuring that the ordered preadmission laboratory testing
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and x-rays are performed. The business office oversees
insurance and financial affairs on client discharge from
the health care agency. Medical records, also called health
information systems, maintains and stores all medical
records for every client cared for by the health care agency.
Housekeeping and maintenance keep the physical facilities
and equipment clean, in good repair, and in proper working
order.

ROLE OF THE LP/VN

Depending on the geographical location within the nation and
nursing shortages, LP/VNs may have limited opportunities in
acute care hospitals because of the high acuity level of clients
in these facilities. Generally, in an acute care facility, LP/VNs
provide direct client care on the general nursing units. This
may include assisting with personal hygiene and ambulation,
checking vital signs, and administering medications and IV
therapy. LP/VNs perform client assessments and work with
RN to formulate nursing diagnoses and write plans of care.
Each state has a scope of practice for the LP/VN. It is the LP/
VN’s responsibility to know the scope of practice for the state
in which he or she is practicing. In some states, an LP/VN
performs a partial assessment while another state allows full
assessments. The Nurse Practice Act distinguishes between
assessment data collection and assessment of the data. Gener-
ally, the LP/VN collects data, and then an RN assesses the
data and determines the course of client care with the LP/
VN’s input (JCAHO, 2001). After some years of experience
and additional education in specific areas, LP/VNs may work
in specialized client care units, such as ICU, CCU, dialysis, and
home care, as previously described.

Clients are transferred to rehabilitation centers and sub-
acute facilities because of the short stays within an acute care
facility. Some hospitals incorporate subacute units within the
acute care facilities. Many LP/VNs are hired in rehabilitation
centers and subacute facilities.

LONG-TERM CARE

Long-term care refers to the various services provided to indi-
viduals having an ongoing need for health care. Traditionally,
long-term care has meant a community-based nursing home
licensed for skilled or intermediate care. The rights of residents
of long-term care facilities are regulated by the Omnibus Bud-
get Reconciliation Act (OBRA) of 1987 (Table 6-1). There is
a great demand for this level of care, and there is also a market
for other levels of long-term care. It is estimated that by 2030,
more than 8 million seniors will be residing in nursing homes
It is estimated that by 2050, the older adult population will
more than double to 87 million persons (Hollinger-Smith,
200S). Currently, 1.6 million persons live in 17,000 nursing
homes. Of those residents, 90% are older than age 65, with
almost half older than age 85 (Info USA & U.S. Department
of State, 2008).

The growing population of elderly persons has caused
tremendous changes in health care delivery. Various housing
options are now part of the package of services available. The
least restrictive level of care, appropriate for the client’s needs,
is generally the most cost effective. The Joint Commission has
established standards for pain assessment and treatment in
long-term care facilities (JCAHO, 2004; JCAHO, 2007).
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TABLE 6-1 Residents’ Rights—Long-Term Care

This is an abbreviated version of the Resident’s Rights as set forth in the Omnibus Budget Reconciliation Act. This
document must be given to all residents and/or their families prior to admission to any long-term care facility.

1. The resident has the right to free choice, including the right to:

e choose an attending physician

¢ self-administration of medications
e consent to participate in experimental research

full advance information about changes in care or treatment
e participate in the assessment and care planning process

2. The resident has the right to freedom from abuse and restraints, including freedom from:

e physical, sexual, mental abuse
e corporal punishment and involuntary seclusion
¢ physical and chemical restraints

3. The resident has the right to privacy including privacy for:

e treatment and nursing care
e receiving/sending mail

e telephone calls

® visitors

4. The resident has the right to confidentiality of personal and clinical records.

5. The resident has the right to accommodation of needs including:

e choices about life
e receiving assistance in maintaining independence

6. The resident has the right to voice grievances.

7. The resident has the right to organize and participate in family and resident groups.

8. The resident has the right to participate in social, religious, and community activities including the right to:

* vote
e keep religious items in the room
e attend religious services

9. The resident has the right to examine survey results and correction plans.

10. The resident has the right to manage personal funds.

11. The resident has the right to information about eligibility for Medicare/Medicaid funds.

12. The resident has the right to file complaints about abuse, neglect, or misappropriation of property.

13. The resident has the right to information about advocacy groups.

14. The resident has the right to immediate and unlimited access to family or relatives.

15. The resident has the right to share a room with the spouse if they are both residents in the same facility.

16. The resident has the right to perform or not perform work for the facility if it is medically appropriate for the

resident to work.

17. The resident has the right to remain in the facility except in certain circumstances.

18. The resident has the right to personal possessions.

19. The resident has the right to notification of change in condition.

(As determined by Omnibus Budget Reconciliation Act [OBRA] of 1987)

LoNG-TERM CARE FACILITIES

Along-term care facility may be licensed for either interme-
diate care or skilled nursing care. Long-term care facilities pro-
vide services to individuals who have continuing health care
needs but are not acutely ill yet cannot function independently
at home. Intermediate care facilities (ICFs) may be certified
for Medicaid funding but are not certified for reimbursement
from Medicare. Skilled nursing facilities (SNFs) are eligible
to be certified by both Medicare and Medicaid, but not all

facilities choose to do so. These facilities were formerly called
rest homes, nursing homes, or convalescent centers. An
extended care facility (ECF) is any facility that provides care for
a long period of time and could refer to either an intermedi-
ate or a skilled facility. Every facility that receives government
funds from any source is required by law to comply with
OBRA regulations. It is estimated that 60% of persons over
age 65 will need long-term care at some time in their lives
(Info USA & U.S. Department of State, 2008).
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FIGURE 6-1 An interdisciplinary team plans a client’s care
with the client’s family as part of the team.

Today’s restorative philosophy of care directs the
interdisciplinary team, which emphasizes assisting the client
(usually called resident) to attain and maintain the highest
level of physical, mental, and psychosocial function. The
approach is holistic with family members part of the care team
(see Figure 6-1).

Many facilities have special units for the care of residents
with specific problems, such as Alzheimer’s, diabetes, and
respiratory disorders.

SUBACUTE CARE

Subacute care is a concept designed to provide services for
clients who are out of the acute stage of their illnesses but
who still require ongoing treatments, skilled nursing, and
monitoring. The clients have complex medical needs. It is
intended to fill the gap between the acute care hospital and
the traditional long-term care facility (Cheek, Tumlinson, &
Blum, 2005).

Subacute care facilities are usually part of a freestanding
long-term care facility. Services may include intensive rehabili-
tation therapies, postsurgical services, wound and pain man-
agement, care for clients with acquired immunodeficiency
syndrome (AIDS), oncology care, peritoneal dialysis, ventila-
tor care, intravenous therapy, nutritional support, and cardiac
monitoring. Many subacute care units specialize in one or two
of these areas. Clients stay from 20 to 30 days. Thorough dis-
charge planning with client teaching are essential components
to the plan of care.

CONTINUING CARE RETIREMENT
COMMUNITIES

Continuing Care Retirement Communities (CCRCs) are
designed to provide continuous care as the individual’s health
care needs change. Such levels are the following:

« Independent living apartments on the premises with
housekeeping services and meals provided.

« Assisted living—a combination of housing and services
for those who need help with ADLs.

« Full care—short-term for persons recovering from a
temporary disorder or permanent for long-term illnesses
such as Alzheimer’s disease; the CCRC health care facility
may be licensed as either intermediate or skilled.
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Usually, a fee is charged on entry and then a monthly fee.
The client must show proof of adequate financial resources for
acceptance into the system. The residents are secure know-
ing that they will receive care for the rest of their lives. Most
CCRCs want individuals to enter the system when they can
live independently in the apartments. The CCRC health care
facility may be certified for Medicaid for clients who exhaust
their financial resources; it may also be certified for Medicare
for clients qualified to receive such services. Neither Medicaid
nor Medicare will pay for the independent living or assisted
living areas of a CCRC.

ASSISTED LIVING

Assisted living provides housing and services for those who
require assistance with activities of daily living (ADLs). No
nursing care is provided. These persons cannot live alone but
do not need 24-hour care. The individual’s independence and
freedom of choice are maintained. This care may be available
in a freestanding facility or as part of a long-term care facility or
CCRC as previously described. The monthly fee covers meals,
rent, utilities, housekeeping services, assistance with ADLs,
health promotion, medication management, exercise programs,
and transportation (Assisted Living Federation of America
[ALFA], 2008a).

There are an estimated 20,000 assisted living residences in
the United States with more than a million residents (ALFA,
2008a). The typical resident is a female (single or widowed) in
her 80s (ALFA, 2008a). Assisted living residences are licensed
by the state. The average cost is $3,241 per month and is paid
mainly from personal funds (AFLA, 2008b). Some residents
have financial assistant programs that aid with the cost. The
Department of Veterans Affairs assists with assisted living costs
for veterans and their widows if the veteran served in wartime.

ADULT DAY CARE

Adult day care centers may be freestanding, located in a
private home or as a separate part of a long-term care facil-
ity. It is a protective setting for adults who are unable to stay
alone but who do not need 24-hour care. A variety of services
are provided. The centers are usually open S days a week and
serve two or three meals. The daily or hourly fee does not
include meals. Services may be comprehensive offering nurs-
ing care and some rehabilitation or limited to socialization.
Working persons whose spouse or parent living with them
cannot be left alone often use these services. Fifty-two percent
of day care clients have some degree of cognitive impairment
(National Adult Day Services Association, 2008).

RESPITE CARE

Respite care may be offered by long-term care facilities, adult
day care centers, or private homes. It provides a break to care-
givers for a few hours a week, for an occasional weekend, or for
longer vacations. Supervision, meals, and planned activities
are included.

FOSTER CARE

Foster homes for individuals unable to live independently
yet who do not require care in a health care facility are being
investigated in some states. These homes are similar to the
foster home concept for children.
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ROLE OF THE LP/VN

Long-term care facilities probably offer more career oppor-
tunities for the LP/VN than any other type of health care
described in this chapter. Small facilities may use the LP/
VN as supervisor during the evening or night shift accord-
ing to the LP/VN scope of practice within the state. The
LP/VN might have charge of one unit with an RN as house
supervisor in larger facilities. The nurse needs good assess-
ment skills and the ability to make nursing judgments based
on assessment findings. The LP/VN may also be expected
to coordinate and supervise the work of nursing assistants.
LP/VNs may take the Certification Examination for Practi-
cal and Vocational Nurses in Long-Term Care (CEPN-LTC™
given by the National Council of State Boards of Nursing
(NCSBN). Those who pass the examination are certified in
long-term care and may use the initials “CLTC” to signify
their certification.

OUTPATIENT CARE

Outpatient care includes services provided without actually
admitting the client to a health care facility. Same-day surgery
(in and out within 24 hours) may be found as a unit in an
acute care hospital or as a freestanding facility. Various clinics
and treatment centers offer diagnostic testing, chemotherapy,
physical therapy, and other services.

ROLE OF THE LP/VN

The major role of LP/VNs is preparing the client for the treat-
ment or procedure, checking vital signs, answering questions,
and doing discharge teaching. They may also assist with the
test or procedure.

HOME HEALTH CARE

Home care is the fastest-growing segment of health care and
encompasses many services delivered to persons in their homes.
Clients may receive IV therapy, chemotherapy, ventilator care,
and parenteral nutrition at home. Nurse specialists often care
for complicated cases involving wounds, diabetes, and respira-
tory or cardiac problems.

Medicare-certified agencies (7,747 in 1999) provide
intermittent care to persons meeting the criteria for care
(National Association for Home Care and Hospice (NAHC),
2008a). A registered nurse calls on the client a certain speci-
fied number of times each week to assess the client’s condi-
tion, deliver skilled nursing care, and supervise the work of
LP/VNs and unlicensed workers. Nursing assistants give per-
sonal care, check vital signs, and do positioning, transfers, and
passive range-of-motion exercises. In addition, the agency may
provide therapists and social workers to serve their clients,
also on an intermittent basis. These services are time limited
by Medicare and are not reimbursable if the client does not
require skilled care.

The home health agency may provide homemaker ser-
vices for light housekeeping tasks, companion services, trans-
portation for outpatient care, and pain management. The
home health nurse must be aware of the availability of respite
care for family members needing a break from the rigors of
caregiving and may need to encourage them to do so. Client
rights and responsibilities are listed in Table 6-2.

TABLE 6-2 Client Rights and
Responsibilities—Home Care

Clients receiving home health care services or their
families possess basic rights and responsibilities. These
include:

The

1.

10.
11.

12.

13.

The

10.

right to:
be treated with dignity, consideration, and
respect.

. have their property treated with respect.
. receive a timely response from the agency to

requests for service.

. be fully informed on admission of the care

and treatment that will be provided, how
much it will cost, and how payment will be
handled.

. know in advance if they will be responsible for any

payment.

. be informed in advance of any changes in

care.

. receive care from professionally trained personnel,

to know their names and responsibilities.

. participate in planning care.
. refuse treatment and to be told the consequences

of this action.

expect confidentiality of all information.

be informed of anticipated termination of
service.

be referred elsewhere if denied services solely
based on ability to pay.

know how to make a complaint or recommend a
change in agency policies and services.

responsibility to:

. remain under a doctor’s care while receiving

services.

. provide the agency with a complete health

history.

. provide the agency all requested insurance and

financial information.

. sign the required consents and releases for

insurance billing.

. participate in care by asking questions, expressing

concerns, stating whether information is not
understood.

. provide a safe home environment in which care is

given.

. cooperate with the doctor, the staff, and other

caregivers.

. accept consequences for any refusal of

treatment.

. abide by agency policies that restrict duties the

staff may perform.
advise agency administration of any dissatisfaction
or problems with care.

COURTESY OF DELMAR CENGAGE LEARNING



1) PROFESSIONAL

Sharps Injuries in the Home

e A recent study found that 34.9% of home health
care nurses had a sharps injury during their
career. In analyzing the data from 2001-2007, no
safety sharp was used in 65% of the sharp injury
incidences (Quinn et al., 2008).

e OSHA cannot regulate private homes.

e Home health employers are responsible for
meeting OSHA requirements that are not site
specific, including sharps with built-in injury
protection.

ROLE OF THELP/VN

The role of the LP/VN in home care is expanding, with

56,610 LP/VNs working in home health care. Also, there

are 126,453 RNs, 458,685 home care aids, 21,196 physical

therapists, 12,564 social workers, and 6,272 occupational

therapists working in home care (NAHC, 2008a). The LP/

VN responsibilities vary among agencies. All nurses working

in home care must have excellent assessment skills and a keen

ability to identify actual and potential problems. Working

with the family may be a greater challenge than meeting cli-

ent needs. A major responsibility for the home health nurse

is teaching the client and family. Clients with chronic health

problems have ongoing needs after home health care is dis-

continued. They and their family caregivers must be taught

the following:

The disease process

« Complications that may occur

« How to prevent complications

« Signs and symptoms of complications

« How to reduce risk factors, such as dietary adaptations and
exercise programs

Medications

« Actions of medications

« Special administration guidelines, such as timing related to
meals

« Side effects

Special skills

« Drawing up and administering insulin or other injectables
« Using a blood glucose monitor

« Changing dressings

« Monitoring vital signs

« Using special client care equipment, adaptive devices, and
assistive devices

Documentation and communication

« How to keep records for nurse or physician visit, for
example, blood glucose, blood pressure, and weight

- How and when to contact the home health nurse
« How and when to contact the physician
« How and when to contact emergency services

CHAPTER 6 Arenas of Care 111

HOSPICE

Hospice is humane, compassionate care provided to clients
who can no longer benefit from curative treatment and have 6
months or less to live. The special care is designed to provide
sensitive support, allowing clients to be alert and pain free
and have other symptoms managed so that the last days are
spent with dignity and quality of life at home or in a homelike
setting. This is sometimes referred to as palliative care.

The first hospice in the United States began in 1974.
Today, there are 3,257 Medicare participating hospices, and in
2006, there were a total of 4,500 hospice programs. In 2006,
964,614 Medicare clients and their families received hospice
services (Hospice Foundation of America [HFA], 2008).

The primary physician must refer the client to hospice.
Care and support are provided to both client and family by a
team consisting of the physician, nurses, counselors, therapists,
social worker, aides, and volunteers. The team regards dying as
anormal process and does nothing to hasten or postpone death.
Relief of pain and other distressing symptoms is provided. The
client is supported to live as actively as possible until death. The
family is supported to help them cope during the client’s illness
and in their bereavement after the client’s death. Health care
workers may also need support because the task of caring for the
dying is often quite stressful but can be fulfilling because most of
the time the care encompasses all aspects of pure nursing care.

Benefits for hospice are included in most private health
care insurance, HMOs, and managed care; Medicare; and in
43 states plus the District of Columbia by Medicaid. Forty-
four states have licensure laws for hospice programs. Some
programs are certified voluntarily by Medicare and accredited
by the JCAHO or Community Health Accreditation Program
(CHAP) (HFA, 2008).

Other health care environments include schools, com-
munity nursing centers, adult day care centers/programs, rural
primary care hospitals,and industrial clinics. Table 6-3 describes
arenas of care, services provided, and the nurse’s role.

1) PROFESSIONAL

Hospice Settings

Hospice care may be implemented in a variety of
settings: the client’s home, a special area of hospitals
or nursing homes, or freestanding inpatient
facilities. Most clients receive care at home. In 2006,
approximately 36% of all deaths in the United States
were given care by hospice personnel (National
Hospice and Palliative Care Organization, 2007).

Working in Various Facilities

What are the pros and cons related to working
for an acute care hospital, home health agency,
hospice, or long-term care facility?
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Acute care hospital

TABLE 6-3 Health Care Arenas

UNIT 2 The Health Care Environment

SERVICES PROVIDED

Diagnosis and treatment of illnesses
(chronic and acute)

Acute inpatient services

Diagnostic procedures

Surgical interventions

Ambulatory care services

Critical (intensive) care
Rehabilitative care

NURSE’S ROLE

Provide ongoing assessment

Caregiver and educator

Maintain client safety

Coordinate care and collaborate with other health
care providers

Initiate discharge planning

Extended-care

(long-term care) facilities

(e.g., nursing homes,
skilled nursing facilities)

Intermediate and long-term care for
people who have chronic illnesses and
are unable to care for themselves
Restorative and rehabilitative care until
client is ready for discharge home

Plan and coordinate care

Provide care directed toward meeting basic
needs (e.g., nutrition, hydration, comfort,
elimination)

Administer medications, treatments, and other
therapeutic modalities

Provide teaching and counseling

Outpatient (clinics,
physician’s offices,
ambulatory treatment
centers)

Treatment of illness (acute and chronic)
Diagnostic testing
Select surgical procedures

Traditional role:

Prepare client for examination

Check vital signs

Assist with diagnostic tests

Expanded role:

Perform physical (or mental status) examination
Provide teaching and counseling

In some settings, advanced practice registered
nurses (APRNSs) act as primary care providers

Home health care

Wide range of services, including

Provide skilled nursing care

agencies curative and rehabilitative Coordinate health-promotion activities (e.g.,
education)
Hospice Care of individuals who have terminal Promote comfort measures
illnesses Provide pain control
Improve the quality of life until death Support grieving families
Educate family/client
Schools Federally funded to provide physical and Coordinate health-promotion and disease

(school-based clinics
[SBCs])

mental health services in middle and
high schools

prevention activities
Provide health education
Treat minor ilinesses

Community nursing
centers

Direct access to professional services

Promote health and wellness
Treat client’s responses to health problems

Adult daycare centers/
programs

Maintain safety for clients
Provide social experiences
Monitor health

Provide safe environment
Encourage socialization
Health assessment and promotion

Rural primary care
hospitals (RPCHs)

Stabilize clients until they are
physiologically able to be transferred to
more skilled facilities

Perform assessments and provide emergency
care

Industrial clinics

Maintain safety and health of workers

Conduct ongoing screenings

Provide preventive services (e.g., tuberculosis
testing)

Coordinate health-promotion activities
Provide education for safety

Provide urgent care as needed

Maintain health records
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REHABILITATION

Rehabilitation is the process of helping individuals reach
their optimal level of physical, mental, and psychosocial func-
tioning. This is accomplished by modifying the effects of the
disability, preventing complications, and increasing indepen-
dence. The individual’s self-esteem is increased, thus improv-
ing the quality of life. Rehabilitation works to increase the
client’s ability to complete the basic ADLs and the instrumen-
tal activities of daily living (IADLs). ADLs include grooming
and hygiene, dressing, eating, mobility, and toileting. IADLs
include higher-level tasks such as using the telephone, house-
hold and money management, and driving a car. The goal is to
teach clients to manage their own care when there is limited
potential for regaining total independence.

THE INTERDISCIPLINARY HEALTH

CARE TEAM

An interdisciplinary health care team (IHCT) is the essential
component to the rehabilitation process. Client and family
are the focus and are encouraged to participate in the plan-
ning of care. The client determines the amount of family par-
ticipation. The professional members of the team are selected
based on the needs of the client. The physician, rehabilitation

f

L
I

s
LPN

Pharmacist

Respiratory
therapist

Unlicensed
assistive
personnel

Dietitian

Case manager
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nurses, social workers, dietitians, physical and occupational
therapists, a speech-language pathologist, recreational thera-
pists, and mental health professionals are usually required to
provide services (see Figure 6-2).

Each discipline completes an assessment and shares
this information at the care planning conference so that a
consensus among members (including the client and family)
can be reached. This avoids both duplication of services and
fragmented care. A holistic approach is used so that the client’s
physical, mental, and psychosocial needs are identified.

FUNCTIONAL ASSESSMENT
AND EVALUATION FOR
REHABILITATION

Clients who need rehabilitation are screened before admission
to a program. Assessments are completed by health care pro-
tessionals whose services may be required by the client. The
purpose of screening is to select the best setting for services.
Criteria for admission to a program usually require that the
client be the following:

o Medically stable
« Able to learn

« Able to sit supported for at least 1 hour per day and to
actively participate in the program

Occupational
therapist

Physical
therapist

Healthcare
administrator

Social worker

FIGURE 6-2 The Interdisciplinary Health Care Team
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FIGURE 6-3 The role of a rehabilitative nurse is caregiver,
client advocate, counselor, and coordinator of care.

Interdisciplinary programs may stipulate that the client
has disabilities in two or more areas of function:
« Mobility
« Performance of ADLs
« Bowel and bladder control
« Cognition
« Emotional function
« Pain management
« Swallowing
« Communication

Several standardized assessment instruments are
designed to evaluate cognition, speech and language, motor
function, mobility, and the performance of ADLs. There are
additional tools that identify the client’s risk for pressure
ulcer formation and potential for bowel and bladder man-
agement for incontinence. Refer to the AHCPR publication
Post-Stroke Rehabilitation, Clinical Guideline Number 16 for a
complete description of assessment instruments (Kernich,

1996).

ROLE OF THE LP/VN

Rehabilitation nursing is a specialty practice that requires
specialized knowledge, skills, and attitudes. A sound knowl-
edge base in the anatomy and physiology of the neurological,

musculoskeletal, gastrointestinal, and urological systems is a
prerequisite. The nurse must have excellent clinical skills in
the areas of therapeutic positioning, range-of-motion exer-
cises, transfers, ambulation, and ADLs. The nurse is respon-
sible for planning measures to prevent complications, such as
impaired skin integrity and contractures, and to implement
interventions for dysphagia, incontinence, and other identi-
fied problems.

The nurse, as a member of the interdisciplinary team, may
function as caregiver, client advocate, counselor, and coordina-
tor of care (see Figure 6-3). The nurse needs to understand the
roles and responsibilities of each discipline and how to relate
to each discipline.

REHABILITATION SETTINGS

Rehabilitation takes place in a variety of settings. It begins
during the acute stage of illness when the client’s medical
condition stabilizes. Rehabilitative services are often needed
after discharge from acute care, necessitating transfer to a hos-
pital inpatient program, an outpatient rehabilitation program, a
home rehabilitation program, or a skilled nursing facility. Entry
into a rehabilitation program should reflect a consensus among
the client, family or significant others, physician, and the reha-
bilitation program.

Hospital Inpatient Program

Hospitals may have a separate rehabilitation unit, or services
may be available in a freestanding hospital specializing in
rehabilitation services. The hospitals are staffed by a full
range of rehabilitation professionals with RNs and a physi-
cian skilled in rehabilitation (physiatrist) available 24 hours
a day.

Skilled Nursing Facility

The skilled nursing facility offering rehabilitation services
may be hospital based or community based. Programs are
similar to those offered in hospital settings, with a full range
of services and health care professionals. Physician coverage
varies, but professional nursing care is provided 24 hours a
day. Families should research the services available to make
sure their loved ones are receiving the best rehabilitation for
their situation.

Outpatient Rehabilitation

Outpatient services offered by hospital-based rehabilita-
tion programs range from occasional visits to three or four
visits per week. Day hospital programs are another form of
outpatient services but require the client to spend several
hours per day for 3 to S days per week at the hospital. Avail-
ability of transportation is a prerequisite for all outpatient
programs.

Home Rehabilitation

Some home health agencies provide a full scope of services,
including nursing, all therapies, rehabilitation, and social ser-
vices. The accessibility of services varies greatly depending on
the availability of therapists in the area.
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SAMPLE NURSING CARE PLAN

The Client Requiring Rehabilitation

M.J., 65 years old, was admitted to a skilled nursing facility following hospitalization for a right cerebral hemi-
sphere stroke. He is unable to purposefully change position without assistance. His gag reflex is weakened,
swallowing is delayed, and there is coughing after swallowing. M.J. has smoked for 50 years and is still doing
so. Rehabilitation was initiated in the hospital. A feeding tube was put in place with the goal to assist M.J. to
regain his swallowing ability so the tube can be removed. M.J. frequently expresses his discouragement with
his dependency on the staff. He is married and lives in the community with his wife. M.J. had been retired for
1 year before the stroke. His wife, A.J., works full time. Two adult children live in other states. A.J. hopes that
her husband will regain adequate mobility skills so she can eventually take him home.

NURSING DIAGNOSIS 1 Impaired Physical Mobility related to musculoskeletal, neuromuscular, and
sensoriperceptual impairments as evidenced by inability to purposefully change position of body without
assistance

Nursing Outcomes Classification (NOC) Nursing Interventions Classification (NIC)

Ambulation: Walking Exercise Therapy: Ambulation

Body Positioning: Self-Initiated Positioning

PLANNING/OUTCOMES NURSING INTERVENTIONS RATIONALE

M.J. will maintain current level of Change position at least every Prevents contracture formation

range of motion in all joints. 2 hours. and pressure ulcers. Hemiplegic
Do passive range-of-motion limbs are flaccid immediately after
exercises twice a day on affected  stroke and then become spastic.
extremities.

M.J. will remain free of Assist with active range-of- Maintains joint mobility and

contractures. motion exercises on unaffected prevents contracture formation,
extremities. Teach to do self- also increases strength and

range-of-motion exercises when endurance.
condition permits.

M.J. will begin program of Teach M.J. to move in bed: Increases the client’s bed mobility.
progressive mobilization. e Begin in supine position with The recovery of a client with
the knees bent and feet flat in  a stroke is dependent on the
bed. cooperative efforts of several
e Raise the hips by pressing his interdisciplinary team members.
heels down.

e Stabilize the affected limb by
nurse exerting pressure down-
ward through the thigh just
above the knee while assisting
the client to lift the pelvis clear
of the bed.

Consult with physical therapist The physical therapist is an expert
about program for progressive in mobility.
mobilization.

EVALUATION
Range of joint motion is preserved. No contractions noted. Progress in mobilization is achieved;
movement in bed, transfers with 1 to 2 assists.

(Continues)
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SAMPLE NURSING CARE PLAN (Continued)

NURSING DIAGNOSIS 2 Impaired Swallowing related to neuromuscular impairment as evidenced
by weakened gag reflex, delayed swallowing, and coughing after swallowing

Nursing Outcomes Classification (NOC) Nursing Interventions Classification (NIC)
Swallowing Status Swallowing Therapy
PLANNING/OUTCOMES NURSING INTERVENTIONS RATIONALE
M.J. will swallow without Consult with speech-language Makes a definitive diagnosis of
aspirating. pathologist regarding video- impaired swallowing and is the
recorded fluoroscopy for basis for intervention.

swallowing evaluation.

Serve semisolid foods of medium  Requires less manipulation in the

consistency. Use a commercial mouth and allows concentration on
thickener for liquids. Avoid milk,  swallowing rather than chewing.
citrus juices, and water. Liquids are more manageable when

thickened. Milk and citrus juices
stimulate production of saliva.

Allow rest period before eating. Decreases risk of aspiration.
Position client at 60- to 90-degree

angle before, during, and for

1 hour after eating.

Maintain head in midline with Facilitates the passage of food
neck slightly flexed. through the pharynx.
Face M.J., avoid haste. Allows feeder to evaluate the

eating process.

Minimize distractions, keep Focuses the client’s attention on
conversation minimal. eating.

Allow M.J. to see and smell food. Sensory cues promote awareness
Give verbal descriptions. Use of eating.

regular metal teaspoon, give one-

half teaspoon at a time.

Place food on unaffected side Buccal pocketing of food in the
of mouth. Teach to hold food in cheek on the affected side is
mouth, think about swallowing, common after a stroke.

and then swallow twice.

EVALUATION
There are no signs of aspiration.

NURSING DIAGNOSIS 3 situational Low Self-Esteem related to the functional impairments of inabil-
ity to move and delayed swallowing as evidenced by verbal expression of discouragement

Nursing Outcomes Classification (NOC) Nursing Interventions Classification (NIC)
Grief Resolution Grief Work Facilitation
Psychosocial Adjustment: Life Change Coping Enhancement
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SAMPLE NURSING CARE PLAN (Continued)

PLANNING/OUTCOMES NURSING INTERVENTIONS RATIONALE
M.J. will verbalize acceptance of Assess for signs of severe or May indicate need for counseling.
self, situation, and lifestyle prolonged grieving.
changes.
Assess client’s interactions with Others may reinforce the concepts of
significant others. helplessness and invalidism.

Listen in nonjudgmental fashion  Builds trust and encourages
to comments about situation. verbalization of thoughts.

EVALUATION
M.J. is progressing through all rehabilitation therapies and presents no signs of prolonged grieving.

I SUMMARY I

« There has been a significant increase in the growth of « Rehabilitation can be provided in a variety of settings.
nonacute care settings. - There is a need for the services and skills of the LP/

« Medicare (federal funds) and Medicaid (state and federal VN in all health care services. Experience and additional
funds) are major sources of health care payment, especially education may be required for employment in special care
for the elderly and permanently disabled. settings.

REVIEW QUESTIONS

1. Subacute care is most often provided: 5. Inalong-term care facility, the LP/VN may serve
1. in a step-down unit of the hospital. as the:
2. in aspecial care unit of a skilled care 1. charge nurse of a unit.
facility. 2. physical therapist.
3. for clients who are terminally ill. 3. clinical nurse specialist.
4. for clients who require life support. 4. social worker.
2. Which of the following clients would be most likely 6. Agency certification: (Select all that apply.)
to benefit from rehabilitation services? 1. is regulated by the state.
1. Mr.J, 64 years old, had a stroke, is responsive and 2. is required for government reimbursement.
stable. 3. rules are generated by federal government.
2. Mrs. B, 89 years old, has Alzheimer’s disease in 4. establishes and evaluates compliance with rules
the fourth stage. and regulations.
3. Miss Z, 26 years old, is recovering from S. assures that delivery of care and service is above
pnheumonia. minimum standards.
4. Mr. K, 56 years old, has terminal cancer of the lung. 6. isavoluntary process.
3. As amember of the interdisciplinary health care 7. Long-term care services include: (Select all that apply.)
team, the LP/VN must be able to: 1. assisted living.
1. participate in the planning of client care. 2. acute care hospital.
2. plan the appropriate diet for clients. 3. subacute care.
3. teach the new amputee how to walk with a 4. hospice.
prosthesis. S. outpatient care facility.
4. provide alternative methods of communication 8. The nurse’s roles, as a member of the interdisciplinary
for the client with recent stroke. team, are: (Select all that apply.)

4. In the home health care setting, it is essential that
the LP/VN possess skills in:
1. advanced intravenous therapy.
2. respiratory therapy treatments.
3. physical assessment.
4. planning and providing speech therapy.

instruct in ambulation techniques.
provide care.

evaluate home environment.
order medications.

advocate for the client.

coordinate client care.

SN PE R
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9. The goal of rehabilitation is to:

1. improve quality oflife.

2. assist the client to reach optimal physical, mental,
and psychosocial level.

3. restore the client’s activities of daily living only.

4. regain total independence.

10. Nonacute arenas of health care includes a(n):

(Select all that apply.)

1. acute care hospital.

2. school-based clinic.

industrial clinic.

adult day care center/program.
skilled nursing home.

home health care agency.
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CHAPTER 7

MAKING THE CONNECTION

Refer to the following chapters to increase your understanding of communication:

Basic Nursing
+ Student Nurses Skills for Success + End-of-Life Care
+ Legal and Ethical Responsibilities + Self-Concept
+ Nursing Process/Documentation/ + Complementary/Alternative
Informatics Therapies
+ Cultural Considerations + Assessment

LEARNING OBJECTIVES

Upon completion of this chapter, you should be able to:

Define key terms.
Discuss the process of communication and factors that influence it.

Compare and contrast between verbal and nonverbal communication.

Utilize therapeutic communication.

Describe the psychosocial aspects of communication.
Demonstrate proper telephone communication.
Communicate effectively with clients and families.

Communicate with special clients who are visually impaired, hearing
impaired, speech impaired, unconscious, and non-English speaking.

Communicate effectively with terminally ill clients and their families.

Communicate effectively with other members of the health care team.

active listening hearing shift report

aphasia interpersonal communication telehealth

communication intrapersonal communication telemedicine

congruent listening telenursing

dysarthria nonverbal communication therapeutic communication
dysphasia professional boundaries verbal communication
empathy proxemics

feedback rapport



INTRODUCTION

Why study communication? Students in a nursing program
have generally had a minimum of 17 years of communicating.
Have you ever told another person a story and then heard the
story repeated by someone else? Or have you ever played the
game “telephone,” where a message is whispered from one
person to another and the last one states the message out loud?
In both situations, when you hear the story or message again, it
typically has changed from the original. When communicating
with a client, family, or another member of the health care team,
it is important that the message be sent and received accurately.
This chapter addresses the process of communication;
methods of communicating, including verbal and nonverbal
communication; and factors that influence communication,
such as age, culture, education, language, attention, emotions,
and surroundings. Techniques that promote effective (thera-
peutic) communication are also described, as are barriers to
communication, and examples of both are presented. Also
explored are psychosocial aspects of communication, such as
style, gestures, meaning of time, meaning of space, cultural val-
ues, and political correctness, and their importance to the health
care system. Finally, communication with the client, family, and
health care team as well as self-communication is discussed.

PROCESS OF COMMUNICATION

Communication is the process by which information is
exchanged between the sender and receiver. The six aspects of
communication are sender, message, channel, receiver, feed-
back, and influences.

SENDER

The person who has a thought, idea, or emotion to convey
to another person is called the sender. Messages stem from

TABLE 7-1 Methods of Communication

SENDING RECEIVING

DESCRIPTION
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a person’s need to relate to others, to create meanings, and to
understand various situations.

MESSAGE

The thought, idea, or emotion one person sends to another
person is called the message. It is a stimulus produced by the
sender and responded to by the receiver. A person’s perception
(the meaning that the individual assigns to any sensory input)
can alter the message.

CHANNEL

The person sending the message must decide how to send the
message. The method by which a message may be transmitted
is verbal or nonverbal (Table 7-1).

RECEIVER

The physiological component involves auditory, visual, and
kinesthetic processes. The person’s psychological processes may
enhance or hinder the receiving of messages. For example, anxi-
ety may cause an individual to experience alterations in hearing
(act or power of perceiving sounds), vision, or feeling.

The cognitive element is the “thinking” part of receiving,
It involves interpreting stimuli and converting them into
meaning, as in listening (interpreting sounds heard and
attaching meaning to them).

FEEDBACK

Feedback is a response from the receiver that enables the
sender to verify that the message received was the message
sent. When these are not the same, more messages are sent
and received until the receiver understands the message sent
by the sender.

Verbal Auditory
Speaking e Hearing Receives auditory stimulus  Hears the client say, “My head hurts”
e Listening Interprets sounds heard Hears loud moaning in a client’s room,
and attaches meaning to and nurse checks if the client is
them in pain
Nonverbal or Verbal Visual
Writing e Sight Receives a visual stimulus Sees reddened area on heels
Gestures e Reading Documents on client’s record
Facial Expressions e QObservation Interprets a visual stimulus ~ Makes note of moaning sounds when
Body Posture by noting accompanying client turns to side and concludes that

Eye Contact sounds client has pain

Physical Appearance e Perception Assigns meaning to a Decides client has pain when
visual event grimaces

Nonverbal Kinesthetic

Touch ® Procedure sensation Performs nursing care Gives the client a back rub

e Caring sensation

Conveys emotional
support

Places hand on client’s shoulder

COURTESY OF DELMAR CENGAGE LEARNING



124 UNIT 3 Communication

Emotions and attention / Emotions and attention I
Message
Culture and language ™ _— Culture and language

Client 2
Age and education Feedback Age and education g
\ é
Developmental level Developmental level Z
Environment I B

F1GURE 7-1 Concept Map representing the communication process with influences identified.

INFLUENCES

Culture, age, emotions, language, and attention influence
both the sender and receiver as well as the situation within
which they find themselves. All of these elements together
are called a person’s frame of reference. These influences
sometimes help communication, and sometimes they hinder
communication. Figure 7-1 shows the process of commu-
nication with the influences affecting both the sender and
receiver.

METHODS OF COMMUNICATION

There are two methods of communicating: verbally and
nonverbally. Which is better? The answer is neither, or, more
accurately, it depends on what the sender is trying to commu-
nicate. Nonverbal aspects accompany virtually every spoken
message. Since nonverbal communication is usually conveyed
unconsciously by the sender, it is believed to be more honest
than is verbal communication.

VERBAL COMMUNICATION

Verbal communication is the use of words, either spoken or
written, to send a message. Methods of verbal communication
include speaking, listening, writing, and reading.

Speaking/Listening
Speaking is usually thought of as verbal communication,
but the receiver of a spoken message must listen. For com-
munication to take place, both speaking and listening must
occur. Have you ever spoken to someone in the same room
with you and received a nonmeaningful, senseless response
from that person or no response at all?> The other person
probably was only hearing words but not listening to the
message.

Communication experts say that people speak at a rate of
125 to 150 words per minute (WPM) but hear at a rate of 400
to 800 WPM. This extra time allows for distractions. Listeners
are generally distracted because they are not concentrating on
what is being said. Listening is one of the most difficult skills
to learn and execute well.

Intonation

Tone of voice has been estimated to convey 23% of the con-
text of a message. When the same words are said in different
tones of voice, they can have very different meanings. Tone of
voice might be pleasant, sincere, sorrowful, sarcastic, joyful,
or angry.

Writing/Reading

The other method of verbal communication is writing. The
receiver of the written message reads the words. The reader
must understand the words and then attach meaning to them.
With a written message, there is generally no opportunity for
immediate feedback. Therefore, great care should be taken
to ensure clarity when composing a written message. A good
example is charting. The physician may read the caregivers’
notes after they have gone home, allowing no opportunity for
immediate feedback. In such an instance, if the notes read that
a client was “uncooperative,” the physician would have little
idea exactly what the caregiver meant. An entry of “refused to
eat lunch, refused to get out of bed and sit in chair,” however, is
far more exact, illustrating the clarity in writing that is essential
to good communication.

NONVERBAL COMMUNICATION

Nonverbal communication, or body language, is a
method of sending a message without using speech or writ-
ing. Communication without words is done in many ways,
including gestures, facial expressions, posture and gait, tone
of voice, touch, eye contact, body position, and physical
appearance.

Nonverbal communication, which is part learned behavior
and part instinct, is generally unconscious. Feelings are believed
to be most honestly expressed nonverbally because there is
little conscious control over nonverbal communication.

Clients are particularly sensitive to nonverbal messages
and seem to believe them. Nurses must therefore make every
effort to be aware of the nonverbal messages they may be send-
ing to clients. Consider, for example, the nursing skills that are
not pleasant yet must be done. How would the client feel if
the nurse had a facial expression of disgust or revulsion when

emptying a bedpan?



Nurses must also be aware of and sensitive to the client’s
nonverbal messages. Many clients do not want to bother
“busy” nurses, so they say they are fine or do not need anything
when in fact they do. The perceptive nurse will observe non-
verbal signs, such as clenched fists, stiff posture, or a frowning
expression, and know that something is not right. The nurse
would then proceed with further assessment to determine the
reason the client is sending those nonverbal clues.

Gestures

Gestures are often referred to as “talking with hands.” Gestures
may be used to help clarify a verbal message, to emphasize an
idea, to hold another’s attention, or to relieve stress. Fingertap-
ping, fidgeting, or ring twisting generally indicates tension,
nervousness, or impatience. Shaking a fist indicates anger,
whereas pointing may be used to clarify directions.

Facial Expressions

Although some people have very expressive faces, others do
not. A big smile is easily interpreted as indicating happiness.
Eyebrows can be very expressive, showing surprise, worry,
thoughtfulness, or displeasure. The manner in which the fore-
head is wrinkled also sends a message.

Nurses must be very aware of their own facial expres-
sions, especially when caring for a client under “unpleasant”
conditions, such as when a client is vomiting or suffering from
bowel incontinence. An expression of displeasure manifested
as a “curled-up” nose or disgust is easily identified by the cli-
ent. The client, often already embarrassed at requiring such
care, will be reassured and comforted by a nurse’s facial expres-
sion indicating caring, concern, and empathy.

Posture and Gait

Good posture, with the head held up, and a purposeful gait are
usually interpreted as meaning self-confidence, competence,
and a positive self-image. Stooped shoulders, a downward-
held head, and a shuffling gait generally convey low self-

esteem, depression, lack of confidence, or apathy.

Touch

Touch is a simple yet powerful form of nonverbal commu-
nication that even a newborn infant can understand. Touch
can communicate caring, understanding, encouragement,
warmth, reassurance, or affection. Of course, touch can also
communicate anger, displeasure, or a lack or caring and under-
standing.

Many nursing tasks involve touching the client (i.e., bath-
ing, dressing changes, ambulating). Touch, along with other
nonverbal communication such as facial expression, posture,

Eye Contact

In some Asian cultures, it is considered rude or
disrespectful to make direct eye contact.
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eye contact, and tone of voice, will convey the nurse’s caring
and acceptance. Most clients accept touch as an integral part of
nursing care when it is done appropriately and professionally.

Eye Contact

Eyes, it is said, mirror the soul. Have you ever seen joy, sad-
ness, pain, or laughter in someone’s eyes? It is very difficult to
control these messages of the eyes.

Eye contact is generally interpreted as indicating interest
and attention, whereas lack of eye contact is thought to indi-
cate avoidance, disinterest, or discomfort.

Body Position

Body position is often a good indicator of a person’s attitude.
For example, crossed arms generally indicate withdrawal,
although the person could just be cold. The nurse needs to be
cautious not to misinterpret the client’s body language. Open
body positions, with the arms held freely at the sides, are
usually taken to mean a receptive attitude.

Physical Appearance

A person’s physical appearance says a great deal about that per-
son. A clean, neat, appropriately dressed individual conveys
a positive self-image, knowledge, and competence. A dirty,
sloppy, or inappropriately dressed person conveys the message
of “I don’t care how I look,” with the potential implication of
“maybe I am not too knowledgeable or competent” or “I am
sloppy in what I do”

It is very important for every nurse to be clean, neat, and
professionally dressed. Clients and families understand the
nonverbal message that appearance conveys. Appearance does
influence communication.

INFLUENCES ON
COMMUNICATION

Communication involves more than just sending and receiv-
ing verbal and nonverbal messages. How a person sends or
receives a message is influenced by such factors as age, educa-
tion, emotions, culture, and language. Attention to the mes-
sage and the surroundings are other influences. These factors
must be taken into account for accurate communication to
take place.

AGE

Factors related to age affect communication. For instance,
communicating with a child is different from communicating
with an adult and depends on the child’s age. Nonverbal com-
munication, particularly touch, and facial expression can be
understood by infants. Before learning to understand words, a
child can interpret tone of voice and gestures. Preschool chil-
dren respond well to communication involving toys or play
situations. They should be allowed some choices, but no more
than two alternatives should be offered. As the child’s vocabu-
lary increases, more verbal communication can take place.
Elderly persons may have some degree of hearing
loss or a slowed response time. The nurse should face the
elderly client when speaking and allow time for a response.
The client should be addressed as “Mr.” or “Ms.” unless he
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or she asks to be called by his or her first name. These mea-
sures reflect respect to the individual from the caregiver.

Generational categories are determined by a person’s
age. By understanding the characteristics of the four main
generations (traditional, baby boomers, Generation X, and
Generation Y), communication between the nurse and the cli-
ent, family members, coworkers, and others will be enhanced
(Box 7-1).

DEVELOPMENTAL LEVEL

Age and developmental level do not necessarily go hand in
hand. Individuals with mental retardation or developmental
delays will communicate at their level of development, not at
what is usually expected for their chronological age.

EDUCATION

Education is another strong influence on communication.
Vocabulary generally increases as does the ability to discuss
and understand concepts and abstract ideas.

EMOTIONS

A person’s emotional state greatly influences how messages are
sent or received. Someone who is very anxious or upset, for
example, may not hear what is said or may interpret the message
differently than the sender intended. This same person typically
speaks in an abrupt manner, loudly, and in harsh tones. The
depressed person, on the other hand, typically says very little,
speaking only one or two words or in very short sentences.

Box 7-1 CHARACTERISTICS OF THE FOUR MAIN GENERATIONS

Traditional

(1922-1945)

This generation is known for surviving the Great
Depression, developing the space program, creating
vaccines, developing suburbia, and pursuing equality
through the civil rights movement.

Values

Respect authority and rules
Defined sense of right and wrong
Honor loyalty

Attributes

Disciplined

Detailed oriented

Dislike conflict

Learn from history to plan for the future

Work Style
Command-and-control leadership style

Baby Boomers

(1946-1964)

This generation is known for the civil rights movement,
the women’s movement, an equal opportunity workplace,
increased educational and financial opportunities, space
exploration, and prosperity for many Americans.

Values

Health and wellness
Prosperity

Community involvement
Self-actualizing
Individual choice
Ownership

Attributes

Adaptive

Goal oriented

Positive attitude

Focus on individual choices and freedom

Work Style
Avoid conflict
Team building

Prefer hierarchical organization
Uniformity and consistency

Medical

Chronic diseases common to the age group: chronic
obstructive pulmonary disease, diabetes, osteoporosis,
high blood pressure, and cardiovascular disease.
Compliance to treatment depends on ability to afford
medical care and medication. Least likely to seek
mental health services (i.e., depression) because of
embarrassment and the stigma attached to it.

Communication

Given this generation’s respect for authority, communication
needs to be respectful, direct, and in person or by phone.
The client will most likely follow the health care provider’s
orders out completely and not question them.

Group decision making
Collaborative

Medical

Chronic diseases common to this age group include diabetes,
high cholesterol, high blood pressure, and heart and lung
disease. Cosmetic advancements have helped this generation
try to delay the aging process. Lifestyle issues include obesity,
certain forms of cancer (i.e., lung cancer from smoking), and
liver problems from alcohol consumption. This generation
feels an added stress by not only raising their own children
but also caring for and managing the health care for

their aging parents. This age group participates in self-
improvement services and preventive health care.

Communication

Given this generation’s respect for individual choice, the
client will prefer to be a part of the decision-making
process. This age group prefers to be called on the
phone or to meet in person to discuss important topics.
The client will expect to hear all of his or her health care
options and for health care to be a collaborative effort.

(Continues)
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Box 7-1 CHARACTERISTICS OF THE FOUR MAIN GENERATIONS (continued)

Generation X (Boomerang)

(1965-1980)

This was an era of emerging technology, autonomy,
self-reliance, economic decline, and political and
institutional issues, such as Watergate, Three Mile Island,
and the Iranian hostage crisis. This is the first generation
to be recognized as “latchkey” kids because of parents
working and the rise in divorce.

Values

Autonomy

Feedback and recognition
Time with manager
Contribution

Attributes
Multitasking
Independence
Adaptability

Work Style

High-quality end results

Productivity

Free agent

Independent (Don‘t look over my shoulder)

Generation Y (Millennial)

(1980-1995)

This was the era of technology; self-expression; being a
team player; the Columbine High School shootings; the
attacks of September 11, 2001; “a village raising a child”;
and “No Child Left Behind.” This age group has been
nurtured and protected by their parents and is now
entering the workforce with expectations of wanting
everything instantly because of parental upbringing and
technology.

Values

Self-expression is more important than self-control

Marketing and branding self is important

Violence is an acceptable means of communication

Fear living a poor lifestyle

Respect must be earned; it is not freely granted based
on age, authority, or title

Attributes

Adapt rapidly/create constantly

Crave change and challenge/exceptionally resilient
Committed and loyal when committed to an idea or cause
Accept others of diverse backgrounds easily and openly
Global in perspective

Work Style
Seek work in teams/virtual problem solving
Adapted from www.ValueOptions.com, 2009.

Flexible work hours/job sharing appealing

Balance between work and life—work to live, not live to
work

Sees self as marketable commodity

Technically competent

Ethnic diversity

Medical

Typically, this generation has waited to marry and
begin having children at an older age than previous
generations because of careers. Medical issues affecting
this age group include pregnancy, smoking, depression,
anxiety, and eating disorders.

Communication

Phone calls and e-mails are the preferred methods of
communication for this age group. Given this generation’s
respect for independence and feedback, the client will
prefer making his or her own health care decisions,
obtaining second opinions, confidentiality, and prompt
feedback from health care providers regarding health care
(i.e., diagnostic testing results). This client will extensively
research health issues on the Internet and bring the
findings with him or her to physician appointments.

Prefer flexible work hours and dress code

View their work as an expression of themselves, not a
definition of themselves

Want to know how what they do fits into the big picture
and need to understand how everything fits together

Exceptional at multitasking (need more than one activity
happening at a time)

Feeling of entitlement/wanting everything instantly

Seek to balance work and lifestyle, with more focus on
lifestyle

Medlical

This age group is young with few medical issues.
Common health care issues include motor vehicle
accidents, pregnancy, depression, anxiety, asthma, acne,
drug experimentation, and binge drinking. Visits to the
emergency room are more common for this generation
than making an appointment to see the family
physician, as it provides more immediate care.

Communication

This generation prefers communication via technology
including cell phone, texting, e-mail, pagers, blogging,
skyping, Facebook, chat rooms, and Webcams. It is
common for parents to be present with the client during
a health care appointment.

CULTURE

Each culturehasits ownstandards of communication, especially
with regard to nonverbal behavior. In the United States, for
example, eye contact is considered a sign of openness and

honesty. Those of Spanish heritage, however, believe eye con-
tact to be disrespectful. Similarly, in many parts of Europe, a
kiss on the cheek between two men is accepted. People from
other parts of the world, however, may look suspiciously on
this behavior.
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LANGUAGE

Language certainly influences communication. Speaking the
same language assists people in understanding each other,
although regional accents or dialects of a language can inhibit
communication and understanding. When verbal commu-
nication comes to a standstill, nonverbal communication is
often employed to assist. Any nurse who works in an area
where there is a predominant second language should learn
a few words or phrases in that language to help put clients at
ease and to facilitate their understanding. Most health care
facilities are required to have certified language interpreters
for consultation.

ATTENTION

The amount of attention each individual focuses on a
given communication greatly affects the outcome. In
selective listening, the receiver hears only what he wants or
expects to hear. Pain or discomfort, physical or mental, may
result in preoccupation, limiting the attention given to the
communication.

SURROUNDINGS

Most people do not want to talk about the intimate details of
their health care concerns in public (Figure 7-2). Thus, pri-
vacy should be provided. If the client occupies a room alone,
the nurse should close the door; if the client shares a room, the
nurse should take the client to a conference room or to another
private place, if possible, to discuss personal information.

The nurse should respect the client’s current “home” (e.g,,
the hospital room) as she would any person’s home, knocking
on the door before entering the room, not sitting on the bed
without permission, and asking before moving any personal
articles. These simple courtesies show respect for the client
as a person. When the client feels respected, communication
is enhanced.

CONGRUENCY OF MESSAGES

It is important that verbal and nonverbal communications
are in agreement, or congruent. Saying, “I really appreciate

FIGURE 7-2 Provide privacy when discussing personal or
intimate health concerns with clients.
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what you just did,” in a pleasant tone of voice while smiling
is congruent and clear; saying the same words in a disgusted
tone of voice while frowning is incongruent and, thus, poten-
tially unclear. The receiver may not know whether the sender
is genuinely pleased with what was done or is displeased
and being sarcastic. Messages such as these can confuse the
receiver, who then may require feedback in order to correctly
interpret the message.

It is important for the nurse to watch for congruency
between verbal and nonverbal messages and to ask for clarifi-
cation when incongruity exists.

LISTENING/OBSERVING

Listening and observing are two of the most valuable skills a
nurse can have. These two skills are used to gather the subjec-
tive and objective data for the nursing assessment. Because the
nursing diagnoses and nursing interventions are based on the
assessment, it is imperative that the assessment be accurate.
The term active listening has been used to describe the
behavior of listening and observing; it reflects the process of
hearing spoken words and noting nonverbal behavior. It is
listening for the meaning behind the words. This takes energy
and concentration. To show undivided attention to the client,
the nurse should be at eye level with the client, lean slightly
forward toward the client, and make eye contact. In this posi-
tion the nurse will be able to listen and observe more accu-
rately. Responses from the nurse such as “go on,” “yes,” “tell
me more,” “mmhm,” or “what else?” communicate that the
nurse is really listening and encourage the client to continue.

PSYCHOSOCIAL ASPECTS
OF COMMUNICATION

The psychosocial aspects of communication are important
for nurses to understand and then apply when caring for
individual clients. Consideration of these aspects makes com-
munication more effective.

The psychosocial aspects of communication include
gestures, style, meaning of space, meaning of time, cultural
values, and political correctness. These aspects are based
on individuality and culture and influence the nurse—client
relationship.

GESTURES

Gestures are movements of the body to reflect a thought,
feeling, or attitude. Some gestures are known globally, such as
applause to indicate approval. Some gestures, however, have
entirely different meanings in various countries. The nurse
must be sensitive to cultural variances and exercise good judg-
ment when caring for clients of different backgrounds and
heritages.

STYLE

Each person has a style of communication reflecting the per-
sonality and self-concept of that person. According to Jack
(2000), there are three common types of style: passive, aggres-
sive, and assertive. Remember that a person’s style of com-
munication is learned and has been reinforced over the years.
Because communication style is learned, it can be changed.
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When Clients Block Communication

In instances when clients block communication,

keep the following things in mind:

e The client may not wish to discuss the topic
introduced by the nurse or may not wish
to talk at all. Everyone needs time alone to
think.

e Accept and respect the client’s desires to not
communicate at a particular time.

e Let the client know that you are ready to listen
whenever the client is ready to talk.

The stress, fear, and anxiety associated with being a client
in the health care system may change a client’s style to passive
or aggressive.

Passive

The person using the passive style of communication is not
able to share feelings or needs with others, has difficulty asking
for help, does not stand up for himself, and is hurt and angry
when others take advantage of him. This person has a weak,
soft voice; uses apologetic words; makes little eye contact; and
is often fidgety. The person with a passive style of communi-
cation will often go along with others without expressing a
personal desire for an alternate plan of action. The client who
is generally very compliant, asks for nothing, and gets little
attention has a passive style of communication.

Aggressive

The person using the aggressive style of communication puts
his own needs and feelings first. Communication is done in
a haughty or angry manner. The voice is often demanding.
This person works to control or manipulate others, shows
no concern for anyone else’s feelings, and has an attitude of
superiority.

“

Gestures

The meaning of gestures is not universal. For
instance, in many places, a small circle made

with the thumb and forefinger means “okay.”
This is not true in Japan and France, however,
where this gesture means “money” and “zero,”
respectively. And in Brazil and Turkey, this gesture
is a symbol for female genitalia and is considered
an insult.
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Being Assertive

“1" messages—I think . . ., I expect..., | feel ...,
I need . . .—are excellent ways to begin practicing
assertive communication. Such messages indicate
ownership of the thought, feeling, or need—a fact
with which no one can argue.

Assertive

The assertive person stands up for himself without violating
the basic rights of others. True feelings are expressed in an
honest, direct manner, and others are not allowed to take
advantage of him. The voice is firm and confident, and appro-
priate eye contact is made. Such a person also respects the
rights, needs, and feelings of others; takes responsibility for
the consequences of his actions; and behaves in a manner that
enhances self-respect.

A person using the assertive style of communication effec-
tively lets others know his thoughts, feelings, and needs. He
also listens to and acknowledges the other person’s thoughts,
feelings, and needs. If the thoughts, feelings, or needs of the
persons communicating are in conflict, a compromise accept-
able to both can usually be worked out.

MEANING OF SPACE

For many years Edward T. Hall (1959) studied proxemics,
the study of space between people and its effect on interper-
sonal behavior. Hall says that like other animals, humans are
territorial. Consider the following examples of human ter-
ritoriality: People on a beach mark territory with a towel or
blanket; space is marked in waiting rooms with a hat, jacket,
luggage, or newspaper; and students in a classroom generally
sit in the same place and expect others to respect that space.

How much space do you prefer between yourself and
another person? This distance usually varies with the person
and the situation. The distance at which one person is com-
fortable with another person is influenced by age, gender of
those interacting, and cultural values. Hall (1959) categorizes
these comfort zones as intimate, personal, social, and public
space, defined as follows:

o Intimate—touch to 18 inches; usually limited to family
and close friends; necessary when performing most
nursing procedures

« Personal—18 inches to 4 feet; used with friends and
coworkers; effective for many nurse—client interactions
involving interviewing or data gathering

o Social—4 to 12 feet; preferred distance with casual
acquaintances

o Public—12 feet or more; generally used with strangers in

public places

Comfort zone distances vary from person to person.
While some people are comfortable being very close to the
person with whom they are interacting, others prefer a greater
distance. Nurses should always be aware of the client’s spatial
comfort level (Figure 7-3).
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FIGURE 7-3 Personal space (18 inches to 4 feet) is used by
friends and coworkers.

Much of nursing care involves touching the client, yet on
admission the nurse and client generally do not know each
other. The nurse must move from the client’s public space to
the client’s intimate space in a very short span of time to pro-
vide care. When care is given competently and professionally,
it helps the client feel more comfortable as the nurse occupies
the client’s intimate space.

MEANING OF TIME

In the United States, great emphasis is placed on schedules
and being on time. Time is money. The clock is watched, so
individuals know where they are to be every hour of the day
and night. When scheduled appointments are kept, the person
is considered to be dependable.

Some cultures do not have an instrument for telling time.
They have other ways of perceiving and dividing time. Some
cultures know a day has passed because the sun has risen,
has set, and is rising again. Scheduling in these cultures often
means “when we get around to it

CULTURAL VALUES

It is important that the nurse be familiar with the cultural
values of the people in the nurse’s region of employment,
especially when those values differ from the values of the
dominant culture. For example, optimal health for all is the
focus of the dominant U.S. culture. In some cultures, however,
health is not a major concern, and little financial or politi-
cal effort is dedicated to health. Likewise, individualism is
stressed in our culture. In many other cultures, however, the
social group, not the individual, is the primary focus.

As another example, consider that a number of cultural
groups have learned to enjoy what they have and do not feel

) PROFESSIONAL

Time Orientation

Be sensitive to the fact that clients of different
cultural backgrounds may value time differently
than you do. Do not jump to conclusions that the
client who is always late is lazy or inconsiderate of
schedules.
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the need to keep working for some goal or material object.
This contrasts with the dominant U.S. culture, where persons
must work hard, achieve, and keep busy in order to be consid-
ered successful. Finally, in the dominant U.S. culture, cleanli-
ness is closely related to optimal health and is a dominant
value. Few cultural groups emphasize cleanliness in the way
the U.S. culture does.

PoLiTICAL CORRECTNESS

Politically correct communication uses language that shows
sensitivity to those who are different from oneself. It is intended
to avoid the use of language that offends and to help eliminate
prejudice. Terms that suggest inferior status for members of
minority groups and terms that exclude older people, women,
and those with handicaps are replaced by politically correct lan-
guage. Prejudice and false ideas, which often lead to violence,
are perpetuated by racist and bigoted language.

THERAPEUTIC
COMMUNICATION

Therapeutic communication, sometimes called effective
communication, is purposeful and goal directed, creating a
beneficial outcome for the client. The focus of the conversa-
tion is the client, the client’s problems, or the client’s needs,
not the problems or needs of the nurse.

GOALS OF THERAPEUTIC
COMMUNICATION

Therapeutic communication has several goals or purposes.
One or more of these goals guides each therapeutic communi-
cation between the nurse and client. The goals are to develop
trust, obtain or provide information, show caring, and explore
feelings.

Develop Trust

Clients and nurses are generally strangers when they first
meet. The nurse then works to establish trust with each client.
Examples of ways to build trust include answering questions
honestly, responding to call lights promptly, and following
through. When caring is shown, trust develops faster. Mutual
trust established between client and nurse is termed rapport.

Obtain or Provide Information

The nurse obtains information from the client about general
health and specific health problems. With this information,
the nurse can make an accurate assessment and plan of care.

The nurse provides information to the client from admis-
sion to discharge, beginning with the orientation of a new
client to the hospital policies and routines. Sharing of infor-
mation continues throughout the hospital stay as the nurse
explains procedures, treatments, and tests; teaches the client
self-care; clarifies instruction from other health care workers;
and answers client questions. The discharge instructions con-
stitute the final stage of information provision.

Show Caring

Two ways to show caring are offering a drink of water without
being asked or fluffing a pillow. Knocking on the room door



TABLE 7-2 Ways to Show Caring

ACTIVITY

Cover the client with a blanket.
Assist the client to dress.
Serve a tray to the client.

Offer assistance.

Ask when leaving the room.

STATEMENTS TO USE WITH ACTIVITY

“It feels chilly in here. Perhaps this blanket will help.”

“I noticed you’re having a little trouble getting your robe on. Perhaps | can help.”
“It’s time to eat. | hope you’re hungry because it really looks good.”

“Here, let me help you. Perhaps together we can arrange these flowers.”

“Is there anything more | can do for you before | go?” or “I’'m leaving now, but
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I’ll be back in 20 minutes.”

Move the client up in bed.
Make the client’s bed.
Regulate environmental
temperature.

Turn the client in bed.
Straighten a pillow.

“You look so uncomfortable. Let me move you up in bed.”
“Now you have a nice fresh bed.”
“It seems very warm in here. Perhaps if | turn the air conditioner up, it will help.”

“Changing position really makes a difference, doesn’t it?”
“Let me straighten your pillow for you.”

before entering and taking time to always greet the client by
name are additional ways to show caring.

Explore Feelings

After rapport is established, the nurse can encourage the
client to explore feelings. Many clients are anxious about
their illness. Some have anxiety about being in the hospital,
and some fear the results of diagnostic tests. Some individuals
will not admit they are anxious or fearful. The nurse is often
able to help the client talk about feelings and reduce anxiety
by using therapeutic communication techniques. Sometimes,
only a clarifying statement is needed to alleviate fear or anxiety.
Other times, fear and anxiety are reduced by allowing the
client to talk.

BEHAVIORS/ATTITUDES TO
ENHANCE COMMUNICATION

Behaviors and attitudes that enhance therapeutic communi-
cation include warmth, active listening, caring, genuineness,
empathy, acceptance and respect, and self-disclosure.

Caring
Caring is an attitude that enhances communication as well as
a goal of therapeutic communication. Caring is the basis of a

MEMORY TRICK
SOLER

The nurse should use the memory trick SOLER
when talking with a client: IR
S = Sit upright
O = Open arms
= Lean forward

= Eye contact

I® Im Ir

= Relax

nurse—client relationship and makes the client feel important.
The client can easily identify a caring attitude. Table 7-2 gives
some examples of ways to show caring.

Warmth

Warmth, expressed predominantly by nonverbal commu-
nication, makes the client feel relaxed, welcomed, and
unjudged.

While touch is an important method to show warmth,
it must be used appropriately. Society dictates the touching
that is appropriate in various situations. Communication may
be greatly enhanced by holding a client’s hand or putting a
hand on the shoulder. This touching provides a connection
between the nurse and the client. Remember that touch may
not always be welcomed by the client.

Active Listening

As implied, listening is an active process requiring energy and
concentration. It involves listening to the spoken words as well
as being attentive to the nonverbal messages.

Responses from the nurses indicate that the nurse is really
listening to the client. It is important that the nurse concen-
trate on the interaction at hand and not become distracted by
other thoughts (Figure 7-4).

Genuineness

Effective communication is genuine. The nurse must be
honest about personal feelings. Sometimes it is appropriate to
cry with a client.

Genuineness means being truthful and not attempting to
answer a question when the answer is not known. After admit-
ting not knowing, the nurse should offer to find the answer
and then do so. Knowing that being genuine builds trust, the
nurse must use good judgment about confronting a family
member, client, or another health care worker or expressing
negative thoughts.

Empathy

Empathy, the capacity to understand another person’s feelings
or perception of a situation, is an objective awareness of or a
sensitivity to another person’s feelings and thoughts. Although
the nurse is not involved in the thoughts and feelings of the
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FIGURE 7-4 Active listening, concentrating on the
interaction with the client, enhances communication.

client, through empathy the nurse is able to understand and
accept the feelings and thoughts of the client. Sympathy is dif-
ferent from empathy. In sympathy, the nurse shares in the feel-
ings and thoughts of the client. These feelings and thoughts are
generally related to a loss.

Acceptance and Respect

Acceptance of clients as individuals with values and beliefs of
their own is an attitude that enhances communication. Nurses
must accept the fact that clients may have different values
and beliefs. It is called being nonjudgmental when a client is
accepted at face value.

Acceptance is shown by not expressing differing beliefs or
values and by simply accepting the statements or complaints
of clients. Clients then feel free to communicate and cooperate
in their care.

After acceptance comes respect. In order to understand
clients as unique individuals, they must be accepted in a
nonjudgmental way. Acceptance and respect by the nurse lets
clients know that they can be themselves and that they will still
receive quality nursing care even though they have different
values and beliefs than the nurse. Respect is shown when the
nurse introduces herself and also addresses the client by name
(preceded by “Mr.,” “Mrs.,” or “Ms.”).

Self-Disclosure

Sharing something about yourself such as thoughts, expecta-
tions, feelings, or ideas is termed self-disclosure. It does not
mean sharing personal problems. A nurse who shares some-
thing, such as personal future goals in nursing, is trusting the
client with that knowledge. The client who feels trusted will
trust the nurse, and therapeutic communication is augmented.

TECHNIQUES OF THERAPEUTIC
COMMUNICATION

Certain techniques promote therapeutic communication.
These techniques should be learned and incorporated into
the nurse’s manner of communicating.
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Clarifying/Validating
Clarifying or validating are used when the nurse is not sure of

the meaning of a message. Clarifying is the technique used to
understand verbal messages, such as the following:

“Doyoumean...?"

Validating is used to establish truth or accuracy. It is used for
nonverbal as well as verbal messages. Examples are as follows:

“Are you saying that you did not get your medication
today?”

“You are holding your side. Are you having pain there?”

Open-Ended Questions

Open-ended questions encourage clients to express their own
thoughts and feelings. How, when, where, and what are words
with which to begin an open-ended question. Open-ended
questions cannot typically be answered with “yes” or “no” or
with just one or two words, such as the following:

“How has this medication affected your vision?”

“What did the doctor tell you about going home?”

Open-Ended Statements

An open-ended statement calls for a response from the client.
Because it is a statement and not a question, the client does
not feel quizzed. Open-ended statements allow the client to
determine the direction of the conversation, thus helping the
client maintain a feeling of independence. Examples of open-
ended statements are as follows:

“Tell me about your physical therapy today.”

“You were telling me about ...

Reflecting

Reflecting is repeating all or part of a message back to the sender.
Often, reflecting focuses on feelings and helps the sender “hear”
the message from the receiver. This allows the sender a chance
to clarify the message and shows that the listener is trying to
understand the message. Reflecting can be a very useful tech-
nique if not overused. Examples include the following:

Client: “I'm really nervous about my surgery tomorrow.
My friend got an infection after her surgery. I'm very
frightened.”

Nurse: “You are anxious about your surgery and afraid of
getting an infection?”

Paraphrasing / Restating

Paraphrasing is restating the message in the receiver’s own
words. This lets the sender know how the receiver interpreted
the message. Clarification can then be done if necessary. The
sender is aware that the receiver is listening and trying to
understand the message, as in the following:

Nurse: “You are afraid that you might have complica-
tions from your surgery?”

Summarizing

Summarizing is stating in a sentence or two the major points
of a conversation to let the sender know what was heard.



The sender can then add more information or clarify what was
originally heard. An example might be as follows:

“Let me see, we have discussed ...

Focusing

Keeping communication focused on the topic being discussed
can sometimes be difficult. Clients may wander off to other
topics, or the topic may shift to the nurse. It is important to
keep the focus on the client and not the nurse. For example,
the nurse could say the following:

“We can discuss that in a minute, right now I'd like to
discuss ...

“A minute ago you mentioned that you'd had an upset
stomach after taking your medication. Tell me more
about that.”

Silence

Silence is one of the most difficult but effective techniques to
use. In the dominant U.S. culture, most people are uncomfort-
able with silence and feel the need to fill the gap by saying
something. Silence can be a valuable therapeutic technique,
allowing the client time to gather thoughts or check emotions.
Silence also gives the nurse a chance to decide how best to
continue the interaction. If the nurse employs behaviors to
enhance communication during the silence, the client will
often verbalize thoughts or feelings.

BARRIERS TO COMMUNICATION

Employing behaviors and attitudes to enhance communica-
tion will be of little use if the nurse also employs barriers to
communication. Although the communication process is
intense, it should not be threatening. The purpose in learning
about things that block communication is to enable the nurse
to identify them and avoid using them. Many mistakes can
be corrected when identified. A simple “I'm sorry, I shouldn’t
have said that” will often take care of the situation. Practice
helps sharpen communication skills. The most common
barriers are discussed in the following sections.

D PROFESSIONAL

Improve Communication Skills

Communication skills can be improved by the
following:

e Minimizing distractions

e Making eye contact

e Listening

e Being patient

¢ Not interrupting

e Checking congruency of words spoken with
non-verbal cues

e Using clear, easy-to-understand terminology and
explaining medical terms when used

e Asking client to paraphrase important information
| ]
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Therapeutic Communication

Practice the techniques of therapeutic
communication with family, classmates, friends,
and instructors. This may seem artificial and
uncomfortable at first, but it will become easier
with practice. If you begin using the techniques
of therapeutic communication now, you will
have incorporated them into your manner of
communication by the time you begin clinical
experience.
|

Closed Questions

Questions that can be answered with “yes” or “no” or with
only one or two words are considered closed. After the one- or
two-word answer, communication is usually ended; there is
no other avenue for the communication to follow. This type
of question is appropriate in certain circumstances, however,
such as when taking a health history or in an emergency.
Examples of closed questions are as follows:

“Is the pain gone?”

“Did you sleep well?”
Clichés

Clichés are overused, trite phrases that are almost meaning-
less. They are impersonal and often used when individuals
are at a loss for anything better to say. They are used without
thinking of the impact on the other person and often seem dis-
respectful of the client’s individual circumstances. Examples
include the following:

“Hang in there; tomorrow is another day”

“It could be worse.”

False Reassurance

False reassurance about the outcome of a situation is often
used in an effort to cheer up the client regardless of the facts.
False reassurance can be especially traumatic to a terminally ill
client who may be desperate to believe assurances even if they
are not founded in reality. An example of false reassurance is
as follows:

“Don’t worry, I'm sure everything will be fine.”

Judgmental Responses

Judgmental responses are based on the nurse’s personal value
system and imply right or wrong. Such responses allow no
room for further discussion, such as the following:

“You shouldn’t feel that way.”

“You oughttodo ...
Agreeing/Disagreeing or Approving/
Disapproving

Whether the nurse is agreeing/approving or disagreeing/
disapproving, offering an opinion implies that one belief is
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rightand the other wrong. Clients are thus prevented from shar-
ing their feelings and may feel pressured to express the same
values and opinions as the nurse. One example is as follows:

“I wouldn’t do it that way.”

Giving Advice

Giving advice involves offering personal rather than profes-
sional opinion. When the nurse does this, the client’s responsi-
bility for making decisions is diminished. Furthermore, some
clients may end up feeling unable to make their own choices
and may therefore become more dependent on the nurse. One
example might be the following:

“I think you should .. ”

Stereotyping

Stereotyping occurs when individual differences are ignored
and a person is automatically put into a specific category
because they have certain characteristics. Examples might be
the following:

“Someone your age shouldn’t worry about that.”

“Boys aren’t supposed to cry””

Belittling

Belittling conveys to a person that his thoughts or feelings
really have no value, that it is silly to think or feel a certain
way, or that he is no different from other individuals in similar
circumstances. Examples include the following:

“Many people have it much worse.”

“Yes, everyone feels like that”

Defending

Defending is a response to a feeling of being directly or indi-
rectly threatened. The nurse may make statements in defense
of self, another nurse, a doctor, or the health care facility.
Defending implies that the client is not permitted to criticize
or express feelings. This may be one of the most difficult com-
munication barriers to overcome. No one likes to be criticized
or to hear coworkers criticized. A natural first response is
to defend why something was said, done, or not done. An
example of defending is as follows:

“No one on this unit would say that.”

Requesting an Explanation

It can be very intimidating for a client when a nurse asks for
an explanation of behaviors, feelings, or thoughts. Often, the
client does not know the “why.” The usual results are increased
anxiety, becoming defensive, and an end to communication.
Examples are as follows:

“Why did you do that?”
“Why do you feel that way?”

Changing the Subject

An abrupt change of subject by the nurse generally indicates
to the client that the nurse is uncomfortable or anxious about
the topic under discussion. It often is used to avoid listening
to a client’s fear, distress, or problems and is interpreted by the
client as a lack of interest:

Client: “I don’t think I'll ever get well.”

Nurse: “Isn’t it a beautiful day?”

PROFESSIONAL BOUNDARIES

All communication with clients must take place within profes-
sional boundaries (the limits of the professional relationship
that allow for a safe, therapeutic connection between the profes-
sional and the client). The nurse must abstain from obtaining
personal gain at the expense of the client and refrain from inap-
propriate involvement in the client’s personal relationships.

NURSE-CLIENT
COMMUNICATION

One of the most important aspects of nursing care is com-
munication. Good communication skills are essential whether
the nurse is gathering admission information, taking a health
history, teaching, or implementing care. Interpersonal com-
munication is an exchange of information between the nurse
and the client. This basic level of communication occurs
between 2 or more people in a small group and is the most
common form of communication in nursing.

Nurses have both an ethical and a moral responsibility to
use any information gathered from the client in the client’s best
interest. Information that affects the health status or care of the
client should be shared with other members of the health care
team. All information concerning a client is confidential and
should never be discussed in elevators, the cafeteria, the hall-
ways, or other public places outside the health care facility.

Nurses’ competence is often judged by their commu-
nication skills. Client satisfaction is increased by good com-
munication, and increased client satisfaction leads to better
compliance with the therapeutic regimen.

A key factor in the client’s perception and evaluation of
the health care services provided is communication.

FORMAL/INFORMAL
COMMUNICATION

Formal communication is purposeful and is employed in a
structured situation, such as information gathering on admis-
sion or scheduled teaching sessions (Figure 7-5). Specific items
covered in a planned sequence provide more information in the
shortest amount of time.

Informal communication does not follow a structured
approach, although it often reveals information that is pertinent to
the client’s care. For instance, a client may comment that the tape
holding her bandage in place is irritating to her skin. This would
lead the nurse to assess the wound area and take action to correct
the problem. This interaction, although not planned or struc-
tured, was nonetheless helpful in ensuring quality nursing care.

Communication Barriers

Can you identify communication barriers you may
have seen in the past? If so, list them and discuss
ways to eliminate these communication barriers.




FIGURE 7-5 Formal Interaction, Admission Interview

SociAL COMMUNICATION

Everyday conversations with friends, family, and acquain-
tances are called social communication. Topics usually are
those of interest to both parties and reflect the social relation-
ship of the persons involved. Both people share information,
feelings, and thoughts. Social communication provides a way
to get acquainted with clients to learn about each other and to
begin a nurse—client relationship.

Although social communication is not considered thera-
peutic communication, it is used in the nurse—client relation-
ship. It is nonthreatening and puts the client at ease, allowing
the nurse to get to know the client and what is important to
the client. Social communication is often interpreted by cli-
ents as expressions of caring on the part of the nurse—that is,
the nurse cares enough about the client to spend time com-
municating as a person rather than as a nurse.

INTERACTIONS

Nurse—client interactions and relationships progress through
three phases. The purpose of the interaction dictates the
amount of time spent on each phase.

Introduction Phase

The introduction phase of any interaction is usually fairly
short. After greeting the client by name, the nurse should
introduce himself and define his role. Then expectations of
the interaction are clarified, and mutual goals are set. A good
format might be as follows:

“Good morning, Mrs. Ishdu. My name is Lorenzo
Lopez. I am a student practical (vocational) nurse. I will
be caring for you today and tomorrow. During this time,
I will be teaching you some leg exercises that you will
have to do after your surgery tomorrow.”

Working Phase

The working phase generally constitutes the major portion of
any interaction and is used to accomplish the goal or objective
defined in the introduction. Feedback should always be asked
for to ensure understanding on the part of the client. In the
previously presented scenario, the client’s demonstrating the
leg exercises and verbalizing why the exercises are necessary
would indicate understanding.

COURTESY OF DELMAR CENGAGE LEARNING

CHAPTER 7 Communication 135

Termination Phase

The termination phase is the final phase of any interaction.
Seldom do nurses have unlimited time to spend with one
client, and there are several ways for the nurse to indicate
the end of an interaction. The nurse may ask whether the
client has any questions about the topic discussed. Summa-
rizing the topic is another good way for the nurse to indicate
closure.

FACTORS AFFECTING NURSE—
CLIENT COMMUNICATION

As mentioned previously, factors such as age, education, emo-
tions, culture, language, attention, and surroundings affect
both parties in a communication. In nurse—client communi-
cations, additional factors relating to both the nurse and the
client also come into play. The nurse must be sensitive to these
factors and avoid personal biases in order to provide appropri-
ate nursing care.

Nurse

Many factors pertaining to the nurse influence nurse—client
communication. The nurse’s state of health, home situation,
workload, staff relations, and past experiences as a nurse can
all impact the attitude, thinking, concentration, and emotions
of the nurse. These all influence the way a nurse sends and
receives messages. Self-awareness (an awareness of all these
factors) is very important for the nurse when communicating.

Client

Factors related to the client that must be considered include
social factors, religion, family situation, visual ability, hear-
ing ability, speech ability, level of consciousness, language
proficiency, and state of illness. The National Institute on
Deafness and Other Communication Disorders (NIDCD,
2008) estimates that more than 46 million Americans suffer
from a communication disorder and that approximately 36
million Americans have some degree of hearing loss (NIDCD,
2008a).

Hearing Ability If a hearing-impaired person is able to read,
writing may be the easiest method of communication; how-
ever, many hearing-impaired persons have learned to speech
read at least to some degree. This was formerly known as lip-
read. Communicating with a client who is hearing impaired
requires time and patience.

The client may experience frustration when communi-
cating. Such frustration generally stems more from trying to
understand others rather than from trying to be understood.
Face the client and speak slowly and deliberately using slightly
exaggerated word formation. Gesturing can also be very effec-
tive. Check to see whether the client has a hearing aid and, if
s0, encourage its use during the communication.

Speech Ability Dysphasia, the impairment of speech, and
aphasia, the absence of speech, are most commonly seen as
the result of a stroke, although both can result from a brain
lesion. Other neurological diseases such as Parkinson’s disease
may also cause dysphasia. A dysfunction of the muscles used
for speech is termed dysarthria, which makes a person’s
speech difficult, slow, and hard to understand. Dysphasia,
aphasia, and dysarthria create communication problems.
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l LIFE SPAN CONSIDERATIONS

Communication

With Older Client
e Assess for sensory disturbances.

e Face the client when speaking.

e Have patience; response may be slow.

e Show respect and be considerate of the older
client’s personal dignity.

With Children

e Be at eye level with the child.

e Use vocabulary appropriate for the child’s level

E

of development.

Communication and the
Unconscious Client

Why should you communicate with an unconscious
client?

How can you communicate with an unconscious
client?

The person with dysphasia has difficulty putting thoughts
and feelings into words and sending messages. It should be
noted, however, that seldom does the person with dysphasia
have difficulty receiving and interpreting messages; thus, expla-
nations should be given before doing anything. If the client
can write, paper and pencil can be used for communication. A
picture board, word board, letter board, or computer may also be
employed. A person with speech impairments may feel frustrated
and helpless. Establishing some method of communication for
the client provides hope and maintains self-esteem while mini-
mizing or preventing feelings of depression, anger, and hostility.

Level of Consciousness True communication cannot be
accomplished with unconscious or comatose clients. It should
be remembered, however, that unconscious or comatose cli-
ents may be able to hear even though they cannot respond.
Caregivers should speak to these clients just as they would to
alert clients. Always greet the client by name, identify yourself,
and explain why you are in the room (i.e., what you are going
to do). Then let the client know when you are leaving and, if
possible, when you will return. Although one sided, this inter-
action is critical to the client’s care.

Language Proficiency The client’s ability to communicate
effectively through spoken language also influences the nurse-
client interaction. Clients who do not speak English generally
come from another culture. Learning about the other culture,
especially about the values and beliefs, will help prevent the
nurse from violating those values and beliefs.

A family member who speaks English could be used as an
interpreter, as shown in Figure 7-6. When another health care

FIGURE 7-6 A family member interprets communication
with a non-English-speaking client.

worker on the nursing unit speaks the same language as does the
client, that person could also be used as an interpreter as long as
it does not interfere with his or her work. Speak directly to the
client whether an interpreter is present or not. Make eye contact
with the client and speak slowly and clearly. Use simple words
and avoid slang and medical jargon. The nurse may recommend
a professional interpreter when obtaining informed consent.

Pictures or a two-language dictionary are often helpful.
When another language is prevalent in the community, nurses
should learn some phrases in that language to use in client
assessment and care. Remember, gestures, facial expressions, and
other nonverbal communication send messages without the use of
language.

Social Factors Socially acceptable health concerns, such as
having the gallbladder or appendix removed or having the flu,
are easy to discuss. It may be more difficult to communicate
with a woman who is having a breast removed. The symbolic
meaning of the breast may make it difficult for the client to
accept its removal and may influence how she relates to others.
A person who is HIV positive or has another sexually transmit-
ted infection may be very reluctant to discuss the illness.

Stage of Illness The stage of a client’s illness may influence
the client’s desire to communicate with the nurse. Clients in
the early stages of illness may be eager to learn all they can
about the illness or may express anger and resentment at their
current state of health.

Terminally ill clients may pose special challenges for the
nurse. Most terminally ill clients know they are dying and are
concerned about those whom they love. It is thus important
for the nurse to have the client identify those persons the cli-
ent considers to be “family” Family and nurses often struggle
with effective communication techniques when speaking with
one who is dying. Death is not a prime subject for discus-
sion, as it is often considered a defeat by health care workers.
Remember that silence and listening are both part of communica-
tion and can relay caring, compassion, and acceptance.

Whenever a client begins talking about death, the nurse
must be willing to listen and take part in the conversation.
Many times nurses hesitate to communicate with the termi-
nally ill for fear they will say the wrong thing. The client who
wishes to talk needs a good listener. Allow the client to guide
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Caring for the Client Who Is Hearing
Impaired

e Check to see whether the client wears a hearing
aid. Be sure it is in working order and turned on.

e Make every effort to move the client to a setting
with minimal background noise.

e Always face the client.
e Speak in a normal tone and at a normal pace.

e Determine whether the client uses sign
language. If signing is used, enlist the assistance
of an interpreter.

e Pay particular attention to nonverbal cues of the
client and to your own nonverbal behavior.

e Provide a pen and paper to facilitate
communication, if necessary.

the conversation. Listen and accept what the client says. Try-
ing not to give advice may be very difficult to do.

The nurse and the family must work together to under-
stand the ways that the terminally ill client communicates. It
can take persistence and insight to identify and decipher some
messages. “Listening” to the client’s gestures and facial expres-
sions helps facilitate understanding of messages.

Religion Communication can be difficult when religious
beliefs conflict with those of the health care team. Mem-
bers of some religions seek healing only through faith and
not through conventional medical services, including not
receiving blood transfusions. When a client has a minister,
priest, or rabbi visit, privacy should be provided if at all
possible.

Family Situation Illness often unites family members around
the client, but communication between the family and client
may be strained if the family has not been close to or support-
ive of the client before the illness. The nurse must be careful
not to discuss aspects of the client’s condition or treatment
in front of family members. It is usually best to ask family
members to step out of the room when any nursing care is
being given. This maintains the client’s right to privacy and
confidentiality.

If the client asks for a specific person to remain in the
room, it is usually allowed unless specifically contraindicated.

Visual Ability Communicating with clients who are visually
impaired may not seem to be a challenge at first; however, because
the nonverbal part of any message, such as facial expressions,
gestures, and other body language, is not able to be observed, an
important part of every message is lost to the client.

Generally, persons who are visually impaired speak only
when spoken to. Their speech is often loud when they are not sure
where the other person is. Silence makes them uncomfortable.

When orienting a new client who cannot see, the nurse
must include an explanation of “hospital sounds.” Describe
the room in detail and guide the client around the room if
possible. Always speak and identify yourself when entering the
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Caring for the Client Who Is Visually

Impaired

e Look directly at the client when speaking.

e Use a normal tone and volume of voice.

e Advise the client when you are entering or
leaving the room.

e Orient the person to the immediate
environment; use clock hours to indicate
positions of items in relation to the client.

e Ask for permission before touching the client.

|
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Objectivity

The nurse must remain objective and non-
judgmental when the client’s idea of family is
different from the nurse’s idea of family.

“

Family Interaction Patterns

¢ In some families, the male members make all
the decisions.

¢ In some families, decisions are made jointly,
with all members (or all adults) participating.

¢ In some families, unrelated persons such as
godparents or special friends are involved in
decision making.

room. Each step of a procedure as well as any touching should
be described before it is initiated. To prevent startling a client,
always inform the visually impaired client before touching.

COMMUNICATING WITH THE
HEALTH CARE TEAM

Because providing care to clients is a team effort, effective
communication is necessary. This communication between
team members may be oral or written, individual, group, or
on computer.

OrRAL COMMUNICATION

Oral communication takes place among all health care team
members. To provide continuity of care to the client, all
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persons who provide that care communicate orally concern-
ing that care.

Nurse—Student Nurse

Student nurses communicate not only with their clinical
instructor but with the staff nurses too. How well staff nurses
interact with student nurses depends on the experiences the
staff nurses have had with other student nurses and also on
how the staff nurses were treated as students. Student nurses
are present in the clinical facility for very specific learning
experiences that are selected by the instructor and relate to
classroom discussion. They will review client records, com-
municate with and care for their clients, and, when possible,
observe others performing procedures. Depending on how
far they have progressed through the nursing curriculum,
students may be limited in their nursing activities. Commu-
nication between student nurses and staff nurses is essential
because staff nurses are responsible for the care of clients
even though clients are assigned to students. Usually, a help-
ing relationship develops between staff nurses and nursing
students.

Nurse—-Nursing Assistant

The nurse is responsible for assigning duties to the nurs-
ing assistants. A relationship of trust and mutual respect is
established by answering questions and providing reasons for
specific activities requested.

Nursing assistants are often much more comfortable and
confident in providing bedside care. Therefore, they can be of
considerable assistance to the new graduate (whether an LP/
VN or RN). They often have creative solutions to problems
and should be included in planning care.

Nurse—Nurse

Nurse—nurse communications can be either peer—peer or
superior-subordinate communication. Peer—peer communi-
cation takes place many times every day. When each nurse
uses effective communication with peers as well as clients,
the unit runs more efficiently, and client care will be more
effective. Superior—subordinate communication often occurs
when the superior discusses client care to be performed by the
subordinate. The way this communication is handled affects
both the attitude of the subordinate and the client care given.

Nurse-Physician

Nursing education and expertise have evolved over the years to
a professional level. Nurses are responsible for their own actions
even when under the direction of a physician. Nurses have a duty
to secure physician clarification of any order that is illegible, that
is unclear, or that violates hospital policy or procedure.

Nurses must communicate openly and honestly with
physicians, demonstrating competence in assessments, nurs-
ing skills, provision of quality care, reporting change in client
status, and accurate documentation.

Nurse—QOther Health Professionals

Communicate with professionals in other departments on a
peer-to-peer basis. The focus of communication should be
clarification of goals for each client and ways to meet those
goals. Top-quality care is provided to clients by listening to
those in other departments and establishing mutual respect
for each other’s area of expertise.

FIGURE 7-7 Nurses work together to plan client care.

Group Communication

Client care conferences may be scheduled whenever the need
arises or on a regular basis. Some conferences may be only
for the staff of a specific nursing unit; others may include
some members of other departments. Only persons directly
involved with client care should be invited (Figure 7-7).

The objectives of the conference are established by the
conference leader, who makes all necessary arrangements. The
meeting site should be a conference room or other private place.
One person should record the discussion. When the conference
is about a particular client, only facts are to be documented on
the client’s chart. When the topic is general and not related to
any one client, only a record of the discussion is needed.

Telephone

When a student nurse takes a telephone call, the call should
be answered with the name of the department or floor and
the student’s full name and position (i.e., student nurse). If a
message is taken, the student nurse should write it down and
read it back to the caller, asking for the caller’s name and for
the caller to spell out his or her name. The student nurse must
never give out any information about clients.

SHIFT REPORT

Vital to continuity of client care is the shift report (report
about each client between shifts). An oral report is the most
common. The charge nurse of the outgoing shift may report
to all members of the incoming shift or only to the incoming
charge nurse who, in turn, shares the information with the
appropriate caregivers on the incoming shift.

Sometimes, the report is put on a tape recorder for the
next shift. This allows no chance for feedback, which can be
a disadvantage.

Another method is a “walking report” The outgoing
nurse reports to the oncoming nurse on each client as they
walk from bed to bed. This way the client is included and
aware of the information provided to the next shift.

The shift report about each client should be complete
and concise no matter which method is used. The report
should be focused on the clients and given in an orderly
manner. This is not the time for social conversation.

WRITTEN COMMUNICATION

Most written communication relates to the client’s chart. All
aspects of a client’s care are recorded on that client’s chart.
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Client Information for Shift Report

e Name, room and bed, age, sex

e Physician, diagnosis, admission date, any surgery

¢ Diagnostic tests (results if available) or
treatments in past 24 hours

e General status, significant changes in condition
e Changed or new physician’s orders

e Nursing diagnoses with nursing orders

e Evaluation of nursing interventions

e Last PRN medication given, IV fluids left hanging
and amount given

e Any concerns about the client or family
BN

Requisitions to x-ray or to physical or respiratory therapy
and requests for laboratory services for a client are all forms
of written communication. The reports resulting from these
requests become part of the client’s chart.

One type of written communication not pertaining to
a specific client is the interdepartmental memo requesting
equipment, supplies, maintenance, or housekeeping. Docu-
ments such as this are necessary to keep the nursing unit func-
tioning efficiently and effectively.

ELECTRONIC COMMUNICATION

Computers are being used extensively in the business offices
of health care agencies and have been so for years. The intro-
duction of computers into the departments of direct client
care has been slower, however. Nonetheless, in many places,
computers are used by client care departments to send requi-
sitions to other departments and to receive test results. Some
hospital pharmacies use computer programs that show safe
dosages and drug interactions. There are also programs to aid
physicians in diagnosing and treating some conditions. Some
acute care and long-term facilities have implemented full
online documentation, including nursing notes, nursing care
plans, and the medication administration record MAR.

Hing, Burt, and Woodwell (2007) studied the use of
electronic medical records (EMR) by office-based physi-
cians throughout the United States as well as plans to install
new EMR systems or replace current systems within the next
3 years. Approximately 29% of physicians reported using full
or partial EMR systems. This represents a 22% increase since
2005 and a 60% increase since 2001. With the expanding use
of computers in health care and the corresponding potential
for increased use, it is important for all health care workers to
have some knowledge about computers.

Telehealth

According to Hutcherson (2001), telehealth is using telecom-
munication equipment and communication networks to trans-
fer health care information between participants at different
locations. It can be used in almost every area of health care.
Telenursing, an element of telehealth, permits nurses
to provide care through a telecommunication system. The
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simplest form has been used for years—the telephone. Tele-
medicine, another element of telehealth, permits physicians
to provide care through a telecommunication system. Recog-
nized subspecialties include teledermatology, teleoncology,
telepathology, and teleradiology.

Two issues related to telehealth that are especially impor-
tant to nursing include licensure and standards of practice.
The National Council of State Boards of Nursing (NCSBN)
developed a plan for multistate licensure through legal agree-
ment (interstate compacts) between a group of states. In these
agreements, a nurse is licensed in one state but can practice
nursing in any of the states in the compact. Before multistate
licensure, nurses could participate in telenursing only within
the state of their licensure. Practice standards for telenursing
are in the process of being established. To assist nurses when
providing telenursing care, the American Nurses Association
(ANA) has developed some core principles for telehealth
(ANA, 1999) and telehealth protocols (ANA, 2001).

The use of two-way video allows the client and health
care provider to see, hear, and talk to each other. A stetho-
scope or otoscope (called peripherals) can be included in the
hookup so that the sounds and visual images can be transmit-
ted (Granade, 1997). This allows physician specialists in large
medical centers to examine a client many miles away.

zg: COMMUNITY/HOME HEALTH CARE

Use of Telenursing

e From the office, a home health nurse can
watch a client at home change a dressing or
self-administer insulin.

During a video consult, a home health nurse
might assist by manipulating the peripherals
or actually performing a physical assessment.
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Cell Phones in Health Care

According to C. Peter Waegermann, CEO, Medical
Records Institute (Waegemann, 2007). “A healthcare
revolution is on the horizon. The new capabilities of
modern cell phones, smart phones, PDAs, and others
... are creating new possibilities for healthcare.”
Physicians and nurses are using cell phones to load
client information to be synchronized with the
hospital’s IT system at the end of the shift. Clients
are downloading their medical records on their
cell phones, PDAs, and so on to have on hand for
easy retrieval in case of an emergency and to share
with health care providers. Cell phones with e-mail
capabilities can send images and diagnostic testing
results to physicians as well as the client. The use of
cell phones is an exciting development in the health
care telecommunications industry.
. EEEE
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Nurses should document all activities, assessment find-
ings, information provided by the client, and any instructions
given to the client. All data transmissions (e.g., telemetry
printouts or videotapes) should be stored in the client’s record.
Most telemedicine laws require that existing confidentiality
rules be maintained.

COMMUNICATING WITH
YOURSELF

People talk to themselves every day whether they admit it or
not. Intrapersonal communication is internal thoughts
and discussion with oneself. This self-talk is what people say
to themselves, thus influencing their personalities and how
they interact with others. Self-talk may be positive or nega-
tive.

PoOSITIVE SELF-TALK

The practice of positive self-talk is key to positive self-concept.
You can send positive thoughts to yourself about yourself, but,
better yet, say the thoughts out loud. Thinking, saying, and
hearing positive statements about oneself reinforces a positive
self-concept. When you have had a difficult day, whether in

the classroom or clinical area, remind yourself of your good
attributes and accomplishments. Every day, tell yourself out
loud what you learned or what good care you gave to your
client(s).

The desire to succeed is reinforced by positive self-talk.
When things are not going well and frustration sets in, memo-
ries of success can serve as positive influences.

Positive affirmation is a positive thought or idea on which
a person consciously focuses to produce a desired result. Posi-
tive affirmation can be used to change negative inner messages
to positive messages. For instance, say, “I know I can pass this
test” instead of saying, “I don’t know if I can pass this test.” Of
course, positive affirmation cannot be a substitute for studying
and preparing for the test. Positive affirmation merely serves
to modify your attitude about the test—or about any other
situation.

NEGATIVE SELF-TALK

Whenever you say to yourself, “I can’t do ...,” you are decreas-
ing your self-concept with the negative self-talk. Negative
self-talk may originate within you or may be a replay of things
that others have said about you. Negative self-talk is self-
destructive. Your self-image is lowered by your own criticism,
and you begin to see yourself as a failure.

CASE STUDY

Self-Talk

A student nurse is sitting in a preconference meeting with her peers and clinical instructor preparing for the
first day of clinical to begin. She begins to think to herself, “Oh, I'm so nervous. | cant do this. | am terrible at
meeting and talking with people. How am | ever going to go into my client’s room and introduce myself?”

1. This is an example of which type of self-talk? Explain.

2. List three positive thoughts or ideas that the student nurse could tell herself.

3. What other positive affirmations could the student nurse use to increase her self-concept?
4. What affect does negative self-talk have on a person’s self-concept?

« Communication is influenced by factors such as age,
education, emotions, culture, language, attention,
surroundings, and past experience.

- Nonverbal messages are generally more accurate in
communicating a person’s feelings.

« Verbal and nonverbal messages must be congruent for
clear communication to take place.

« Techniques of therapeutic communication should
be practiced and incorporated into the nurse’s
communication.

- Barriers to communication should be identified and
avoided when communicating.

« People have four comfort zones of closeness: intimate,
personal, social, and public.

« Therapeutic communication is purposeful and goal
directed.

« Psychosocial aspects of communication may hinder or aid
communication.

« Most nurse—client interactions should involve therapeutic
communication.

+ Nurse-client communication is influenced by both the
client and the nurse.

o The nurse is many times a role model for the family
in terms of communicating with the terminally ill
client.

« Accurate communication among the health care team is
necessary for continuity of client care.



1. B.R.isin the bathroom with the door partially
closed. A nurse enters his room and says, “You
will not be able to eat or drink after supper
because of tests tomorrow,” and then leaves. Did
communication take place?

1. No, there was no feedback.

2. No, there was no eye contact.

3. Yes, Mr. George had to hear the message.

4. Yes, there was a sender, receiver, and
message.

2. Which of the following are all examples of verbal
communication?

1. Singing, dancing, smiling.

2. Reading, writing, listening.

3. Shaking hands, reading, grimacing.

4. Whispering, making eye contact,
answering.

3. When a client says, “I'm not sure how I'll handle
all this,” which response of the nurse represents
clarification?

1. “Handle all this?”

2. “Well, you can ask your sister to help.”

3. “Oh, you'll be able to handle things. You're an
intelligent person.”

4. “I'm not sure I understand what it is you're
concerned about being able to handle.”

4. A critically ill client denies there is anything wrong
and talks constantly about going home. The nurse
should:

1. listen but say nothing.

2. acknowledge the client’s wishes and hopes.

3. advise the client that it will be impossible to go
home.

4. assist the client in planning when to return
home.

have chemotherapy. The nurse should report this
communication to:

1. the physician only.

2. all nurses on the unit.

3. the physician and charge nurse.

4. no one; it is a confidential communication.

A client tells the nurse that she would rather die than
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REVIEW QUESTIONS

6. The nurse is establishing a helping relationship with
a new client on the unit. In addressing the client, the
nurse should:

1. gently touch the client on the shoulder right away.
2. ask the client why he or she is in the hospital.

3. call the client by his or her first name.

4. knock before entering the client’s room.

7. In using communication skills with clients, the
nurse evaluates which response as being the most
therapeutic?

1. “Don’t worry, I'm sure everything will be fine”

2. “Inoticed that you didn’t take your medication
this morning. Is something wrong?”

3. “I'think you should try the medication first before
having surgery””

4. “Why do you feel that way?”

8. The nurse asks the client, “What did the physician
tell you about going home?” This is an example of:
1. an open-ended question.

2. aconfrontational question.
3. aclosed question.
4. adouble-barreled question.

9. The client informs the nurse of her concerns that
she might be experiencing depression due to her
sad feelings, lack of energy, and daily episodes of
crying. She states that she has thoroughly researched
depression on the Internet and has brought the
information to discuss with the physician. The client
is most likely in which generation?

1. Traditional.

2. Babyboomer.
3. Generation X.
4. Generation Y.

10. The student nurse stated, “I think that Mr. Smith
is showing improvement because his vital signs are
stable today” This is an example of which type of
communication?

1. Passive.

2. Assertive.
3. Aggressive.
4. Congruent.
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MAKING THE CONNECTION

Refer to the following chapters to increase your understanding of client teaching:

Basic Nursing + Life Span Development
+ Legal and Ethical Responsibilities + Cultural Considerations
+ Communication + Stress, Adaptation, and Anxiety
+ Nursing Process/Documentation/
Informatics

LEARNING OBJECTIVES

Upon completion of this chapter, you should be able to:

Define key terms.

Explain the importance of client education in today’s health care climate.
Relate principles of adult education to client teaching.

Identify common barriers to learning.

Explain the ways that learning varies throughout the life span.

Discuss the nurse’s professional responsibilities related to teaching.
Relate the teaching-learning process to the nursing process.

Describe teaching strategies that make learning meaningful to clients.

KEY TERMS

affective domain learning readiness for learning
auditory learner learning plateau teaching

cognitive domain learning style teaching—learning process
formal teaching motivation teaching strategies
informal teaching psychomotor domain visual learner

kinesthetic learner
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INTRODUCTION

Client education is an integral part of nursing care. The nurse
is responsible to help the client identify learning needs and
resources that will restore and maintain that client’s optimal
level of functioning. This chapter discusses the teaching—
learning process, including barriers and responsibilities, and
relates it to the nursing process.

THE TEACHING-LEARNING
PROCESS

The teaching—learning process is a planned interaction that
promotes behavioral change that is not a result of maturation
or coincidence. Teaching is an active process wherein one
individual shares information with another to facilitate learning
and thereby promote behavioral changes. A teacher is someone
who uses a variety of goal-directed activities to promote change
by assisting the learner to absorb new information.

Learning is the process of assimilating information,
resulting in behavior change. Knowledge is power. By sharing
knowledge with clients, the nurse helps them achieve their
maximum level of wellness. The teaching-learning process
has the same basic steps as the nursing process: assessment,
identification of learning needs (nursing diagnosis), plan-
ning, implementation of teaching strategies, and evaluation
of learner progress and teaching efficacy. These steps are dis-
cussed in greater detail later in this chapter.

Edelman and Mandle (2002) describe the goal of health
education as helping individuals achieve optimal states of
health through their own actions. Often, deficient knowledge
about the course of illness and/or self-care practices hinders
the client’s recovery or in practicing health-promoting behav-
iors. The nurse’s role is to help bridge the gap between those
things a client knows and those things a client needs to know
to achieve optimal health.

Client teaching is done for a variety of reasons, includ-
ing to:

« Promote wellness

« Prevent illness

« Restore health

« Facilitate coping abilities

Client education focuses on the client’s ability to practice
healthy behaviors. The client’s ability to care for self is
enhanced by effective education. Client education may:

« Improve quality of care

o Decrease length of hospital stays

« Decrease chance of hospital readmission

« Improve compliance with treatment regimens

These benefits are enhanced through nurses’ continued active
participation as client educators.

Formal teaching is planned and goal directed, but infor-
mal teaching can occur in any setting at any time.

FORMAL TEACHING

Formal teaching takes place at a specific time, in a specific
place, and on a specific topic. It is planned and goal directed
(Figure 8-1). The teacher prepares the information and/or
activities related to the topic. Formal teaching may take place
in a class setting with several learners, or it may be performed

DELMAR CENGAGE LEARNING
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FIGURE 8-1 Nurses engage in formal teaching with both
individual and groups clients. (Bottom photo courtesy of Bellevue
Woman’s Hospital, Niskayuna, NY.)

one-on-one. For example, many health care facilities provide
formal classes related to diabetes. The same basic information
is necessary for all clients with diabetes.

INFORMAL TEACHING

Informal teaching takes place any time, any place, when-
ever a learning need is identified. While providing nursing
care, nurses have many opportunities for informal teaching,
such as answering the clients’ questions and explaining care
being given to the client. Informal teaching may also occur in
the midst of formal teaching. A comment or question from a
learner in a formal setting may trigger some informal teaching
in response. For example, during a class on diet for the diabetic
client, a question about dietary cholesterol may be asked. The
response would be considered informal teaching because it
was not the planned topic.

An understanding of learning domains, learning prin-
ciples, learning styles, learning barriers, and teaching methods
is helpful. These topics are discussed as follows.

LEARNING DOMAINS

In his classic work, Bloom (1977) identifies three areas or
domains wherein learning occurs: the cognitive domain,
which involves intellectual understanding; the affective
domain, which involves attitudes, beliefs, and emotions; and
the psychomotor domain, which involves the performance
of motor skills. Information is processed in each domain.



TABLE 8-1 Learning Domains

DEFINITION
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Cognitive Learning involving the acquisition of facts and data; used Client states the symptoms of possible
in decision making and problem solving complications

Affective Learning involving attitude, emotion, and belief changing; Client begins to accept the lifestyle
used in making judgments changes required

Psychomotor Learning involving gaining motor skills; used in physical Client uses glucose monitor

application of knowledge

COGNITIVE

Lecture or discussion

Audiovisual materials
Printed materials
Programmed instruction
Computer-assisted learning
Independent study

TABLE 8-2 Teaching Strategies for the Learning Domains
AFFECTIVE

Role playing
Discussion group
Support group
Role modeling
Printed materials

One-on-one counseling

PSYCHOMOTOR

Demonstration
Return demonstration
Audiovisual materials
Discovery

Skill repetition
Printed materials

From Teaching the Client and Family, by R. Smith, 2008, manuscript submitted for publication, adapted from Community Based Nursing

(2nd ed.), by R. Hunt, 2001, Philadelphia: Lippincott.

Table 8-1 briefly outlines the three learning domains and
provides clinical examples.

Nurses must be sensitive to all three learning domains
when developing effective teaching plans and must use teach-
ing strategies, or techniques to promote learning, that will
tap into each of the domains. For instance, teaching a diabetic
client how insulin works in the body falls within the cognitive
domain; helping the same client learn how to use a glucose
monitor falls within the psychomotor domain; and encour-
aging the client to view diabetes as only one aspect of the
individual falls within the affective domain. Table 8-2 gives
examples of teaching strategies for each learning domain.

LEARNING PRINCIPLES

Fundamental principles of learning can be used when teaching
clients. Knowles, Holton, and Swanson (2005) cite four basic
assumptions about adult learners, which are applicable to cli-
ent education:

o Assumption 1: Personality develops in an orderly fashion
from dependence to independence. Nursing application:
Plan teaching-learning activities promoting client
participation. This encourages independence and increases
client control and self-care.

o Assumption 2: Learning readiness is affected by
developmental stage and sociocultural factors. Nursing
application: Conduct a psychosocial assessment before
planning teaching—learning activities.

o Assumption 3: Previous learning experiences are a
foundation for further learning. Nursing application:
Perform a complete assessment to ascertain what the client
already knows and build on that knowledge base.

o Assumption 4: Immediacy reinforces learning. Nursing
application: Provide opportunities for immediate

application of knowledge and skills and incorporate
feedback as part of each nurse—client interaction.

Learning principles include relevance, motivation, readiness,
maturation, reinforcement, participation, organization, and
repetition.

Relevance

The material to be learned must be meaningful to the client,
easily understood by the client, and related to previously
learned information. Individuals must believe that they need
to learn the information before learning can occur. If an indi-
vidual sees the information as being personally valuable, the
information is more likely to be learned. Because relevance is
individually determined, the nurse must assess the personal
meaning of learning for each client.

Motivation

One of the most critical indicators of the potential success
of a teaching session is the client’s motivation level. Redman
(2006) describes motivation as forces acting on or within an
organism that initiate, direct, and maintain behavior. Motiva-
tion is complex and constantly changing dependent on posi-
tive or negative influences in life (Smith, 2008). To maximize
motivation, the nurse must keep the teaching—learning goals
realistic by breaking the content down into small, achievable
steps. For example, the cardiac client must see value in infor-
mation about exercise, such as that the heart will be strength-
ened and the client will have more energy.

Readiness

The client should be able and willing to learn. Readiness is
closely related to growth and development. For example, the

COURTESY OF DELMAR CENGAGE LEARNING
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¥) PROFESSIONAL

Checking Literacy
“Lscean uyro sdhna. Seu yver dloc rweat.”

The preceding is what some clients see when given

printed educational materials. Avoid making

assumptions about client literacy. Check comprehension

through return explanation of the written material.
| |

client must have the requisite cognitive and psychomotor skills
for learning a particular task, and the client must comprehend
the information. One indicator of learning readiness is if cli-
ents ask questions; another is if clients become involved in
learning activities, such as participating in return demonstra-
tion of a dressing change. Some indicators of lack of client
readiness are anxiety, avoidance, denial, and lack of participa-
tion in discussion, demonstration, or self-care activities.

Maturation

The client should be developmentally able to learn and have
requisite cognitive and psychomotor abilities. Assess the cli-
ent for characteristics that will hinder or facilitate learning,
such as developmental stage. Assess the client’s developmental
stage. Do not automatically assume that a 34-year-old client
has mastered the developmental tasks of earlier stages.

Maturity level greatly influences the client’s ability to
learn information. Each developmental stage is characterized
by unique skills and abilities affecting the response to various
teaching tools. Developmental stage greatly determines the
type of data taught, the method(s), the vocabulary, and the
location of teaching. In addition to developmental stage, the
nurse should also evaluate the client’s cognitive skills, prob-
lem-solving abilities, and attention span.

Reinforcement

Feedback provided to the learner should be immediate and
positive to reinforce the client’s motivation and readiness to
learn. For example, the client who is learning to apply a sterile
dressing to an open wound should be told during the applica-
tion of the dressing that it is being done correctly (if it is) and
should be praised upon completion for learning so quickly (or
whatever is appropriate). If some aspect of the dressing appli-
cation is lacking, the nurse must maintain a positive approach
in guiding the client to correctly perform the application.

Participation

The client’s active involvement in the learning process pro-
motes and enhances learning. Client involvement is relatively

] LIFE SPAN CONSIDERATIONS

Ability to Learn

Remember that age is not always synonymous with
developmental level; observation of behavior provides
the clearest picture of developmental level. {

easy to monitor when a psychomotor skill is learned, as the
client is actively involved in practicing a physical skill. Learn-
ing that takes place in the cognitive or affective domain is also
most effective when active involvement of the client is encour-
aged. For example, the client who is on a low-fat diet can be
involved in learning to self-regulate with regard to diet by read-
ing labels of foods and planning menus of low-fat meals.

Organization

The material to be learned should incorporate previously
learned information and be presented in sequence from simple
to complex and from familiar to unfamiliar. Again using the
example of the client learning about a low-fat diet, the nurse
begins the teaching session by finding out what the client
knows about the nutrient content of foods and then proceed
by helping the client learn to read food labels, then plan a meal,
and plan a menu for a day and a week, and so forth.

Repetition

Retention of material is reinforced with practice, repetition,
and presentation of the same material in a variety of ways. The
more often the learner hears or sees the material, the greater
the chance of retention.

Itis good to keep in mind that a learning plateau, or peak
in the effectiveness of teaching and depth of learning, will occur
in relation to the client’s motivation, interest, and perception
of relevance of the material. Frequent reinforcement of learn-
ing through immediate feedback and continual reassessment
of effectiveness will enhance the value of the learning process
for both the teacher and the learner. Making the information-
acquisition process as user friendly as possible also increases
satisfaction and success. This can be done by making learning
as creative and interesting as possible and by adopting a flexible
approach to allow the learning process to be dynamic.

Will knowledge acquisition alone result in learning
(behavioral change)? Why? Why not?

©) PROFESSIONAL

Beliefs about Learning

e Each individual has the capacity to learn, but
learning ability varies.

e The pace of learning varies from person to person.
e Learning occurs throughout the life span.

e Learning occurs in formal and informal settings.
e Learning is an individualized process.

e Learning new information is based on previous
knowledge and experiences.

¢ Motivation and readiness are necessary
prerequisites for learning.

e Prompt feedback facilitates learning.




LEARNING STYLE

Each individual has a unique way of processing information.
The manner whereby an individual takes in new informa-
tion and processes the material is called learning style.
Some people learn by processing information visually (visual
learner), others by listening to the words (auditory
learner), and others by experiencing the information or by
touching, feeling, or doing (kinesthetic learner). Accord-
ing to Reed (2007), approximately 40% to 65% of students
are visual learners, and 10% to 30% are kinesthetic learners.
Use a variety of techniques, such as lecture, discussion, role
play, modeling, games, return demonstration, imitation,
problem solving, and question-and-answer sessions, to match
various learning styles of clients. A good way to discover learn-
ing style is by asking the client, “What helps you learn?” or
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“What kinds of things do you enjoy doing?” Then teaching
strategies can be matched to the client’s learning style. Web
sites with tools to determine an individual’s learning style are
listed in the “Resources” section at the end of the chapter.
Table 8-3 gives suggestions for teaching—learning methods and
study methods for each learning style. Students may use these
to assist in personal study habits and when teaching clients.

BARRIERS TO THE TEACHING—-
LEARNING PROCESS

The giving and receiving of information does not, in and
of itself, guarantee that learning will occur. Several barri-
ers can impede the teaching—learning process. In a nursing

TABLE 8-3 Teaching-Learning Methods and Study Methods for Learning Styles

STYLE OF
LEARNING

Visual Printed outline for student to follow

PowerPoint slides
Supplemental reading/articles

TEACHING-LEARNING METHODS

STUDY METHODS

Workbooks
Lab manuals
Computer-aided instruction

Pictures/visual display (charts, graphs, diagrams)
Demonstration with return demonstration
Brainstorming with ideas written on whiteboard
Short lecture with opportunity to try new methods
Guided imagery

Assembly kits
Videos
Reading material

Games
Auditory Lecture Videos verbal explanation
Discussion CDs
Problem solving Study with background music
Question and answer Read out loud
Brainstorming
Interactive video
Guided imagery
Verbally explain how to solve math problems
Verbally explain any slides, charts, graphs, diagrams
Kinesthetic Role playing Workbooks
Modeling Lab manuals, computer-aided
Games instruction

Demonstration/return demonstration
Writing assignments

Hold and play with pen or other object when
reading or listening to lecture

Take notes during lecture

Field trips

Experiential situations

Short lecture with opportunity to try new methods

Assembly kits

Hold and play with squeeze toys
when reading

Adapted from “An Investigation of Learning Styles of Practical and Baccalaureate Nursing Students,” by G. Duncan, 1996, Journal of Nursing Education,
35(1); “A New Definition for Individual: Implications for Learning and Teaching,” by A. Gregorc and H. Ward, 1977, NASSP Bulletin; and Learning Your Way,
by S. Reed, 2007, from www.presentations.com/msg/content_display/training/e3i7639605670451237f7bf2beal3bf8bad3.
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Overcoming Sociocultural Barriers
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e Use pictures whenever possible.

e Provide written material in the appropriate
language.

e Use a culturally sensitive interpreter or a
family member who understands health care
terminology.

e Avoid the use of clichés, jargon, or value-laden
terms.

e Learn about the client’s cultural norms.

e Be aware of your own values.

¢ Tailor teaching (information and questions) to
the client’s ability to read and write.

e Have the client verbalize his understanding
from the teaching-learning session.

situation, the nurse, the client, or both may encounter one or
more of these barriers. Learning barriers can be classified as
either internal (psychological or physiological) or external
(environmental or sociocultural). Examples of these barri-
ers are listed in Table 8-4. To facilitate the learning process,
the nurse must assess for the presence of learning barriers.
Specific assessment information is presented later in this
chapter.

Environmental Barriers

Both the nurse and client are subject to environmental bar-
riers. As part of planning for a teaching session, the nurse
ensures necessary privacy and minimizes interruptions and
extraneous stimuli.

TABLE 8-4 Barriers to Learning

INTERNAL BARRIERS

EXTERNAL BARRIERS

Environmental Psychological

e Lack of privacy e Anxiety
e Extraneous stimuli e Anger
e [nterruptions e Fear

e Depression

Sociocultural Physiological
e Language e Pain
e Level of education e Oxygen deprivation
e Values e Fatigue
e Hunger
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Sociocultural Barriers

When language is a barrier to the teaching—learning process,
several steps can be taken to ensure that learning takes place,
such as using pictures, providing printed material in the appro-
priate language, or using an interpreter. Even when the nurse
and client both speak the same language, a language barrier
may exist when clichés, health care jargon, or value-laden
terms are used. Furthermore, the meanings that the nurse
and client attach to specific types of body language may differ
depending on cultural influences. Nurses must be aware of
their own value systems but focus client teaching within the
client’s value system. The client’s level of education is kept in
mind and words tailored to the client’s educational level with-
out “talking down” to the client.

Psychological Barriers

Nurses may be anxious about client teaching. Knowing the
client’s learning needs and adequate preparation related to
content, environmental and sociocultural aspects, and devel-
opmental ability of the client alleviates some of this anxiety.
What little anxiety is left will likely make the nurse more alert
and sensitive.

Clients and families are often upset about the health situ-
ation. They may be anxious, angry, fearful, or depressed. In
addition to the client’s words, the nurse should pay attention
to body language and behavior. If clients or family members
are obviously angry, the nurse should acknowledge the anger
by saying something like “You appear to be very angry about
something. Tell me what you are feeling.” Allowing clients and
family members to express their emotions clears the air and
allows learning to take place.

) PROFESSIONAL

Overcoming Psychological Barriers

* Recognize your own emotions related to client
teaching.

e Assess for psychological barriers to learning.

e Acknowledge the client’s emotions but do not
respond in kind.

) PROFESSIONAL

Physiological Comfort and Learning

e Administer pain medication, as appropriate,
before a teaching session to enable the client to
concentrate on the information presented.

e Plan teaching sessions when the client is not
fatigued, as might be the case after a physical
therapy session, for example.

e Ensure that the client is in a comfortable position
and does not have to go to the bathroom.



Barriers to Learning

A 56-year-old male is admitted to the ER with
epigastric discomfort, pain radiating from the
chest down the right arm, weakness, pallor,
diaphoresis, and shortness of breath. He is an
executive with a large corporation and has a wife
and two adolescent children. His wife is at his
bedside and is very anxious and upset over his
condition. He is also anxious and believes that

he is having a heart attack. The client states that
his father died of a massive heart attack at age
56. What barriers to learning would be affecting
this client? How could the nurse's approach help
overcome these barriers?

Physiological Barriers

The physiological situation affects the client’s ability to
learn. The client who is struggling to breathe, for example,
is unable to pay attention to any teaching. A teaching session
should be planned for a time when the client is rested and
free from pain.

TEACHING METHODS

Many different teaching methods can be used depending
on the client’s learning need and the applicable learning
domain.

Teaching Methods Applicable
in the Cognitive Domain

Effective methods for promoting cognitive learning include
discussion, formal lecture, question-and-answer sessions, role
play, and games/computer activities.

Discussion Discussions may involve the nurse and one or
several clients who need to learn the same information. Active
participation in the discussion is promoted. Group discus-
sions allow peer support.

Formal Lecture In formal lectures, the teacher presents the
information to be learned, and learner participation is usually
minimal.

Question-and-Answer Sessions Question-and-answer ses-
sions can take two forms. In one, the client’s concerns are
addressed by the client asking the questions and the nurse
providing answers. In the other, the nurse assists the client in
applying the knowledge learned by asking the client questions
that the client then answers (Figure 8-2).

Role Play Role play provides the client an opportunity to
apply knowledge in a safe, controlled environment. In role
play, the nurse and client each assume a certain role in order
to play out different possible scenarios. For instance, the nurse
teaching a client sex education information intended for an
adolescent may have the client assume the role of parent, while
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FIGURE 8-2 A Question-and-Answer Session with School
Nurse, Mother, and Child

the nurse assumes the role of the teenager. The two can then
engage in practice discussion sessions to prepare the client for
the actual parent-teen discussion.

Games/Computer Activities Games and computer activi-
ties can be used to teach clients at a level that is appropriate
for them. These methods allow the client to use the new
information in various situations and to have fun while
learning.

Teaching Methods Applicable
in the Affective Domain

Role play and discussion are both effective methods for stimu-
lating affective learning.

Role Play Role play allows expression of feelings, attitudes,
and values in a safe, controlled environment. The client can
try out different attitudes and values.

Discussion One-on-one discussion between nurse and client
is effective for personal or sensitive topics related to values, feel-
ings, attitudes, and emotions.

Teaching Methods Applicable
in the Psychomotor Domain

Demonstration, supervised practice, and return demonstra-
tion assist the client to learn psychomotor skills.

Demonstration In demonstration, the nurse presents in
a step-by-step manner the skill or procedure to be learned,
explaining what is done and why. In this way, the client sees
not only the equipment and the way it is used, but also the
nurse’s attitude and behaviors.

Supervised Practice In supervised practice, the client uses
the equipment and performs the skill or procedure while
the nurse watches. The nurse gives suggestions or corrects
the client as the practice proceeds. Repetition can continue
until the client feels confident in performing the skill or
procedure.

Return Demonstration In return demonstration, the client
performs the skill or procedure without any coaching from
the nurse. Upon completion of the task, the nurse provides
feedback and reinforcement to the client.
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] LIFE SPAN CONSIDERATIONS
Teaching Children

e Ensure that the child is comfortable.
e Encourage participation of caregiver.

e Assess the child’s developmental level, learning
readiness, and motivation. Do not equate age
with developmental level.

e Assess the child’s psychological status.

e Determine self-care abilities of the child.
e Use play, imitation, and role play.

e Use various visual stimuli, such as books,

chalkboards, and videos, to share information
and assess understanding.

e Use terms easily understood by the client and
caregiver.

e Provide frequent repetition and reinforcement.

e Develop realistic goals consistent with
developmental level.

e Remember that the goals of educating children
are to improve cooperation, prevent excessive
anxiety, and hasten the recovery process. E

LIFELONG LEARNING

One basic assumption underlies teaching: All people are capa-
ble of learning. However, the ability to learn varies from person
to person and from situation to situation. Learning needs and
learning abilities change throughout life. The client’s devel-
opmental stage and chronological age greatly influence the
ability to learn. The principles of learning discussed earlier
in this chapter are relevant to learners of all ages. Teaching
approaches must be altered depending on the client’s devel-
opmental stage and level of understanding. Specific informa-
tion for children, adolescents, and older adults is described in
the following sections.

CHILDREN

Readiness for learning (evidence of willingness to learn)
varies during childhood depending on maturation level. The
nurse must work closely with the child’s caretaker, especially
when caring for young children.

Young children learn primarily through play. Incorpo-
rating play into teaching activities for children can therefore
enhance learning (Figure 8-3). Puppets, coloring books,
and toys can be effective teaching tools for the young child.
Encourage the young child to be an active participant in the
learning process.

Older children can also benefit from the use of art
materials to express their emotions and their understand-
ing of those things that are or will be happening to them.
Using medical supplies (such as medicine cups or bandages),
the child may play at giving medicine to a doll or putting a
bandage on the doll like the bandage that will be put on the
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FIGURE 8-3 A, The nurse is at the child’s level, while the
child learns about the instrument to be used in the examination;
B, Role playing with a doll decreases a child’s anxiety and
enhances teaching opportunities.

Do As | Do

Individuals learn from examples set by role models.

Adolescents are very sensitive to any discrepancy
between words and actions.

Encourage parents to model the behaviors they
wish their children to develop.




child. While the child is involved in play, the nurse is both
teaching the child what to expect regarding treatment proce-
dures and alleviating anxiety.

ADOLESCENTS

Individuals approaching adolescence are able to under-
stand relationships between things. Usually, reading and
comprehension ability have advanced, and the adolescent
understands more complex information. Because one of the
strongest influences on the adolescent is peer support, group
meetings are often useful in teaching. The nurse can be a
potent teacher as a role model.

OLDER ADULTS

Many physiological changes accompany aging. These changes
cause some older adults to experience perceptual impairments
in vision and hearing. The nurse assesses for these changes
and adjusts teaching materials accordingly. For example, pro-
viding large-print written material and verifying that the client
hears all instructions and directions are strategies helpful in
teaching older clients.

PROFESSIONAL RESPONSIBILITIES
OF TEACHING

The nurse empowers clients in their self-care abilities
through teaching. Teaching provides information to clients
about health-promoting behaviors, specific disease pro-
cesses, and treatment methods. Although each state has its

] LIFE SPAN CONSIDERATIONS

Teaching Older Adults

e Ensure that the client is comfortable. Fatigue,
pain, a full bladder, or hunger can hinder
learning.

e Assess the client’s developmental level,
motivation, and learning readiness.

e Assess the client for depression, anxiety, or
denial, which can interfere with learning.

e Determine client’s ability for self-care.

e Use words easily understood by the
client.

e Avoid talking down to the client; a
condescending, paternalistic manner hinders
learning.

e Find the time of day when the client is most
alert.

e Present material slowly using examples.
e Encourage client participation.

e Ask for feedback and listen actively.

e Provide feedback frequently.
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J LIFE SPAN CONSIDERATIONS

Teaching Adolescents

e Respect the adolescent.

e Boost their confidence by seeking their input
and opinions on health care matters.

e Encourage exploration of their own feelings.

e Be sensitive to peer pressure.

e Help adolescents identify and build on their
positive qualities.

e Use language that is clear yet appropriate to
the health care setting.

e Encourage independent and informed decision
making by engaging them in problem-solving
activities.

F
-

own definition of nursing practice, teaching is a required
function of nurses in most states. Redman (2006) cites
National League for Nursing documents dating back to
1918 as stating that “the nurse is essentially a teacher and an
agent of health.”

Providing client education is an expected role of all
nurses. However, because of the nursing shortage and per-
sonal time constraints, some nurses are omitting the impor-
tant responsibility of client teaching. If nurses give up their

e Assess for perceptual impairments and
individualize teaching strategies accordingly:

For memory-impaired clients:
e Repeat material.

e Use different cues (spoken words, pictures,
written materials, and symbols).

For visually impaired clients:
e Use large-print materials.

e Furnish a magnifying glass.

e Be sure prescription eyeglasses are worn.

e Arrange adequate lighting and reduce glare.

For hearing-impaired clients:

e Face the client when speaking.

e Use short sentences with words that are easily
understood.

e Use gestures and demonstrate to reinforce
verbal information.

e Eliminate distractions (activities or noises in the
environment) as much as possible. r

=
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role as client educators to spend time performing additional
tasks, nursing’s worth to the health care system could greatly
diminish. Client teaching requires the depth of information
that only nurses possess; as such, it is one of the truly inde-
pendent functions of nursing practice.

Client teaching is also required by several accredit-
ing bodies, including the Joint Commission (2008). The
American Hospital Association’s Patient Care Partnership
(2009) calls for the client’s understanding of health sta-
tus and treatment approaches. Only clients who are well
informed can give informed consent. Nurses assess clients’
level of understanding about treatment methods and cor-
rect any knowledge deficits. The nurse often serves as an
interpreter for the client by explaining, clarifying, and
referring.

Teaching supports behavioral changes that lead to posi-
tive adaptation by the client. Teaching decreases the fear of
change by reducing anxiety and anticipation stresses.

Client teaching is an essential nursing function in
every practice setting. All clients require information about
disease prevention, growth and development, safety, first
aid, nutrition, and hygiene. The hospitalized client needs
information about his condition, the expected treatment,
and the environment of the health care facility. By the time
of discharge, clients must also have information about
postdischarge care related to medications, dietary modifi-
cations, activity, complication prevention, and rehabilita-
tion plans.

Clients recovering at home and their families also have
significant learning needs. A primary role of the home health
nurse is to teach the client about caring for himself at home.
This often involves teaching family members ways to provide
care (Figure 8-4) and information about their illness, acci-
dent, or injury. They should also be taught ways to achieve
and maintain a maximum state of wellness. Accurate teaching
plans for the home-based client and family are established by
assessing many factors, such as:

Support system

o Individuals available to help give care
o Caregivers’ knowledge about necessary care

COURTESY OF DELMAR CENGAGE LEARNING

F1GURE 8-4 The nurse teaches a family member how to
provide care.

=g COMMUNITY/HOME HEALTH CARE

Client Teaching Considerations

e Preparation of the client and family for home
care begins at the time of hospital admission,
not at the time of discharge.

Discharge planning should consider current
and potential learning needs of clients and
caregivers.

e Teach about community resources.

Environmental

« Home accessibility

« Space to meet special needs of the client

« Need for and availability of equipment and supplies

« Need for assistance with self-care activities

« Need for information about environmental cleanliness
related to health

Economic

« Ability to purchase medications, equipment, and supplies

« Available financial assistance

Community resources

« Area resources

« Awareness of and access to support services

« Respite availability for the family

SELF-AWARENESS

Several characteristics of nurses influence the outcome of the
teaching—learning process. Nurse self-awareness with regard
to the concepts discussed in the following sections is an all-
important first step in teaching.

Knowledge Base

It is impossible for nurses to teach if they lack the knowledge
or skills that are to be taught. Staying both current in knowl-
edge and proficient in skills is the first step to maintaining
efficacy and credibility as a teacher. Although it is impossible
for one individual to be an expert in every area of nursing,
knowing when to refer the client to others for teaching is an
important critical-thinking skill.

Interpersonal Skills

Effective teaching is based on the nurse’s ability to establish

rapport with the client. The empathic nurse shows sensitiv-

ity to the client’s needs and preferences. An atmosphere in

which the client feels free to ask questions promotes learn-

ing. Activities that help establish an environment conducive

to learning include:

« Showing genuine interest in the client

« Including the client in every step of the teaching—learning
process

« Employing a nonjudgmental approach

« Communicating at the client’s level of understanding



Teaching Ethics

Is it ethical for a nurse to attempt to change a
client’s beliefs under the guise of teaching? Should
a nurse “teach” a client the “right” attitude or
belief?

1) PROFESSIONAL

Medical Jargon and Teaching

e Consider the language used by most nurses;
think of the terms nurses take for granted.
When a client is asked to “void,” for example,
does the client understand what is meant?

e These frequently used terms can easily
be misunderstood by clients and families:
ambulate, defecate, dangle, NPO, vital signs,
and contraindicated.

e How can you communicate without using
professional jargon?

DOCUMENTATION

The standard is for nurses to document client education. From
a legal perspective, if the nurse teaches a client but does not
document it, the teaching never occurred. Documentation of
teaching facilitates accurate communication to other health
care colleagues and promotes continuity of care.

Many different approaches are used to document client
teaching. Figure 8-S is an example of a documentation form
related to client teaching in an inpatient setting.

Because client education is a standard and essential
component of nursing practice, each nurse must document
the teaching interventions used and the client’s response.
Elements to be documented in all practice settings include:

« Content

« Teaching methods

« Learner(s) (e.g, client, family member, other caretaker)
« Client/family response to teaching activities

TEACHING-LEARNING AND
THE NURSING PROCESS

The teaching-learning process and the nursing process are inter-
dependent. Both are dynamic and comprise the same phases:
assessment, diagnosis, planning, implementation, and evaluation.

ASSESSMENT

Primary (client) and secondary (family or significant
other) sources are used by nurses to assess learning needs.
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Communication is the foundation of assessment related to
learning. Factors to be considered include:

« Actual learning needs

« DPotential learning needs

« Ability and readiness to learn

« Client strengths and limitations

« Previous experiences

Actual Learning Needs

Everyone who receives health care services has some need for
learning. Client teaching may be indicated when a client:

« Asks for information to make decisions
« Requires new skills

« Desires to make lifestyle changes

« Isin an unfamiliar environment

The client’s knowledge about the content to be taught
must be evaluated. Previous knowledge can be used as a foun-
dation for new concepts. The client’s learning needs can be
determined in a variety of ways, including:

« Asking the client directly
« Observing client behaviors
« Asking the client’s family or significant others

The nurse first addresses the client’s immediate need
for knowledge. For example, preoperative clients are taught
deep breathing exercises and leg exercises before surgery so
that they are able to perform those exercises after surgery and
thereby prevent potential complications. As soon as possible
after surgery, begin teaching incision care so that the client is
ready to care for the incision when discharged.

Potential Learning Needs

Potential learning needs are also assessed so that anticipatory

planning can be done to prevent a relapse in the recovery pro-

cess or to maintain wellness. Following are two scenarios with

related potential learning needs noted:

« N.L. is pregnant for the first time. Potential learning need:
Infant care

« T.A. has diabetes and has just been told that he must take
insulin daily. Potential learning need: Self-administration of
insulin

1D PROFESSIONAL

Learning Needs Assessment

Assess the client’s learning needs by answering the

following:

e Is the client uncertain about an upcoming
procedure?

¢ Does the client know about medications,
purposes, and side effects?

e Can the client describe necessary lifestyle
modifications?

¢ Is the client able to correctly perform treatment
procedures (e.g., colostomy irrigations,
injections, blood glucose monitoring)?

| |



Evaluation of

Date/Time | Location of Pain Pharmacologic/ Mode of Source of BP P R Safety Time of Interventions/ | Initials
Pain Rating i iinistrati Evaluation | Rating 0-10
oo Side Response/
Effects Comments

INITIAL EDUCATIONAL ASSESSMENT

EDUCATIONAL

Patient Family Learning Needs: (initial all that apply)

__Present lliness __Rehabilitation __Hypertension
__Incontinence __Medications __Diet

__Diabetes
__Skin Care

__Community resources

__Personal hygiene & grooming

__Heart Disease
__Post-Op Care
__*Other.

__Cancer
__Home Equipment

*All “yes” answers require comment*
*Physical Limitations: ___No ___Yes
*Language Barrier: ___No __Yes

Patient/Family Ability to Learn:
*Cognitive Limitations: ___No ___Yes

*Emotional Barriers: No __ Yes

*Primary Language Spoken ___English ___Spanish ___ Other:
Ability to read ___English ___Spanish ___Other ___None

Religious or cultural practices that may impact care of education ___No Yes
Financial implications of care choices. ___No ___Yes
COMMENTS:
Patient/Family Preferences for Learning: (initial all that apply)
___Video ___Demonstration ___1to 1 instruction Handout material
___ Other (please comment)
Patient/Family Readiness to Learn: ___Express readiness ___Express desire to delay learning (Comment)
Date:, Timi Signature:
KEYS:
Learner Teaching Methods Limitations to Learning Evaluation
Patient [P] Spouse [S] Written Material [W] Video [V] None [1] Pain [2] Anxiety [3] States Understanding [S]
Family [F] Other [O] Demonstration [D] Explanation [E] Physical Limitation [4] Reference (See CPG, Problem List
Demonstration [D] Unable to Understand [5] Teaching Records) [Ref]
Video [V] Disinterested [6] No Indication Learning Has Occurred [N]
Return Demonstration [R]
Needs ongoing instruction [O]
DATE | TIME CONTENT LEARNER TEACHING LIMITA- EVALUA- SIGNATURE/
METHODS TIONS TION DEPT.
PAIN SCALES:  Mild = 0-3 Moderate =3-7 Severe = 7-10 Initials Signature Discussion of disease process, diagnosis, or
condition. (Specify)
No Worst
Pain Pain O signsand Symptoms [0 Risk Factors
O  Treatment Modalities
0 1 2 3 Z 5 6 7 8 s 10 O Follow-up Care
Pre Op Teaching/Preparation for diagnostic tests/
~n -~ = o~ s invasive procedure
o/ = = = 2N Sourceof | Side Effect Safet {Specihy)
= H ource of ide Effects: afety:
~ a Y Information: Post Op Teaching for invasive procedures
1= Patient | 1=Nausea/Vomiting 1=Bed Low §
o 1 2 3 4 5 6 7 8 9 10 2 = Child 2 = Resp. Depression 2= Call bell in reach (Specify)
Pediatrics/Noncommunicative Clients (0-10) 3 = Parent 3 = Pruritis 3 = Side rails x2 Food/Drug interactions (list drugs)
A. Verbal/Vocal B. Body Movements C. Facial D. Touching (localizing pain) 4 =Nurse | 4= Urinary Retention 4 = Side rails x4
0= Pohsmve ' . 0= movesl EZS;‘IV ml\m% 0=no tohuchlng 5=Family | 5=Altered Mental Status | 5 =Bed alert
= other complaint, whimper 1 = neutral shifting 1 = neutral 1 = reaching, patting _ _ — Family/Si = s
2 = pain, crying 2=tense, flaiingarms 2 = frown, grimace 2 = grabbing B=Cly || G=RED EalhanlvEltiey Diet Education
3 = screaming & legs 3 = clenched teeth
Nonpharmacological Interventions, Pediatrics Mode of Administration LEVEL OF CONSCIOUSNESS KEY (LOC)*
= Cold 7=Massage | 1=Holding 1. Alert, engages in conversation; purposefully travels with eyes, if mute. Medication Use (List drugs)
usic 2=Rocking | PCA sQ Rectal (R) | 2. Lethargic, drowsy, sedate — focuses on personal interchange — but unable to
ositioning | 3 = Pacifier | IV PO Nasal (N) maintain focus.
elaxation | 4 = Security | IM sL 3. Responds only to maximal stimulation (shaking). Response only a grunt or . o v
11=TENS object Epidural (EP) moan - not a clear sentence. (ke S it (L)
6 = Imagery Transdermal (TD) 4. Coma - unable to respond at all. O No Need Identified
CHRISTUS SPOHN HEALTH SYSTEM Topic
~ PAIN/EDUCATION/DIABETES Topi
S FLOW SHEET R
<
2755824 Topic
NEW: 07/99.FM6
(Continues)

FIGURE 8-5 Documentation Form for Client Teaching: Inpatient Setting (Courtesy of CHRISTUS Spohn Health System, Corpus Christi, TX.)

174°1"

uonedInWwo) € JINN



DATE

TIME

CONTENT

LEARNER

TEACHING
METHODS

LIMITA-
TIONS

EVALUA-
TION

SIGNATURE/
DEPT.

Rehabilitation (Describe)

[P TR oT Speech

Special Treatments (Describe)

Community Resources

(Specify)

Diabetes Teaching
O DM Medication
O  Insulin Adm. Techniques
O Diet Guidelines
O Hypoglycemia-Sx., Tx, Prev.
O Foot Care
O Sick Day Guidelines
Referred to OP Diabetes Class

Explanation of safety program, level precautions, and
wristband

Topic: Pain Management Information Sheet

Topic

Topic

Topic

Topic

Initial/Signatures DIET: INJECTION SITE:
il 8. / {58 / RA — Right Arm
(2N 9./ 16.. / LA — Left Arm
3. / 10.. / 17.. / RT — Right Thigh
4. / 11. / 18. / LT - Left Thigh
5____ 12/ 9./ RG - Right Gluteal
6. / 18/ 20. / LG - Left Gluteal
7. / 14. / 2. / RQ - Right Abdominal Quadrant
For Documentation of Routine Blood Sugar Results i.e. BID, TID or AC and HS LQ — Left Abdominal Quadrant
D AC AC AC AC HS COMMENTS D AC AC AC ACHS | 2 COMMENTS
A Break- | Lunch | Dinner | Snack [ A A Break- | Lunch | Dinner | Snack | A
T fast M T fast
E =
Bld Glu Bld Glu
Meter # Meter #
Insulin Insulin
Admin. Admin.
Bld Glu Bld Glu
Meter # Meter #
Insulin Insulin
Admin. Admin.
Bld Glu Bld Glu
Meter # Meter #
Insulin Insulin
Admin. Admin.
Bld Glu Bld Glu
Meter # Meter #
Insulin Insulin
Admin. Admin.
Int. # | Problem Goal Exp. Date Int. # | Problem Goal Exp. Date
Date of | Comp. Date of | Comp.
Resol. Int. Resol. Int.
Alteration in Comfort maintained Impaired Skin Regain Skin
Comfort Integrity Integrity
Injury Potential Safety Maintained Pot. For Skin Skin Integrity
i it Maintained
Fever Temp. within Normal Activity Intolerance Maintain/Increase
Limits Activity
Anxiety/Fear Reduced Anxiety/Fear Impaired Mobility Imp. Function/
Mobility

Topic

Knowledge Deficit Increased

Understanding

Self Care Deficit

Improve ADL’s

Topic

Topic

Topic

Topic

Topic

Infection Minimized/Absent Altered Thought Reduced
Signs Process Disorit i

Body Image Acknowledge Change Impaired Improve

Disturbance Communication Communication

Fluid/Lyte Main. Fluid/Lyte Bal. Constipation Bowel Elim. With

Imbalance WNL

Impaired Gas Main./Increase Gas Ex. Diarrhea Bowel Elim. With

Exchange WNL

Ineffective Airway Maintain Patient Incontinence Maintain Bowel

Clearance Airway Integrity

Ineffective Maintain Patient Impaired Swallowing/ | Optimal Nutrition

Breathing Pattern Airway Chewing Status

Altered Tissue Optimal Tissue Alteration in Nutrition Optimal Nutrition

Perfusion Perfusion Status
Pain-Ed-Diabetes.FM6 09/16/99

F1GURE 8-5 (Continued)
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Learning and Culture

e Culture plays an important role in knowledge
acquisition.

e Attitudes, which are derived from a cultural
context, toward what is appropriate to learn
and who should teach may require alterations
in the nurse’s approach.

e Sensitivity to cultural values affects every aspect
of the teaching-learning process.

Ability and Readiness to Learn

Assess the client for factors that will hinder or facilitate learn-
ing. Age does not determine developmental level. Behavior
provides the best indication of developmental level. The client’s
cognitive skills and attention span, along with developmental
level, all indicate a client’s ability to learn.

Readiness to learn is influenced by the client’s ability to
learn, the client’s comfort, and the client’s motivation (or lack
of) to learn.

Client Strengths and Limitations

Identification of the client’s strengths and limitations is the
foundation for realistic expectations. Understanding the client’s
strengths and limitations allows the nurse to plan successful
teaching—learning experiences. Determining a client’s strengths
assists the nurse to select appropriate teaching methods. For
example, a client who has limited vision should not be given
pamphlets or other reading material in small print from which
to learn the intended information.

Previous Experiences

The client’s knowledge base acquired from life experiences
affects the client’s attitude about learning and perception of
the importance of the information to be learned. A client who
has had several experiences of hospitalization will have both a
basis of knowledge and feelings (positive and negative) about
those experiences. Current attitudes about this hospitalization
are influenced by prior hospital experiences.

NURSING DIAGNOSIS

Several nursing diagnoses are pertinent to the learning pro-
cess. When lack of knowledge is the primary learning need,
the diagnosis of Deficient Knowledge (specify) is applicable. For
example:

« A client who is to use crutches for assisted ambulation may
have the diagnosis of Deficient Knowledge: Crutchwalking,
R/T lack of exposure AEB many questions and hesitancy
to walk.

« A client who must give self-insulin and will be discharged
soon may have a diagnosis of Deficient Knowledge:
Insulin Injection, R/T lack of exposure AEB many
questions.

Deficient Knowledge may also be a component of many
other nursing diagnoses that encompass risk or impaired
ability. For instance, Risk for Constipation may relate to a cli-
ent’s compromised health status; this risk may be modified or
reduced through certain dietary changes and client education.
A client having a diagnosis of Feeding Self-Care Deficit may
need both assistance in cutting the food and opening contain-
ers related to present physical ability.

PLANNING

Learning does not just happen by chance—it is planned.
An important part of planning is goal setting. The client
and family or significant others be involved in setting goals.
Specific learning goals include the following elements:

« Measurable behavioral change
o Time frame
« Methods and intervals for evaluation

Teaching-learning goals must be realistic (i.e., based on
the abilities of the learner and the teacher).

Establishing teaching-learning goals involves setting
priorities. One way to set priorities with regard to goals is
to teach “need-to-know” content (that which is necessary
for survival) before moving on to “nice-to-know” content.
For example, Mrs. Stone, who is in her first trimester of
pregnancy, must be taught guidelines for diet and exercise
(“need-to-know” content); information about infant care
(“nice-to-know” content at this time) can be given later in
the pregnancy.

Planning involves considering the following:

« Why teach?

« What should be taught?

« How should teaching be done?

« Who should teach and who should be taught?
« When should teaching occur?

« Where should teaching occur?

Why Teach?

Client need is why teaching is done. The client may realize
the need for knowledge about a given subject and ask for
information or ask questions about the subject. The nurse
recognizes the client’s need for knowledge even when the
client does not recognize that need. For example, the nurse
recognizes that a preoperative client needs to know how to do
deep breathing exercises and leg exercises after surgery. The
nurse then plans teaching for that purpose.

What Is Taught?

Determination of what to teach is accomplished through
comprehensive assessment. The content to be taught depends
greatly on the client’s knowledge base, current health status,
and readiness to learn.

How Is Teaching Done?

Deciding how to teach involves deciding which teaching strate-
gies are best for the content and the client’s learning style and
abilities. The effective teacher uses methods that capture the
client’s interest. Teaching methods are often influenced by



the teaching location. For example, videos can often be used
effectively in inpatient settings; however, the same informa-
tion may need to be presented with flip charts or brochures in
the home setting.

Who Teaches and Who Is Taught?

Planning includes deciding who will teach the client. The nurse
is the coordinator of the health care team’s teaching activities.
Responsibility for a comprehensive teaching approach rests
with the nurse. The teaching plan greatly affects continuity
of care. The “who” part of planning also relates to who will
be taught. The nurse must determine who in addition to the
client (e.g, family members, significant others) will receive
the teaching.

When Does Teaching Occur?

When to teach should be carefully considered. The nurse
should recognize that every interaction with the client is an
opportunity for teaching. When a client asks a question, it is
an opportunity for teaching. These opportunities for teach-
ing must be used. A client’s motivation to learn is quickly
destroyed when comments such as “Ask your doctor that” or
“We’ll talk about that later. Right now, take your medicine”
are made. The best time for teaching is when the client is
comfortable—physically and psychologically.

Where Does Teaching Occur?

Where teaching occurs must also be well planned. The loca-
tion of teaching affects the quality of learning. Some factors to
be considered in determining the location of teaching include
privacy and equipment availability.

) PROFESSIONAL

Guidelines for Effective Client
Teaching

e Assess the client’s needs and knowledge.

e Organize content from the simple to the
complex, building on what the client already
knows.

e Be creative.

e Ensure a comfortable environment.

¢ Maintain a flexible approach.

e Use a variety of teaching methods.

e Relate material to client’s prior knowledge.
e Encourage the client’s active participation.
e Reinforce learning frequently.

e Provide immediate feedback.

¢ Provide for immediate application of knowledge
or skill.

e Emphasize oral instructions with the written
word and pictures.

e Expect learning plateaus.
| |
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IMPLEMENTATION

Katz (1997) suggests several strategies to achieve successful
client teaching, as outlined in the following sections.

Get and Keep the Client’s Attention

Begin a teaching session by telling the client what will be
taught and why it is important to the client. The client’s inter-
est is held by varying the tone of voice and using assorted
teaching methods to present the material. Making the abstract
concrete by using realistic examples from the client’s experi-
ence also keeps the client’s attention.

Stick to the Basics

Because the average adult remembers only five to seven points
at a time, the nurse is specific about what the client is to learn.
Simple, everyday language is used, and the most critical infor-
mation presented first.

Use Time Wisely

The nurse incorporates teaching into client care by providing
information during each nurse—client interaction. Involving
the client’s family and friends, allowing them to discuss the
material with the client, is also helpful. The nurse considers
supplementing teaching with written material for the cli-
ent and/or family to read; this provides time for the learn-
ers to review the material and then ask questions to clarify
understanding.

Reinforce Information

Repetition creates habits; the nurse takes advantage of this
by reviewing the material with the client and serving as a
role model. For example, when teaching a client a procedure,
the nurse takes care to do it correctly each time and to avoid
taking shortcuts. The nurse rewards the client by giving
positive reinforcement such as a smile, a nod, or a few words
of praise.

EVALUATION
Evaluation of teaching-learning is a twofold process:
1. Determining what the client has learned

2. Assessing the nurse’s teaching effectiveness

Evaluation of Client’s Learning

In performing the continual process of evaluating what the
client has learned, the nurse determines whether a behavior

) PROFESSIONAL

Evaluation of Learning

e Did the client meet the goals and objectives?

¢ Can the client demonstrate skills?

¢ Did the client’s attitude change?

e Can the client cope better?

e Does the family understand how to help?
| .
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change has occurred, whether the behavior change is related

@
b PROFESSIONAL to learning activities, whether further change is necessary,

and whether continued behavior change will promote
health. The following strategies are used to evaluate client

Evaluation of Teacher Effectiveness learning:
e Were learning objectives stated in behavioral « Asking questions
terms (i.e., easy to evaluate)? « Observation
e Was content presented clearly and at the client’s « Return demonstration
level of comprehension? « Written follow-up (e.g., questionnaires)
e Did the nurse show interest in the client and in
the material? Evaluation of Teaching Effectiveness
e \Were a variety of teaching aids used? A major purpose of evaluation is to assess the effectiveness
« Were the teaching aids appropriate for the client of the teaching activities and to decide which modifications,

if any, are necessary. If learning objectives are not met,
teaching-learning activities are reassessed and modified.
Goals that are measurable and specific facilitate evaluation.

and the content?
Was the client encouraged to participate?

e Did the nurse give frequent feedback and allow Evaluating teaching effectiveness is accomplished through:
for immediate return demonstration? « Feedback from the learner
e \Was the nurse supportive? o Feedback from colleagues
I - « Self-evaluation

CASE STUDY

Th
an

scheduled for a colon resection with a colostomy in 2 days. The nurse is assessing him and his wife for preoperative
teaching. They are verbalizing a significant amount of distress and anxiety over the diagnosis and pending surgery.

1. What assessment data would you need to collect before initiating teaching?

e nurse admitted a 46-year-old male who has recently been diagnosed with stage Il colon cancer. He has a wife
d two school-age children and has just started his own construction company in the past year. The client is

2.