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PRE-PROCEDURE GUIDELINES

Confirm that the order (if needed) is in Pt's chart and ensure that a signed
consent is present (if required).

Review medical record for allergies and conditions that may influence
Pt’s ability to tolerate procedure.

Observe the “6 Rights of Medication Administration” when giving
medications, and triple-check all medication orders.

Gather and assemble necessary supplies, and obtain assistance from
additional staff as needed.

Perform hand hygiene before contact with Pt, before and after putting on
gloves, and before exiting Pt's room.

Use standard precautions during every Pt contact.

Prepare the Pt; explain the procedure and offer reassurance.

Identify the Pt; use a minimum of 2 identifiers (e.g., name and date of birth)
and compare against information on Pt's chart and ID band. Use verbal
confirmation when possible.

Ensure there is proper lighting (rooms are often dark).

Adjust bed height (usually to level of your elbows) and lower nearest side
rail to facilitate proper body mechanics.

Provide comfort and maintain privacy, exposing only what is minimally
necessary to perform procedure.

POST-PROCEDURE GUIDELINES

Discard soiled items and sharps into appropriate containers.
Follow institutional policy regarding recyclable items.

Clean and store (or remove) reusable equipment.

Discard gloves and wash hands before touching or handling unsoiled items
(e.g., side rails, personal items).

Clean and dry the Pt and replace linens as necessary.

Return the Pt to a position of comfort.

Raise side rails and lower bed to lowest position.

Ensure tubes and lines are free of kinks and obstruction.

Ensure call light and Pt items are within easy reach.

Document procedure, Pt’s response, and assessment findings.
Medication: Document dose, route, time, site, and Pt's response.



Aspiration Precautions

-

. Positioning: 90° upright during meals; instruct Pt to remain upright for
30-60 min after meals; never rush Pt.

. Assess Pt for dysphagia/aspiration risk using institution-specific screening
tool and enter in Pt’s chart.

. Observe Pt for drooling, coughing, gagging, and choking—have suction
available and suction airway as needed.

. Inspect Pt's mouth for pocketing of food.

. Instruct Pt to use a chin-to-chest posture during initial assessment—begin
with small sips of water and progress to larger volumes and different
consistencies.

. Use thickener for thin liquids—follow packaging directions.

. Place food on unaffected side in Pts with hemiparesis.

. Monitor Pt's weight weekly.
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Weakness or poor muscle tone of Slurred or difficult speech or wet
neck, lips, face, or tongue. voice after eating.

Poor posture or head control. Cough—during meals or shortly
Drooling or difficulty managing after swallowing.

secretions. Generalized weakness or fatigues
Poor oral hygiene (e.g., thrush). easily during meals.

Confusion, dementia, or stroke.
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Assistive Devices: Ambulation

@ Pt may be unsteady—be prepared to catch Pt.
© Use a gait belt and obtain extra staff as needed.

1. Position cane on unaffected (stronger) side approximately 6 in. (or closer)
laterally to side of foot.
2. Elbow should be flexed at a comfortable angle.
3. Support weight with cane—repeat the following steps:
Advance cane forward to a comfortable distance (~12 in.).
Advance weaker leg so that it is parallel to the cane.
Advance stronger leg beyond the cane to a comfortable distance
(heel just beyond the cane).
Advance weaker leg until it is parallel to the stronger leg.

N

. Position crutch tips 6 in. laterally and 6 in. in front of Pt's feet—adjust per
Pt comfort level.
. Adjust crutch height to accommodate 2-3 finger widths between crutch pad
and axillae.
. Elbows should be slightly flexed when resting palms on hand grips—
Pt should never bear weight on axillary pads.
. Support weight with crutches—repeat the following steps:
Advance both crutches and weaker leg to a comfortable distance
(~12 in.), supporting weight with hands.
Advance stronger leg until it is parallel with crutches.

w N
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1. Position walker so that Pt can stand comfortably upright while holding hand
grips; elbows should be slightly flexed.
2. Support weight with walker—repeat the following steps:
Instruct Pt to move walker forward 6 in.
Ensure that all 4 legs are firmly on ground.
Step forward using walker for balance and stability.



Blood Specimen—Finger Stick Blood
Glucose (FSBG)

© Calibrate glucometer before obtaining specimen.

1. Follow manufacturer’s guidelines for proper setup of glucometer before
test; some glucometers require insertion of glucose strip in machine before
application of blood to strip.

. Select puncture site—preferred site is lateral aspect of fingertip. Avoid using
the pad or distal tip or swollen, cold, or cyanotic sites. Avoid collecting
specimen from same side as |V site. For infants, use lateral or medial side
of either heel.

. Promote capillary dilation as
needed with warm compress for
5-10 min before puncture.

4. Cleanse site with alcohol swab and
allow area to dry.

. Position lancet perpendicular to
dermal ridges and pierce skin—
wipe away first drop of blood.

. Apply second drop of blood to glu-
cose monitor strip. Enhance blood
flow by applying gentle, intermit-
tent pressure, but avoid tight
squeezing of finger. r

7. Documer?t results. perpendlt.:ular t’° l;f:azh:r?le?

8. Apply gentle pressure to puncture dermal ridges! v

site with cotton ball or gauze. Finger Stick Heel Stick

Blood Specimen—Venous Sample

. Select puncture site—antecubital (AC) fossa is most common site, but any
vein below AC is acceptable. @ @ Avoid previous puncture site areas
for 24-48 hr; avoid collecting specimens above an |V site or sites that are
infected or edematous. Avoid collecting from the same side as mastectomy,
lymphadenectomy, dialysis shunts, or grafts.

. Place tourniquet 3-4 in. above intended puncture site (preferably for no
longer than 1 min).

3. Cleanse site with an alcohol swab from center out using a circular motion

and allow to air-dry (use iodine if collecting blood alcohol level or blood

culture specimens).

Insert needle, bevel up, at 15°-30°; stabilize needle and push specimen collection

tube into needle holder; remove tourniquet when all specimens are collected.

N
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5. Place gauze or cotton ball over puncture site, apply gentle pressure, remove
needle, and secure dressing with tape.

6. Gently invert specimen tubes 3-5 times (do not shake).

7. Label specimen tubes with Pt's name, ID number, date, time, and your
initials; send specimens to lab.

Order of Lab Draw

Color of Top Additives Uses

Yellow, yellow- SPS. Cultures on blood or body
black, green, fluid.
or orange

Red No additive. As a discard tube when
drawing blood using a but-
terfly needle (to remove air
in tubing) or when drawing
from an IV.

Light blue Sodium citrate. Coagulation tests.

Red marble Gel separator and clot Serum testing; most chemistry

or gold activator. tests; immunology tests.

Dark green Sodium heparin. Blood chemistry such as whole
blood and plasma testing.

Light green Lithium heparin and Metabolic, lipid, and liver

gel separator. panels.

Lavender EDTA. Blood counts such as CBC,
Hgb, Hct, glycosylated
hemoglobin (A1c).

Light gray Potassium oxalate and Glucose; glucose tolerance

sodium fluoride. test, alcohol levels.

Pale yellow Acid citrate dextrose. Genetic testing; specialized

testing.

Tubes with additives must be thoroughly mixed.
Order of Draw concepts reprinted with permission from CLSI approved standard H3-A6.
Procedures for the collection of diagnostic blood specimens by venipuncture, copyright 2007

(www.clsi.org).
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Chest Tube Complications

@ Air Leak
Intermittent bubbling during expiration is normal. Continuous bubbling in water
seal chamber suggests an air leak.

1. Clamp chest tube using toothless clamps close to chest wall.
If bubbling stops: Air leak is within Pt or at insertion site. Unclamp
chest tube, reinforce insertion site with occlusive dressing, and notify
physician.
If bubbling continues: Clamp chest tube (using second toothless clamp)
at drainage unit.
e |f bubbling stops, air leak is in tubing. Replace tubing.
e |f bubbling continues, air leak is in drainage system. Replace system.

@@ Dislodgement From Patient

1. Immediately pinch skin opening together, then cover chest tube insertion
site with sterile occlusive dressing. Tape three sides of dressing, leaving
one side open for air to escape.

2. Notify physician, STAT, continue to monitor Pt for distress.

@ Disconnection in System

. While preparing to reattach tube/connections: (1) submerge distal end of
tube under 1-2 in. of sterile water or normal saline, or (2) attach a one-way
(Heimlich) valve.

. Clean exposed ends with Betadine swabs for 30 sec (air-dry for 30 sec).
Reconnect and retape drainage system.

. Replace all contaminated connections, including new drainage system, as
quickly as possible to prevent a pneumothorax.

Dressing Change —Sterile

A. Remove old dressing using nonsterile gloves:

1. Pull tape toward incision, parallel to skin.

2. Be careful not to dislodge drainage tubes or sutures.

3. Assess condition and appearance of wound including size, color, and
presence of exudate, odor, ecchymosis, or induration. (See Wound
Assessment. Tab 2 page 50.)

4. Discard gloves and wash hands.

B. Using sterile technique, don face mask and sterile gloves, open supplies,
set up a sterile field, and fill sterile containers with prescribed solutions.
C. Cleanse wound with prescribed solution:

1. Start from area of least contamination—cleanse toward area of most

contamination (use separate swabs).

N
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2. Cleanse outward using circular motion around drains.
3. Apply antiseptic/medicated ointments as prescribed.
. Apply prescribed dressing (see Dressing Types):
1. Cut dressings to fit around drain if present (use sterile scissors).
2. Reinforce with thick cover dressing (ABD or Surgipad).
3. Secure dressing with 2-in. tape, rolled gauze, or use Montgomery ties
for frequent (every 4-6 hr) dressing changes.
4. Record date and time on paper tape and secure to dressing.

o

Dry: Apply dry, sterile gauze directly to wound and then cover with sterile
4 x 4 gauze or Surgipad.

Moist-to-dry: Soak sterile gauze in sterile solution and ring out excess. Apply
moist gauze to wound, cover with dry, sterile 4 x 4 gauze, then cover
everything with Surgipad or gauze.

Wound packing: Use sterile forceps and gently pack wound with moist, sterile
gauze until all wound surfaces are in contact with moist gauze, including
undermined areas. Do not allow moist gauze to touch surrounding skin, and
do not pack wound beyond skin level. Cover with dry, sterile 4 x 4 gauze,
then cover everything with Surgipad or gauze.

Transparent: For superficial wounds, blisters, and skin tears. Ideal for stage |
and Il ulcers.
Waterproof; maintains moisture and prevents bacterial contamination.
Hydrogel: For dry, sloughy wound beds; cleanses and debrides. Ideal for
stage Il, lll, and IV ulcers.
Provides moist wound environment. Reduces pain and soothes.
Hydrocolloid: For wounds with low-to-moderate exudate. Ideal for stage Il and
Il ulcers.
For autolytic debridement of dry, sloughy, or necrotic wounds.
Alginate: For wounds with moderate-to-heavy exudate. Ideal for stage Ill and
IV ulcers.
Available in pads, ropes, or ribbons.
Foam: Used after debridement or desloughing of ulcers. Ideal for stage Ill and
IV ulcers. Highly absorbent. May be left on for 3-4 days.
For wounds with heavy exudate, deep cavities, or weeping ulcers.



Nasogastric (NG) Tube

-

. Positioning: Upright in high-Fowler’s—
maintain a chin-to-chest posture during inser-
tion (reduces chance of intubating trachea).

. Measure tube from tip of nose to earlobe,
then down to xiphoid. Mark point on tube
with tape.

. Lubricate tube with water-soluble lubricant
(petroleum-based jelly degrades PVC tubing).

4. Insert tube through nostril until you reach
previously marked point on tube. Instruct Pt
to take small sips of water during insertion to
help pass tube.

. Secure tube to Pt's nose with tape, being care-
ful not to block nostril. Tape tube 12-18 in. below
insertion line and then pin tape to Pt's gown.
Allow slack for movement.

Double lumen (Salem sump): Secure
(unclamped) above level of stomach.

. Position HOB at 30°-45° to minimize risk of
aspiration.

7. Document type and size of NG tube, which

nostril, how Pt tolerated procedure, how tube

placement was confirmed, and whether tub-
ing was left clamped or attached to feeding
pump or suction.

(© Withdraw tube immediately if Pt becomes
cyanotic or develops dyspnea. An inability to
speak suggests intubation of trachea.

N
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PROCE-
DURES

@ Always use more than one method to ensure proper tube placement;
never rely on just one method.

© For small-bore nasointestinal tubes (may collapse under pressure when
aspirating), or if incorrect placement is otherwise suspected, confirm
placement by x-ray.

Observation
= Verify marking on tube is at Pt’s nostril.
= Compare length of exposed tube to initial length documented in Pt’s chart.

Aspiration

" Aspirate gastric contents using a 20-mL syringe.

" Gastric aspirate should appear green with particulate matter or brown if
blood is present.

Measurement of pH
= Dip litmus paper into gastric aspirate.
= A pH of 1-3 (<5) suggests placement in stomach.

X-ray
= Obtain x-ray per facility policy to confirm placement before instilling fluids,
nutrition, or medications.

1. Positioning: Upright, 30°-45°.

2. Discontinue suction.

3. Unpin tube from Pt’s gown; remove tape from Pt's nose.

4. Confirm placement; clear tube by flushing with 50 mL of air.

5. Clamp tube (prevents aspiration), instruct Pt to hold breath, and remove
tube in one gentle, but swift motion.

6. Assess for signs of aspiration.

10
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Oral Care—Unconscious or Debilitated Pa

(© Ensure suction is set up and working.

(© Avoid tap water in ventilated Pts—use saline.

Positioning: Side-lying—HOB

down.

. Position absorbent pad
beneath Pt’s head.

. Position emesis basin under
Pt's mouth.

. Use a bite block or padded
tongue depressor to assist
with holding Pt's mouth
open.

. Apply toothpaste to mois-
tened toothbrush.

. Brush teeth in the normal
manner: (a) Hold bristles at a
45° angle to the gum line.
Use short, circular motions
and brush inner and outer
tooth surfaces including gum
line. (b) Brush biting surfaces back and forth. (c) Brush Pt’s tongue.

. Draw up 10 mL water or approved mouthwash and gently rinse along
sides of Pt's mouth—suction as needed or allow rinse to drain into basin.

. Clean soft tissues of the oral cavity per institutional policy —use a differ-
ent swab for each area.

8. Apply water-soluble lip moisturizer.

9. Dry Pt’s face and mouth, and reposition as needed.

N
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Ostomy Care

Colostomy: May be permanent or temporary. Used when only part of large
intestine is removed. Commonly placed in sigmoid colon, a stoma is made
from large intestine and is larger in appearance than an ileostomy. Contents
range from firm to fully formed.

lleostomy: May be permanent or temporary. Used when entire large intes-
tine is removed. A stoma is made from small intestine and is smaller than a
colostomy. Contents range from pastelike to watery.

. Positioning: Supine.

. Don gloves and gently remove old pouch.

. Discard gloves, wash hands, and don new pair of gloves.

. Wash area around stoma with soapy water; dry skin completely.

Inspect appearance of stoma and condition of skin, and note
amount, color, and consistency of contents and presence of unusual odor.
(Note: A healthy stoma should be pink-red, and peristomal skin should be
free from any redness or ulceration.)

6. Cover exposed stoma with gauze pad to absorb drainage.
7. Apply skin prep in circular motion; allow 30 sec to air-dry.
8. Apply skin barrier in circular motion.
9
0.

AR WN

. Measure stoma using stoma guide and cut ring to size.
. Remove paper backing from adhesive-backed ring, center ring over stoma,
and gently press it to skin.
11. Smooth any wrinkles to prevent seepage of effluent.
12. Center faceplate of bag over stoma and gently press down until closed.
13. Document appearance of stoma; condition of skin; amount, color, and con-
sistency of contents; and presence of any unusual odor.
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Pulse Oximetry

SpoO, Intervention

>95% ¢ Considered normal and generally requires no invasive
intervention.*

¢ Continue routine monitoring of Pt.

91%-94% (&) e Considered borderline.*
¢ Assess and adjust probe placement.
* Begin oxygen at 2 L/min titrated to SpO, >95%.

85%-90% @ ¢ Elevate head and encourage Pt to cough and breathe
deeply.

* Assess airway and suction as needed.

¢ Administer oxygen and titrate to SpO, >95%.

¢ If condition fails to improve, assist ventilations
manually and prepare to intubate.

<85% e Administer 100% oxygen, set Pt upright, encourage
coughing and deep breathing, and suction as needed.

¢ Assist ventilations manually and prepare to intubate if
condition fails to improve.

¢ Consider reversal agents for possible drug-induced
respiratory depression.

@*Consider readings within overall context of Pt's medical history and physical exam. NEVER
withhold treatment based solely on a “normal” SpO, reading.

Conditions That May Produce False Readings

False High Readings False Low Readings

* Anemia. ® Cool extremities.

* Alkalosis. ¢ Drugs (vasoconstrictors).

* CO poisoning. * Nail polish/nail infection.

* Hypovolemia. * Pt movement.

* Pt movement. ® Poor peripheral circulation.
* Raynaud disease.
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nciex  Restraints

© Restraints are used only to protect Pt or staff from injury and should
NEVER be used for convenience or punishment.

Safety-oriented restraints: Bed rails, wheelchair trays, mittens to prevent infants
from scratching themselves.

Physical restraints: Fabric body holders, straightjackets, safety vests and jackets
(e.g., Posey vest), limb restraints, and papoose boards for infants.

Chemical restraints: Medication administered to sedate or restrict the Pt's move-
ments; use is highly restricted; most often used during surgical procedures.

Use the least invasive method needed to protect Pt or staff.

Pt should be restrained in an anatomically correct position.

All bony prominences should be adequately padded.
Restraints should not interfere with circulation or treatment.
Restraint should be secured to bed frame—never to hand rails.
Secure all physical restraints using quick-release slipknots.
Call light should be easily accessible to Pt.

You should be able to fit two fingers easily under restraints.
Assess restraint sites (e.g., skin, distal CSM) every 15 min.
Physical restraints should be removed every 2 hr if possible—for
aggressive Pts, remove only one restraint at a time.

Provide regular orientation to reality and diversional activities.
Encourage family to be involved with diversion and supervision.

Move Pt closer to nurse’s station.

Use pressure-sensitive alarms in beds and chairs or sitters.

Monitor Pt more frequently, and respond to call lights promptly.
Conceal tubes and lines with pajamas or scrubs.

Allow ample opportunity for supervised ambulation and toileting; avoid
overstimulation.

14
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Alternative methods to promote safety should be attempted before using
restraints; safety should be the nurse’s priority.
A physician’s order must be obtained before restraining Pt and is valid for
a maximum of 24 hr; in an emergency, an order and evaluation by ordering
provider must be obtained within 1 hr of restraint.
Restraint orders must be reassessed by the ordering provider and
reordered every 24 hr.
Once a Pt is restrained, the nurse is responsible for the Pt's safety and
well-being, and care should be appropriate for the type and severity of the
restraint.
Failure to properly monitor a restrained Pt may result in criminal and/or
civil prosecution.
Family should be notified to obtain consent if clinically reasonable.
All interventions and Pt responses related to the use of restraints should be
carefully documented.

To prevent injury from falls.

To prevent a confused Pt from roaming through the health-care facility
endangering himself/herself.

To prevent a confused Pt from trying to remove medically necessary tubes,
IV lines, or protective dressings.

To reduce risk for falls when a Pt has an unsteady gait.

To prevent a Pt from inflicting self-harm or injury (suicidal).

To prevent a Pt from inflicting harm upon health-care workers, other Pts,
and/or visitors (homicidal).

To ensure infant/child safety when a child cannot remain still during
procedures; to prevent a child from hurting himself/herself.



SBAR—Communication Technique

Situation-Background-Assessment-Recommendation (SBAR) technique pro-
vides a framework for communication between members of the health-care
team about a Pt's condition.

@ Before calling physician, have available the Pt's chart, list of current med-
ications, allergies, IV fluids, most recent vital signs, lab and other diagnostic
tests with previous tests (if available) for comparison, and code status.

S

Identify SITUATION you are calling about:

¢ |dentify self, unit, Pt name, and room number.

¢ |dentify admitting physician if speaking to resident on call or
physician.

 Briefly state the presenting problem: What it is, time of onset, and
severity.

Describe BACKGROUND information related to situation:

* Admitting diagnosis, recent surgeries, code status.

e Vital signs and pertinent assessment data.

* Medications, allergies, IV fluids, lab and diagnostic test results.

A

Describe ASSESSMENT of situation:

* What do you see?

* What is your impression?

e Examples may include allergic reaction, bleed, infection, M, etc.

R

Present RECOMMENDATION on what you would like:
* Pt needs to be seen now.

* Order change or new orders.

¢ Physician input.

Developed by Michael Leonard, MD, Doug Bonacum, and Suzanne Graham at Kaiser
Permanente of Colorado, Evergreen, Colorado, USA.

16
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Sputum/Throat Culture

©

@ Cultures should be obtained before antimicrobial therapy.

‘

abw

. Positioning: Upright position; provide over-bed table.
. Instruct Pt to brush teeth or rinse mouth before specimen collection to

avoid contamination with normal oral flora.

. Instruct Pt to take 2-3 deep breaths and then cough deeply.
. Sputum should be expectorated directly into a sterile container.

@ Label specimen container and immediately send to lab.

1

2.

10.
. If sputum is thick and remains in suction catheter, suction a small amount

. Positioning: Semi-Fowler’s position if Pt is conscious, lateral position if

unconscious.
If indicated, preoxygenate with 100% oxygen as ordered by health-care
provider.

. Open sterile suction package and set up sterile container; pour in sterile

saline solution.

. Attach sputum trap to suction source.
. Turn on wall unit suction device to 100-200 mm Hg for adult client,

95-110 mm Hg for child, or 50-95 mm Hg for infant, or turn on portable unit
to 10-15 mm Hg for adult, 5-10 mm Hg for child, or 2-5 mm Hg for infant.

. Don sterile gloves; grasp sterile suction catheter with dominant (sterile)

hand, and connect to sputum trap with nondominant hand (no longer
sterile).

. Moisten catheter by dipping into container of sterile saline; occlude

suction control port to check suction.

. Gently insert sterile suction catheter through nasopharynx, endotracheal

tube, or tracheostomy; leave suction off by leaving suction control port
open. @ Never apply suction as catheter is introduced.

. Insert suction catheter just far enough to stimulate a cough reflex (shal-

low); apply suction by occluding suction control port with thumb; maintain
sputum trap in an upright position during suctioning; suction for 5-10 sec,
collecting 2-10 mL sputum.

Release suction (open suction control port) and remove catheter.

of saline to flush specimen into sputum trap.



PROCE-
DURES

12. Disconnect sputum trap; if additional suction is needed, connect sterile
suction catheter to suction tubing and suction as needed. (See Suctioning
later in this section.)

13. Close sputum trap by looping rubber tubing over onto suction port on
sputum trap.

14. (@3 Attach Pt label with date, time, and your initials; send to lab
immediately.

© @ Contraindicated in Pts with acute epiglottitis.

1. Positioning: Head tilted back with mouth open.

2. Use tongue depressor to prevent contact with tongue or uvula.

3. Using a sterile culturette, swab both tonsillar pillars and oropharynx.

4. Place culturette swab into culturette tube, and squeeze bottom to release
liquid transport medium.

5. Ensure swab is immersed in liquid transport medium.

6. Label specimen container—send to lab at room temperature.

nciex  Standard Precautions

Perform before and after every Pt contact.

Wash hands with soap and warm water for 20 sec.

Alcohol-based hand sanitizers are acceptable before and after casual Pt
contact (e.g., obtaining vital signs).

Gloves: Use whenever contact with body fluids, mucous membranes, nonin-
tact skin, or contaminated items is likely. Remove and discard immediately
after use—before touching noncontaminated items or caring for other Pts.
Eye protection and masks: Use during Pt care activities likely to generate
splashes or sprays of body fluids. Respirator (N95-type): Use as part of air-
borne precautions when caring for Pts infected or suspected to be infected
with highly infectious pathogens transmitted by airborne particles (e.g., TB,
measles).

Gown: Use during Pt care activities to protect exposed skin and clothing
when contact with body fluids is likely.

18
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-

. Without touching exposed skin, grasp palm of glove with other gloved
hand and peel glove off, turning it inside out.

. Hold removed glove in hand that is still gloved.

. Without touching outside of remaining glove, slide 1-2 fingers inside cuff of
remaining glove and peel second glove off, inside out, over first glove
enclosing first glove completely.

w N

= Never recap used needles.

= Dispose of sharps in puncture-resistant containers.

= Place soiled linen and contaminated refuse in leakproof bags—follow
institutional policy regarding recycling.

= Disinfect and store reusable equipment after use.

 Airborne: Private, negative-airflow room, N95 mask, Pt to wear surgical
mask on transport or if coughing excessively.

" Droplet: Private room, surgical mask, Pt to wear surgical mask on

transport or if coughing excessively.

Contact: Private room, gloves and gown during Pt contact.

Reverse isolation (to protect Pt): Private, positive-pressure airflow room,

surgical mask, restrict visitor access.

Stool—Specimen Collecti

(© Preservatives are poisonous; avoid contact with skin.

1. Open collection card.
. Obtain small amount of stool with wooden collection stick and apply onto
area labeled box A; the freshest sample possible will yield optimal results.
3. Use other end of wooden collection stick to obtain second sample from dif-
ferent area of stool and apply it onto area labeled box B; specimens should
not come in contact with urine or toilet water.

4. Close card, turn over, and apply one drop of control solution to each box as
indicated.

N =



5. A color change is positive, indicating blood in stool.

6. Note: If Pt is collecting specimens at home, instruct Pt to collect specified
number of specimens, keep them at room temperature, and drop them off
in designated time frame.

N

. Using attached spoon, place bloody or slimy/whitish (mucous) areas of
stool into each container. Do not overfill containers.

. Place specimen in empty container (clean vial) up to fill line; replace cap
and tighten securely.

3. Place enough specimen in container with liquid preservative (fixative) until
liquid reaches fill line; replace cap and tighten.

. Shake container with preservative until specimen is mixed.

. Write Pt ID information, date, and time of collection on each container, keep at
room temperature, and send specimens to lab immediately after collection.

. If Pt is collecting specimens at home, instruct Pt to collect specified number
of specimens, keep them at room temperature, and drop them off within
designated time frame.

‘% m mh N

. Place Pt on pulse oximeter during and after procedure.

2. Adjust the Fio, setting on the mechanical ventilator to 1.0.

3. @ Manual ventilation is no longer recommended, because it has been
shown to be ineffective for providing delivered Fio, of 1.0.

4. Ensure that suction is turned on no higher than 150 mm Hg; suctioning
pressure should be set as low as possible while effectively clearing
secretions.

5. Stand with your nondominant hand toward Pt's head.

6. Insert suction catheter just far enough to stimulate a cough reflex (shallow).

7. Apply intermittent suction while withdrawing catheter and rotating 360°
for no longer than 10-15 sec to prevent hypoxia.

8. Repeat until Pt's airway is clear.

9. Suction oropharynx after suctioning of airway is complete.

10. Hyperoxygenate Pt for at least 1 min especially in Pts who are hypoxemic;
do not hyperventilate unless ordered.

11. Monitor Pt for adverse reactions/complications.

12. Rinse catheter in basin with sterile saline in between suction attempts
(apply suction while holding tip in saline).
13. Rinse suction tubing when done, and discard soiled supplies.

20
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10.

.
12.

14.
15.
16.

. Explain procedure and administer pain medication before suctioning.
. Adjust bed to comfortable working position and lower closest side rail.
. Place Pt in a semi-Fowler’s position if conscious; lateral position if

unconscious.

. Place towel or waterproof pad across Pt's chest.
. Turn on wall unit suction device to 100-200 mm Hg for adult client,

95-110 mm Hg for child, or 50-95 mm Hg for infant, or turn on portable
unit to 10-15 mm Hg for adult, 5-10 mm Hg for child, or 2-5 mm Hg for
infant.

. Open sterile suction package and set up sterile container; pour in sterile

saline solution.

. Don sterile gloves; grasp catheter with dominant hand and connect to

suction tubing with unsterile, nondominant hand.

. Moisten catheter by dipping into container of sterile saline; occlude

suction control port to check suction.

. Estimate distance from earlobe to nostril and place thumb and forefinger

of nondominant hand at that point on catheter.

Gently insert catheter alongside of mouth toward trachea to suction
oropharynx or along floor of an unobstructed nostril toward trachea to
suction nasopharynx; leave suction off by leaving suction control port open.
© Never apply suction as catheter is introduced.

Apply suction by occluding suction control port with your thumb and
gently rotate catheter as it is being withdrawn; do not suction for more
than 10-15 sec at a time.

. Flush catheter with saline and repeat suction as needed, waiting 20-30 sec

between each attempt; alternate nares when repeated suctioning is
required; never force catheter.

Encourage Pt to cough and breathe deeply between suctioning.
Remove gloves and dispose of gloves, catheter, and container.
Auscultate chest and listen to breathing to assess effectiveness of
suctioning.

. Document time of suctioning, look and amount of secretions, and

character of Pt’s respirations before and after suctioning.

. Offer oral hygiene if needed.



PROCE-
DURES

ncex Tracheostomy Care

A tracheostomy is a surgically created opening in the trachea.

A tracheostomy tube is placed in the incision to secure an airway and to
prevent it from closing.

Tracheostomy care is generally done every 8 hr and involves cleaning around
the incision, as well as replacing the inner cannula of the tracheostomy tube.
After the site heals, the entire tracheostomy tube is replaced once or twice
a week, depending on the physician’s order.

© Use sterile technique during procedure.

. Preoxygenate Pt with 100% oxygen and administer sedative if Pt is agitated;
administer pain medication, especially during the first 4 days after surgery.

. Remove gauze dressing from tracheostomy site and note the amount and
color of drainage.

. Perform tracheostomy
and oronasopharyngeal
suctioning.

4. Using sterile technique,
clean skin around stoma
and external portion of
tube with hydrogen perox-
ide using cotton-tipped
applicators. Note condi-
tion of skin and stoma.

. If Pt has a disposable
inner cannula, remove old
cannula, discard, and
insert new cannula.

6. If Pt has a nondisposable inner cannula, remove inner cannula, clean with
hydrogen peroxide, rinse with 0.9% saline solution, and reinsert; tap cannula
against side of sterile container to remove excess solution; do not dry.

. (© Only trained personnel should replace tracheostomy tube.

. Suction Pt again if needed and assess respiratory status.

N
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9. Wipe area with gauze dampened with 0.9% saline solution and apply a
new tracheostomy dressing.
10. Replace Velcro straps (if soiled) as needed.

If Tracheostomy Is Less Than 4 Days Old
@ STAT intervention is required because tract can collapse suddenly—notify
physician and RT STAT.

. Open tracheostomy with a sterile hemostat, suction catheter, or sterile
gloved finger to maintain airway and to keep edges of tracheostomy from
collapsing.

. If Pt cannot breathe, ventilate using BVM.

. If you cannot be sure someone clinically prepared to reinsert tracheostomy
tube will arrive within 1 min, call a Code.

-

w N

If Tracheostomy Is More Than 4 Days Old
Tract will be well formed and will not close quickly.
1. Notify physician and RT that tube needs to be replaced.
2. Obtain replacement tube if not already at Pt's bedside.
3. Stay with Pt and prepare for insertion of new tube.

Tube Feedings
© @ Always confirm placement before each use.

Maintenance: Flush with 30 mL water every 4-6 hr and before and after
tube feedings, checking for residuals and administering medications.
Medication: Dilute liquid medications with 20-30 mL water. Obtain all med-
ications in liquid form. If liquid form is not available, check with pharmacy
to see whether medication can be crushed. Administer each medication
separately and flush with 5-10 mL water between each medication.

Do not mix medications with feeding formula!

Residuals: Check before bolus feeding, administration of medication, or
every 4 hr for continuous feeding. Hold feeding if >100 mL and recheck

in 1 hr. If residuals are still high after 1 hr, notify physician.

-

. Positioning: HOB 30°-45° during and 30 min after feeding is complete to
minimize risk of aspiration.

2. Follow manufacturer/institutional guidelines regarding type of feeding

and operation of tube feeding delivery system.



3. @ Confirm correct tube placement. (See Nasogastric Tube.)
4. Check residuals. (See Checking Residuals.)
5. Begin tube feeding at prescribed rate/interval as ordered.

@ High residuals can indicate gastroparesis and intolerance to advancement
to higher volume of formula.

@ Check before each feeding, before administration of medication, or every
4 hr for continuous feeding.

-

. Using 60-mL syringe, withdraw from gastric feeding tube any residual
formula that may remain in stomach.
If residual volume <30 mL, reinstill aspirate and flush with 30 mL of
water.

2. If residual volume is greater than predetermined amount (usually >100 mL),
stomach is not emptying properly, and next feeding is withheld and
rechecked in 1 hr. Do not reinstill aspirate obtained for measurement.

3. If residuals are still high after 1 hr, notify physician.

@@ Tube Feeding—Complications

Complication Common Causes and Interventions

Nausea, Vomiting, e Large residuals: Withhold or decrease feedings.

Bloating ¢ Medication: Review meds and consult physician.
¢ Rapid infusion rate: Decrease rate.

Diarrhea ¢ Too-rapid administration: Reduce rate.

¢ Refrigerated TF: Administer at room temp.
* Tube migration into duodenum: Retract tube to
reposition in stomach and reconfirm placement.

Constipation * Decreased fluid intake: Provide adequate hydration.

¢ Decreased dietary fiber: Use formula with fiber.

Aspiration, ¢ Improper tube placement: Verify placement.

Gastric Reflux ¢ Delayed gastric emptying: Check residuals.
¢ Positioning: Keep HOB elevated 30°-45°.
Occluded Tube ¢ Inadequate flushing: Flush more routinely.
¢ Use of crushed meds: Switch to liquid meds.
Displaced Tube ¢ Improperly secured tube: Retape tube.
¢ Confused Pt: Follow institutional policy.
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Urinary Catheter—Insertion

@ Use only materials supplied by manufacturer for securing catheter sheath
to penis—failure to do so may result in compromised blood flow to the penis.

. Positioning: Legs flat, slightly apart.

. Establish baseline assessment of condition of penis.

. Provide perineal care and dry thoroughly.

. Refer to manufacturer’s measuring guide to ensure correct sizing and
application.

. Ensure foreskin is not retracted in uncircumcised Pts.

. Roll sheath onto penis, leaving 1-2 in. between tip of penis and end of
condom catheter.

. Secure sheath according to manufacturer’s instructions.

. Secure tubing to Pt’s leg according to institution’s policy.

. Hang drainage bag on bed frame below level of the bladder.

oo AWN
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PROCE-
DURES

1. Positioning: Female: Knees up, legs

apart; Male: Legs flat, slightly apart.

2. If placing indwelling catheter, check
for leaks and proper inflation of
balloon by filling with 5-mL sterile
water. Remove water.

. Lubricate catheter tip with water-
soluble lubricant; saturate cotton
balls with cleansing solution.

. With nondominant hand (now con-
taminated) and using dominant
(sterile) hand to hold swabs with
sterile forceps:

Females: Hold labia apart; swab
from front to back, in following
order: (a) labia farthest from
you, (b) labia nearest to you, and (c) center of meatus between labia. Use
one swab per swipe.

Males: Retract foreskin; swab in a circular motion from meatus outward.
Repeat 3 times, using a different swab each time.

5. Gently insert catheter (about 2-3 in. for female Pts and 6-9 in. for male Pts)
until return of urine is
noted. Straight: Collect
specimen or drain bladder
and remove and discard
catheter. Indwelling: Insert
an additional inch and
inflate balloon.
© Uncircumcised males:
Reposition foreskin after
insertion.

. Attach catheter to
drainage bag using sterile
technique.

. Secure tubing to Pt’s leg
according to institutional |
policy.

8. Hang drainage bag on

bed frame below level of
the bladder.

w
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inary Catheter—Removal

1. Use a 10-mL syringe to withdraw all water from balloon. Some catheter bal-
loons are overinflated or hold up to 30 mL; withdraw and discard water
until no more water can be removed.

. Hold a clean 4 x 4 at meatus with
nondominant hand. With domi-
nant hand, gently pull catheter. If
you meet resistance, stop and
reassess if balloon is completely
deflated. If balloon appears to be
deflated and catheter cannot be
removed easily, notify physician.

. Wrap tipinclean 4 x4 as it is
withdrawn to prevent leakage of
urine. Use a sterile 4 x 4 if a cul-
ture of catheter tip is desired.

. Provide bedpan, urinal, or assis-
tance to bathroom as needed. B

5. Document time of removal and

how Pt tolerated procedure. i

6. Document amount and time of 11/“ _A
spontaneous void.

. If Pt does not void within 8 hr, palpate bladder or obtain bladder volume using
a bladder scanner and notify physician. Catheter may need to be reinserted.

N
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PROCE-
DURES

Urine—Specimen Collection

1. Ensure tubing is empty; clamp distal to collection port for 15 min.
2. Cleanse collection port with antiseptic swab; allow to air-dry.

3. Use a syringe to withdraw required amount of specimen.

4. Remember to unclamp tubing after specimen is collected.

= Indicated for microbiological and cytological studies.
1. Wash hands thoroughly.
Male: Cleanse meatus, pull back foreskin.
Female: Cleanse labia and meatus from front to back.
2. Void small amount into toilet.
Male: Keep foreskin pulled back.
Female: Hold labia apart.
3. Void into specimen collection container without interrupting flow
of urine.
4. Secure lid tightly.

I Yields a very concentrated specimen for screening substances less
detectable in a more dilute sample.
1. Instruct Pt to void into specimen container upon awakening.

28
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0 Indicated for routine screening and may be collected at any time.
1. Instruct Pt to void into specimen container.

™ Yields freshly produced urine to evaluate a Pt's current status (e.g., glucose
and ketones).
1. Instruct Pt to void, then have patient drink a glass of water.
2. Wait 30 min; have patient void into a specimen collection container.

" Used to quantify substances in urine and to measure substances whose
level of excretion varies over time.
= Ideally, collection should begin between 6:00 a.m. and 8:00 a.m.
= Keep specimen container refrigerated or on ice for entire collection period.
0 Start time begins with collection and discard of first void.
1. Instruct Pt to discard first void of day, and record date and time on
collection container.
2. Catheterized Pts: Time begins after bag and tubing have been replaced.
3. Add each subsequent void to collection container.
4. Instruct Pt to void at the same time the following morning and add it to
collection container.
5. Catheterized Pts: At 24 hours, empty remaining urine into collection
container.
6. This is the end of the 24-hour collection period.
7. Record date and time, and send specimen to lab.



Ventilators—Patient in Distress

@ When ventilator alarms, always check Pt first!

Pt not in distress: Check ventilator to determine source of problem.
Pt in distress: Have RT/physician notified STAT and follow steps below—
assist with reintubation as needed.

1. Disconnect ventilator tubing from ET tube and manually ventilate Pt.
2. Have RT/physician notified STAT if not already done.

Patient Is Easy to Manually Ventilate
1. Ventilator is probable source of problem. Notify RT.
2. Manually ventilate Pt while RT assesses ventilator.

Patient Is Difficult to Manually Ventilate
Dislodgement: If tube dislodged, remove and manually ventilate Pt. Suction
oropharynx to clear secretions.
Obstruction: Suction ET tube to clear secretions. Notify RT. If unable to clear
obstruction or pass suction catheter, extubate and manually ventilate
(suction oropharynx as needed to clear secretions).
Pneumothorax: If ineffective ventilation continues after airway, ET, and
ventilator are all determined to be patent, inspect and auscultate Pt's chest.
If there is unequal chest wall movement and/or decreased air movement on
one side, it may be related to a tension pneumothorax (other causes may
include an incorrectly positioned ET tube or atelectasis).
Equipment: Inspect cuff for air leak (check cuff pressure if manometer
available). Notify RT/physician if air leak cannot be fixed.

If ineffective ventilation continues and no physical or mechanical cause can be
found, consider sedating Pt.
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Ventilator Alarms

Alarm

@@ Low-Pressure

Common Causes and Interventions

Causes: System disconnects or leaks.

. Reconnect Pt to ventilator.

2. Evaluate cuff and reinflate if needed (if ruptured,
tube must be replaced).

3. Evaluate connections and tighten, or replace as
needed.

4. Check ET tube placement (auscultate lung fields and
assess for equal, bilateral breath sounds).

-

@ High-Pressure

Causes: Resistance within the system such as a kink or
water in the tubing, Pt biting ET tube, copious secre-
tions, or plugged ET tube.

1. Suction Pt if secretions suspected.

2. Insert bite block as needed.

3. Reposition Pt's head and neck, or reposition tube.

4. Sedation may be required to prevent Pt from fighting

vent, but only after you exclude physical or mechani-
cal causes.

High Respiratory
Rate

Causes: Anxiety or pain, secretions in ET tube or
airway, or hypoxia.

1. Suction Pt.

2. Look for source of anxiety (i.e., pain, environmental
stimuli, inability to communicate, restlessness).

3. Evaluate oxygenation.

Low Exhaled
Volume

Causes: Tubing disconnect or inadequate seal.

1. Evaluate/reinflate cuff; if ruptured, ET tube must be
replaced.

2. Evaluate connections; tighten or replace as needed;
check ET tube placement, reconnect to ventilator.




PROCE-
DURES

. Remove old dressing if
present.

. Discard gloves, wash hands,
and don new gloves.

. Irrigate wound thoroughly
with sterile saline or irriga-
tion solution ordered by
physician.

. Discard gloves, wash hands,
and don new gloves.

. Swab healthy-looking area of
wound bed:

Levine technique: Rotate
sterile swab over a small
(1-cm) area with sufficient
pressure to express fluid
from within the wound
tissue.

Zigzag technique: While
applying light pressure,
swirl sterile swab between
fingers, sliding swab from
one edge of the wound to the other edge using 10-point zigzag pattern.

. Place entire swab into culture tube (activate medium if needed) and secure
lid tightly.

. Transport specimen to lab per institutional policy.

. Apply a new sterile dressing as ordered.

-
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Normal Range Vital Signs

Age RR HR SBP
Newborn 30-60 100-180 60-90
1-12 mo (infant) 30-60 100-160 87-105
1-2 yr (toddler) 20-40 80-110 85-102
3-5 yr (preschooler) 22-34 70-110 89-108
6-12 yr (school age) 18-30 65-110 94-120
13-17 yr (adolescent) 12-16 60-90 107-137
>18 yr (adult) 12-20 60-100 90—>120
Temperature

Normal Core Temperature: 97°F (36.1°C) — 99°F (37.2°C); >100.4°F (38°C) = Fever.

Factors That Affect Vital Signs

Factor HR RR SBP Temp
Fever ) ) Normal )
Anxiety 0 T ) Normal
Pain, Acute i) T i) Normal
Pain, Chronic 4 Normal Normal Normal
Acute M| d T 1 (late) Normal
Pulm. Embolus i) T 4 )
Exercise ) T T T

{ H&H ) T 4 4

{ Blood Sugar Normal/T Normal Normal/T {

T Blood Sugar T T/Deep 4 T
TWBC T T 1 (sepsis) T

T K+ { Shallow  |Normal/T Normal
K+ T Shallow { Normal
Narcotics 4 4 4 4

Beta Blockers d { { Normal
Ca Channel Blockers 4 4 4 Normal
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Vital Sign Assessment

-

. Palpate pulse point for 30 sec and multiply by 2; count irregu-
lar pulse for full minute.

. Compare right with left.

. Document rate, rhythm, strength, and any right-left differences.

w N

RR

-

. Position: Comfortable; unaware respirations are being
monitored.

. Count respirations for 30 sec and multiply by 2; count

irregular or labored respirations for full minute.

Document rate, depth, effort, rhythm, and any sounds;

note whether heard on inspiration, expiration, or both.

N
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BP

@ NEVER use arm with dialysis shunt, injury, intra-arterial line,
or same-side mastectomy or axillary surgery. AVOID arms with
IV/VAD.

1. Position: Comfortable (sitting or HOB elevated) with arm

slightly flexed and palm facing up, with forearm supported at

heart level; ensure legs are not crossed.

Apply cuff snugly around upper arm, and ensure proper size

and fit.

. Place stethoscope over brachial artery and inflate cuff
~30 mm Hg over expected systolic pressure; slowly release
cuff pressure.

. Document point at which sound first heard (systolic) and over
point at which sound no longer heard (diastolic).

O
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Temp

=

Follow manufacturer’s recommendation for use of specific
thermometer. Oral temp may be altered by recent hot or cold
beverage, chewing gum, etc.

Document result and route.

Pain

Acute or chronic; etiology (disease or trauma).
Assess and document response to interventions.
Document score (0-10), location, OPQRST.

LN N




© |Institutional policy
formed by a registered

Health History

Assessment Overview

may require that the initial assessment must be per-
nurse.

Biographic data, chief complaint, SAMPLE history,
past medical history, family and social history,
advance directives.

General Condition

Hygiene, state of well-being, nutrition, level of con-
sciousness, emotional status, speech, affect, pos-
ture, gait, coordination, balance, gross deformities,
mobility, range of motion, nonverbal cues.

Vital Signs

Temp, HR, RR, BPF, and pain.

Skin

Temp, moisture, color, integrity, turgor, wounds, pressure
ulcers, incisions, dressings, tubes and lines, lesions,
scars, bruising, redness, body piercings, tattoos.

Head and Neck

Head: Shape and symmetry, condition of hair and scalp.

Eyes: Conjunctiva, sclera, pupils, use of glasses or
contacts.

Ears: Pain, inflammation, drainage, hearing aids,
hearing impairment.

Nose: Drainage, congestion, sense of smell, NG tube,
patency/equality of nostrils, nasal flaring, septal
deviation.

Throat and Mouth: Oral hygiene, odor, mucous mem-
branes, gingival bleeding, lesions, condition of
teeth, dentures, tongue, swallowing, tonsils.

Neck: Stiffness, pain, range of motion, lymph nodes,
thyroid, JVD, tracheal alignment, retractions.

Cardiovascular

Fatigue, exertional dyspnea, chest pain, dizziness,
activity intolerance, edema, cyanosis or clubbing of
nails, pulses, capillary refill, heart sounds, ECG trac-
ing, presence of disease (CAD, CHF, MI, etc.).

Respiratory

Dyspnea, shortness of breath, cough, recent respiratory
infections, lung sounds, oxygen therapy, oximetry,
sputum characteristics, respiratory rate, rhythm, effort
and pattern, disease (asthma, emphysema, etc.).

Gastrointestinal

Obesity, dietary habits, nausea, bowel patterns, stool
characteristics, hemorrhoids, gastric tubes,
ostomies, disease (reflux, celiac, IBS, etc.).

Abdomen: Pain, distention, masses, herniations,
scars, rigidity, bowel sounds.
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Genitourinary
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Hygiene, pain, sexual history, STDs, voiding pattern,
nocturia, dysuria, discharge, lesions, urinary catheters.

Female: Amenorrhea, vaginal bleeding, breast self-exams.

Male: Erectile dysfunction, testicular pain, swelling,
lumps, testicular self-exams.

Musculoskeletal

Pain, range of motion, muscle strength, distal CSM,
casts, amputations, prosthesis (stump condition),
limb-length symmetry, deformities, physical
limitations, assistive devices.

Extremities: Pedal pulses, edema, ulcers, deep vein
thrombosis (DVT).

Neurological

Pupils, mental status, cranial nerves, deep tendon
reflexes, paralysis, paresthesia, stroke or seizure dis-
order, level of alertness and orientation, sleep pattern
changes, clonus, Babinski sign in infants >18 mo.

Biographic Data

Health History

Record Pt's name, age, and date of birth, sex, race,
ethnicity, nationality, religion, marital status, chil-
dren, level of education, job, and advance directives.

Chief Complaint

What the Pt tells you (e.g., chest pain, nausea, abdomi-
nal pain). Use symptom analysis for chief complaint.

Past Medical History

Record childhood illnesses, surgical procedures, hos-
pitalizations, serious injuries, medical problems,
immunization, and recent travel or military service.

Medications

Prescription medications taken regularly as well as
those taken only when needed (prn). Note: prn med-
ications may not be used very often and are likely to
be expired. Remind Pts to replace expired medications.
Inquire about OTC drugs, vitamins, herbs, alternative
regimens, and use of recreational drugs or alcohol.

Continued



Allergies Include allergies to drugs, food, insects, animals, seasonal
changes, chemicals, latex, adhesives, etc. Determine
type of allergic reaction (e.g., itching, hives, dyspnea).
Family History Health status of blood relatives, as well as that of
spouse/significant other. Obtain age and cause of
death of deceased family members.

Social History Assess health practices and beliefs, typical day, nutri-
tional patterns, activity/exercise patterns, recreation,
pets, hobbies, sleep/rest patterns, personal habits,
occupational health patterns, socioeconomic status,
roles/relationship, sexuality patterns, social support,
and stress coping mechanisms.

Physical Assessment

Always observe standard precautions.

Before physical contact, perform a general survey.
Evaluate all symptoms using the OPQRST approach.
If Pt has an obvious problem, start at that point.

Let Pt know your findings, and use this time to teach.
Leave sensitive or painful areas until end of exam.

Different Approaches to Physical Assessment

B Focused assessment: Priority of assessment dictated by Pt's chief complaint
(e.g., if Pt is complaining of CP, start with OPQRST).

B Head-to-toe: More complete, it assesses each body region (e.g., head and
neck) before moving on to the next.

B Systems assessment: More focused, it assesses each body system
(e.g., cardiovascular) before moving on to the next.
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Focused Symptom Analysis (OPQRST)

Onset Origin

* When did symptom begin?
* Was onset sudden or gradual?
* Origin of symptom (e.g., injury, meal).

Provocation
Precipitation

® Activity at or before onset of symptom.
® Factors that worsen symptom.

Palliation  Factors that alleviate symptom.
Quality * Characteristics (dull, achy, sharp, etc.).
Radiation * Does symptom travel to another part of body?
Region * Have Pt to point to source of symptom.
Related s/s * Document related symptoms (e.g., nausea, fever).
Severity e |f pain, rate on a scale of 0-10.
¢ |s symptom mild, moderate, or severe?
Timing e Ascertain duration of symptom.
¢ |[s symptom constant or intermittent?
Cardiovascular Assessment
History CP, palpitations, syncope, fatigue, extremity changes
(numbness, tingling, cold feet or hands, leg cramps,
edema, lymphedema), activity intolerance, dyspnea on
exertion, shortness of breath, orthopnea, number of
pillows used for sleeping, hyperlipidemia, M|, CAD, PVD,
DM, HTN, CHF, DVT, stents, CABG, pacemaker.
Medication Beta/Ca-channel blockers, nitrates, diuretics, ACE inhibitors,
anticoagulants, antiarrhythmics.
Neck Venous distention (JVD), bruits, pulsations.
Chest e Scars, symmetry, movement, deformity.
* Auscultate lungs for pulmonary edema.
e Compare apical and radial pulses for apical-radial pulse deficit.
* Heart valves for normal S;, S, (lub, dub) heart sounds—
abnormal sounds include extra beats (S;, S,), bruits,
murmurs, pericarditic rubs, and artificial valve clicks.
* PMI for pulsations, thrills, or heaves.
Abdomen ® Scars, edema, ascites, pulsations, and thrills.

Continued



ASSESS

Extremities ¢ Color, temperature, moisture, and hair growth.
* Nailbeds for cyanosis and clubbing.

* Lower extremities for swelling and edema.

e Compare pulses right to left.

e Grade radial and pedal pulses.

* Grade peripheral edema.

Capillary Refill

Normal <3 sec

Delayed..........ccccoeviineneiiiciicne >3 sec
Pulse Strength Grading Scale

0 Absent

1 Weak

2 Normal

3 Full

4 Bounding

Cardiac Auscultation Sites

T | [BASE
Base right
(aortic)

Base left
(pulmonic)

Erb’s point
Left sternal
border (tricuspid)

ék/ﬁx (mitral),

Deep Venous Thrombosis (DVT)

@ Never massage affected extremities.

B History: Recent surgery or fracture of leg or pelvis, prolonged bedrest, birth
control pills, estrogens, smoking, recent childbirth.

B Signs/symptoms: Pain, tenderness, edema, swelling, redness, warmth.

B Homans’ sign: Calf pain on dorsiflexion of foot.
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Edema Grading Scale

Gently compress Pt's soft tissue with your thumb over a bony area for at least
5 sec; observe for indentation. If no indentation is noted, the Pt does not have

pitting edema.

+1 <2 mm depression; disappears rapidly.

+2 2-4 mm depression; disappears in 10-15 sec.

+3 4-6 mm depression that lasts >1 min; swollen appearance.
+4 6-8 mm depression that lasts 2-5 min; grossly edematous.

@@ Gastrointestinal Assessment

History

Pain, bloating, changes in bowel pattern, diarrhea,
constipation, changes in weight or appetite, indiges-
tion, reflux, nausea, vomiting, stomach ulcers,
Helicobacter pylori, hemorrhoids, Gl bleed, UC, IBS,
blood or mucus in stool, NSAID use.

Medication

Antacids, proton pump inhibitors, H2 antagonists,
laxatives, antiemetics, antibiotics, antispasmodics.

Abdominal Pain
(differential
diagnosis)

* RUQ: Cholecystitis, hepatitis, MI, pancreatitis,
perforated ulcer.

e LUQ: Gastritis, peptic ulcer, MI, pancreatitis, splenic
enlargement.

* RLQ: Appendicitis, ectopic pregnancy, gynecological dis-
ease, renal calculi, testicular torsion, aortic dissection.

* LLQ: Diverticulitis, colitis, aortic dissection, renal
calculi, ectopic pregnancy, gynecological disease,
testicular torsion.

* Epigastric: MI, ulcer, pancreatitis.

« Diffuse: Gastroenteritis, IBS, ischemic bowel, diabetic
ketoacidosis.

Inspect (abdomen)

* Skin, distention, scars, obesity, herniations, bruising,
pulsations.

@) Auscultate
(bowel tones;
before palpate)

* Hypoactive: Every minute.
* Normal: Every 15-20 sec.

* Hyperactive: As often as every 3 sec.

Continued
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Percuss (abdomen) ® Dullness: Solid organ (liver).

¢ Tympany: Hollow organs (bowels).

* Resonance: Air-filled organs (lungs).

¢ Flatness: Dense tissue (muscle, bone).

Palpate (abdomen; * Pulsations (aortic aneurysm).
after auscultate) * Masses (stool, tumors).

¢ Tenderness (appendicitis).

* Rigidity (Gl bleeding, guarding).

Abdominal Organs and Quadrants

RUQ LEFT LOBE LUQ

RIGHT LOBE
DUODENUM

GALLBLADDER
BILE DUCT PANCREAS
KIDNEY! PANCREATIC DUCT
TRANSVERSE
COLON (CUT) DESCENDING

ASCENDING COLON

SMALL INTESTINE

VERMIFORM
APPENDIX X UMBILICUS
B RECTUM

UTERUS
OVARIES IS BLADDER
ANUS
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Genitourinary Assessment

¢ Kidney stones, blood in urine, dysuria, voiding pattern
changes, itching, cancer (e.g., prostate, cervix, ovarian), UTI.

* Sexual history: Sexual activity, use of protection against
infection, method of birth control, multiple or same-sex
partners, history of STD, ED (male Pts).

Medication

¢ Antibiotics, antifungals, antispasmodics, phosphodi-
esterase inhibitors (Viagra, Cialis, Levitra), analgesics.

Pain

e History of painful or burning urination?

* Female: Dysmenorrhea (abnormally severe cramping
during menstruation).

* Male: Penis, testes, scrotum, and groin.

Lesions

e Blisters, ulcers, sores, warts, or rashes.

Breasts

* Symmetry, dimpling or edema, nipples (color, discharge, or
inversion).

e Lumps or tenderness (palpate in a concentric circle, outward
from nipple, including axillae), presence of implants.

* Breast self-exams?

Testicles

* Lumps, masses, or swelling (palpate scrotum and groin area).
o Testicular self-exams?

Discharge

* Female: Assess for vaginal discharge and note color, odor,
amount, and any associated symptoms.

* Male: Inspect meatus for discharge and note color,
amount, and any associated symptoms.

Menstruation

* Describe last period including date.

* Do periods occur regularly?

¢ Investigate bleeding other than normal period (frequency,
quantity, symptoms).

Integumentary Assessment

History Pruritus; rashes; changes in mole or lesion; nonhealing sores;
changes in skin, hair, or nails; eczema, psoriasis, acne.
Medication * Topical creams, gels, or ointments such as antibiotic, anti-

fungal, anti-inflammatory.
¢ Oral medications such as antibiotics, antifungal and antiviral
agents, biologics, immunosuppressants, and corticosteroids.

Continued



Appearance ® Color: Erythema, pallor, jaundice.

® Bruising, scars, tattoos.

¢ Cyanosis: Differentiation between central (lips, conjunctiva)
and peripheral (nailbeds, extremities) cyanosis.

* Oral mucosa used for assessing color changes in dark-

skinned Pts.
* Sclera used for assessing jaundice in Pts of Asian descent.
Hair and ® Texture and distribution.
Scalp e Condition of scalp.
Nails * Cyanosis, fungal infections.

* Angle of attachment (normal, 160°; abnormal, >180°,
indicating chronic pulmonary disease).

Temperature * Coolness.

* Warmth.
Moisture ¢ Diaphoresis.
* Excessive dryness.
Turgor * Time it takes skin to flatten after pinching.

* Poor skin turgor is a sign of dehydration.
e Sternum or forehead skin used in older Pts.

Lesions * Presence and type of lesions or rashes.
* Determining whether rashes blanch.

Wounds * Pressure ulcers, surgical wounds.
¢ Inspection of legs and feet of diabetic Pts.

Musculoskeletal Assessment

History Pain (chronic or acute), stiffness, weakness, trauma,
fractures, dislocations, deformities, limitations,
immunizations (e.g., tetanus, polio).

Medications Pain medications including prescribed narcotics,
anti-inflammatory drugs, and OTC medications.

Mobility * Gait, balance, coordination, limitations.

Spine * Posture, spinal curvature.
* Spinal deformities (scoliosis, kyphosis, lordosis).

Continued
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e Limb length discrepancy.
* Grip strength.
¢ Push-pull strength of feet.

Muscle Strength Grading Scale

No muscle movement.

..Visible muscle movement, but no joint movement.
..Joint movement, but not against gravity.
..Movement against gravity, but not against resistance.
Movement against resistance, but less than normal.
..Normal strength.

Range of
Motion

e Limitations and pain during movement of neck, shoulders,
elbows, wrists, spine, hips, knees, and ankles.

¢ Tests include: Flexion, extension, rotation, lateral bend,
abduction, adduction, circumduction, supination,
pronation, inversion, and eversion as applicable.

Mental
Status

Neurological Assessment

* Affect, mood, appearance, behavior, and grooming.
¢ Clarity of speech and coherence.

* Alertness, lethargy, confusion, obtundation, stupor.
* Orientation to person, place, time.

Motor

¢ Involuntary movements, muscle symmetry, atrophy.

Muscle Tone

¢ Flex and extend wrists, elbows, ankles, and knees; slight,
continuous resistance to passive movement is normal.

* Note any decreased (flaccid) or increased (rigid or spastic)
muscle tone.

Motor Strength

* Have Pt move against resistance. (See Muscle Strength
Grading Scale in Musculoskeletal Assessment section.)

Continued
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Babinski’s (Plantar) Reflex

o Stroke lateral aspect of sole of each foot with reflex hammer.

* Normal response is flexion (withdrawal) of toes.

 Positive (abnormal) Babinski’s reflex is characterized by
extension of big toe with fanning of other toes.

Clonus

* With knee supported in partially flexed position, quickly
dorsiflex foot.

* Rhythmic oscillations are positive for clonus.

Deep Tendon Reflexes

...Absent.

Diminished.

Normal.

Hyperactive without clonus.
...Hyperactive with clonus.

Gait/Balance

© Do not force Pts to attempt tasks beyond their limitations.
* Observe gait while Pt walks across room and back.

* Have Pt walk heel-to-toe or on heels in a straight line.

* Have Pt hop in place on each foot.

* Have Pt do shallow knee bend.

Coordination

@ Do not force Pts to attempt tasks beyond their limitations.

Rapid Alternating Movements

e Instruct Pt to tap tip of thumb with tip of index finger as fast
as possible.

Point-to-Point Movements

e Instruct Pt to touch his or her nose and your finger alternately.
Continually change position of your finger during test.

Romberg’s Test

© Be prepared to catch Pt!

* Request that Pt stand with feet together, eyes closed for
10 sec. If Pt becomes unstable, test result is positive,
indicating proprioceptive or vestibular problem.

Proprioception

¢ Instruct standing Pt to close eyes and alternate touching
index fingers to nose.

Sensory

* Using your finger and a toothpick, instruct Pt to distinguish
between sharp and dull sensations.
e Compare left with right (Pt's eyes closed).
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Pupil Scale (mm)
000000
3 4 5 6 7 8 9

[ ]
2

Characteristics of Acute and Chronic Pain

Acute Pain Chronic Pain
Onset Current. Continuous or intermittent.
Duration <6 mo. >6 mo.

ANS Response T HR, RR, BP. muscle tension, Rarely present.
diaphoresis, pupillary dilation.

Relevance to | Diminishes as healing occurs. |Continues long after healing.
Healing

Analgesics Responsive. Rarely responsive.

Focused Assessment— OPQRST

See Focused Symptom Analysis (OPQRST) on p. 39.



Spanish Numerical Pain Scale

0 2 4 6 8 10
Cero Dos Quatro Seis Ocho Diez
« Ningun dolor (no pain) (much pain) Mucho dolor —

Referred Pain

Phenomenon of pain perceived at a site adjacent to or at a distance from site of
pain’s origin (e.g., cardiac pain often manifests in the arm).

Lung and

diaphragm Lung and

diaphragm

Appendix Bladder Kidney Bladder
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Respiratory Assessment

Cough (productive or nonproductive), dyspnea, hemoptysis,
CP, swelling of lower extremities, energy level, sleep pat-
tern, COPD (asthma, chronic bronchitis, emphysema), TB,
pneumonia, URI, environmental allergies.

Medication

Bronchodilators, acetylcysteine, aminophylline, theophylline,
anticholinergics, corticosteroids.

Respirations

* Rate, depth, effort, pattern.

Inspect

* Signs of distress (nasal flaring or sternal retractions).

 Size and shape of chest, symmetry of chest wall move-
ment, and use of accessory muscles.

* Lower extremities for edema and nailbeds for cyanosis and
clubbing indicating chronic hypoxia.

e Trachea for scars, stomas, or deviation from midline.

Palpate

* Anterior and posterior thorax for subcutaneous emphysema,
crepitus, and tenderness.
* Assess tactile fremitus; palpate chest as Pt says, “99."

Percuss

¢ Anterior and posterior thorax for tympany (hollow organs),
resonance (air-filled organs), dullness (solid organs), or
flatness (muscle or bone).

Auscultate

e All anterior and posterior lung fields, noting normal,
abnormal, or absence of lung sounds.

¢ Order of auscultation: begin at the top, near the shoulders,
and work toward the bottom, near the diaphragm, moving
from left to right working in a zigzag pattern.




Anterior view Posterior view

Normal (eupnea): Regular and comfortable at 12-20 breaths/min.
Tachypnea: >20 breaths/min.

Bradypnea: <12 breaths/min.

Hyperventilation: Rapid, deep respiration >20 breaths/min.

Apneustic: Neurological: sustained inspiratory effort.

Cheyne-Stokes: Neurological: alternating patterns of depth separated by
brief periods of apnea.

Kussmaul: Rapid, deep, and labored: common in DKA.

Air trapping: Difficulty during expiration: emphysema.
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Lung Sounds—Differential Diagnosis

Rales/Crackles

Simulated by rolling hair near ear between two fingers,
best heard on inspiration in lower bases, unrelieved by
coughing (e.g., CHF, pneumonia).

Wheezes High-pitched, squeaking sound, best heard on expiration
over all lung fields, unrelieved by coughing (e.g.,
asthma, COPD, emphysema).

Rhonchi Coarse, harsh, loud gurgling or rattling, best heard on
expiration over bronchi and trachea, often relieved by
coughing (e.g., bronchitis, pneumonia).

Stridor Life-Threatening! Harsh, high-pitched, easily audible on
inspiration, progressive narrowing of upper airway
requiring immediate attention (e.g., partial airway
obstruction, croup, epiglottitis).

Unilaterally Inability to hear equal, bilateral breath sounds (e.g., pneu-

Absent or mothorax, tension pneumothorax, hemothorax, or history
Diminished of pneumectomy).

Documentation

Rate, rhythm, depth, effort, sounds (indicate if sound is
inspiratory and/or expiratory), and fields of auscultation.

Wound Assessment

Appearance Color (pink, healing; yellow/green, infection; black, necro-
sis), sloughing, eschar, longitudinal streaking.

Size Length, width, and depth in cm.

Incisions Approximated edges, dehiscence, or evisceration.

Undermining

Use a sterile, cotton-tipped applicator to probe gently
underneath edges until resistance is met; with a felt-
tipped pen, mark where applicator can be felt under skin.

Induration

Abnormal firmness of tissues with margins. Assess by
gently pinching tissue distal to wound edge; if indurated,
you will be unable to pinch fold of skin.

Continued



Tissue Edema

Note whether edema is pitting or nonpitting.
© If wound is crepitant, notify physician immediately
(may indicate gangrene).

Granulation Bright red, shiny, and granular; an indication that wound

is healing.
®© Poorly vascularized tissue appears pale pink, dull, or

dusky red.

Drainage Type (sanguineous, serosanguineous, purulent), amount,
color, and consistency.

Odor © Foul odor indicates infection.

Staging See the section that immediately follows, Areas

Susceptible to Pressure Ulcers.

Areas Susceptible to Pressure Ulcers

48

Front

Side Back Sitting
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Pressure Ulcers

Stage |

e Intact,
nonblanching
erythematous
area.

¢ Indicates potential
for ulceration.

* No dressing
required: Assess
frequently.

* Prevent continued
pressure or shear-
ing forces.

* Assess frequently.

Stage Il

e Interruption of
epidermis,
dermis, or both.

* Presents as
abrasion, blister,
or very shallow
crater.

* Use dressing that
will keep ulcer bed
moist.

¢ Keep surrounding
intact skin dry.

e Fill wound dead
space with loosely packed dressing to absorb
excess drainage and maintain moist environment.

Stage Il

¢ Full-thickness
crater.

¢ Involves damage
and/or necrosis
down to, but not
penetrating,

* Same as stage |l
plus debride
eschar and
necrotic tissue.

* Note: Heel ulcers
with dry eschar
and no edema, erythema, or drainage may not

fascia. need to be debrided.

* Debridement may be done surgically, with enzy-
matic agents, or mechanically with wet-to-dry
dressings, water jets, or whirlpool. Do not use
topical antiseptics.

Stage IV ® Same as stages |l
e Full-thickness and lll plus remove
crater. all dead tissue,

e Similar to stage lll,
but penetrates
fascia and involves
muscle and bone.

* May involve
undermining.

explore under-
mined areas, and
remove skin "roof."

* Use clean, dry dressings for 8-24 hr after sharp
debridement to control bleeding; then resume
moist dressings.
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Pressure Ulcer Prevention Strategies

Inspect skin at beginning of each shift and document findings. More
frequent (every 2 hr) assessments are required for debilitated Pts.
Effectively manage urine and fecal incontinence.

Clean skin promptly with mild, nonirritating, nondrying cleaning solution,
and avoid friction during cleaning.

Use topical moisture barriers and moisture-absorbing pads if incontinent.
Position Pts to alleviate pressure and shearing forces.

Reposition Pts every 2 hr while in bed, and every hour while in chair.
Teach Pt to shift weight every 15 min while in chair.

Use appropriate positioning devices and foam padding.

Do not use donut-shaped devices.

Avoid positioning Pts directly on trochanters or directly on wound.
Maintain lowest head elevation position possible to minimize sacral
pressure.

Use extra staff and appropriate lifting devices.

Prevent contractures.

Provide adequate hydration and nutrition.

Do not massage reddened areas over bony prominences.

Risk Factors for Development of Pressure Ulcers

Alterations in Sensation or Response to Discomfort

Degenerative neurological/neuromuscular disease, cerebrovascular disease,
brain or spinal cord injury, depression, drugs that adversely affect alertness.

Alterations in Mobility

Neurological disease/injury, fractures, contractures, pain, or restraints.

Significant Changes in Weight

Protein-energy malnutrition, severe edema, obesity.

Medical Conditions

Malnutrition and dehydration, diabetes mellitus, peripheral vascular
disease, end-stage renal disease, congestive heart failure, malignant
diseases, chronic obstructive pulmonary disease, obesity, or bowel and
bladder incontinence.
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LIFE SPAN

Geriatric Patients

Age-Related Assessment: SPICES Tool

Developed by Fulmer, The SPICES assessment tool highlights six key areas of
concern, namely Sleep disorders, Problems eating, Incontinence, Confusion,
Evidence of falls, and Skin breakdown. Additional areas of concern include
polypharmacy, depression, and elderly abuse.

Age-Related Changes and Implications

Physical Changes

@ Decreased Skin
Thickness

Implication

e Elderly Pts are more prone to skin breakdown.
* Assess more frequently for pressure ulcers.

@ Decreased Skin
V. larity

* Thermoregulation is altered.
e Increased risk for heat stroke.

L1
@ Loss of

Subcutaneous Tissue

e Insulation is decreased.
® Risk for hypothermia is increased.

Decreased Aortic
Elasticity

* Diastolic BP is increased.

Possible Decreased
Auditory Ability

* Do not assume it, but allow for it as a possibility.
e |f Pt is hard of hearing:
® Approach Pt from front and make eye contact
to build confidence.
® Speak slowly.
* Do not speak to Pt as if he or she were a child.

Calcification of Thoracic
Wall

® Heart and lung sounds are obscured.
* Apical pulse is displaced.

Loss of Nerve Fibers/
Neurons

* Extra time is needed to comprehend and learn,
and to perform certain tasks.

@ Decreased Nerve
Conduction

* Response to pain is altered.

@) Reduced Tactile
Sensation and
Range of Motion

 Risk for injury to self is increased.
* Use extra care with exams to avoid discomfort
and injury.

Continued
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Social Changes

Marital or Companion
Status

Implication

Pts living alone are less likely to access health
care and are more likely to suffer from health
problems, social isolation, and/or depression.

Generational
Differences

Women: Be careful to maintain modesty when
giving care.

Men: Be careful to maintain independence when
giving care.

Living Arrangements

Living situation affects Pt's ease of access to shop-
ping and services, and influences available sup-
port from family and friends.

Financial Status

Income level influences Pt’s ability to access
health care, especially prescription drugs.

Education Education level influences Pt’s ability to under-
stand and carry out instructions.
Caregiver Pts with caregiving roles may be reluctant to

Responsibilities

report their own symptoms.

Caregiver Availability

Availability (or unavailability) of caregivers influ-
ences Pt's access to health care.

ADLs

Pts of advanced age have more difficult time com-
pleting common ADLs.

Hobbies and Interests

Lack of hobbies or interests may lead to social
isolation and depression.

neex Dehydration in the Elderly

Dehydration is more common in older adults and can lead to confusion, urinary
and respiratory tract infections, constipation, stroke, and death.

B Diminished feelings of thirst.
B Decreased total body water (TBW).
B Older adults: TBW represents 60% of weight.
B Younger adults: TBW represents 70% of weight.



High Risk Factors for Dehydration

* Age >85 yr. * Confinement to bed.
* Nursing home resident. ® Polypharmacy.
* Recent weight loss >5% of body |e Limited opportunity to drink.
weight. * Fever, vomiting, diarrhea.
o Difficulties with feeding and  Diuretic or laxative use.
eating, difficulty swallowing. e Self-restriction of fluids for inconti-
* Dementia. nence or increased nighttime voiding
* Multiple chronic conditions. frequency.

Confusion, change in LOC, dizziness.

Tachycardia, orthostatic hypotension.

Low urine output, dark yellow to brownish urine.
Dry skin, poor skin turgor, dry mucous membranes.
Constipation, fecal impaction.

Infection, elevated temperature.

Weakness, fatigue.

B Signs of electrolyte imbalance.

B Increased urine specific gravity.

B Increased hematocrit.

@ Notify physician or charge nurse immediately if signs or symptoms of dehy-
dration are present.

© Dehydration can progress quickly and become severe, and it is associated
with a high mortality rate in elderly Pts.

B Evaluate hydration status by u Urine color.
assessing: B 24-hr fluid 1&O.
u Vital signs. u NPO status.
B Urine specific gravity. B Enteral/tube feedings.
B Usual pattern of fluid intake.

u Complete blood count.
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Calculating Desired Fluid Intake Per Day

Start with Pt's Weight (kg) Example if Pt Weighs 70 kg
Subtract 20 =50

Multiply by 15 =750

Add 1500 = 2250

Multiply by 0.75 = 1688 mL/day (desired intake)

B Provide 80% of desired fluid goal at meals.

B Provide remaining 20% between meals.

B Offer various fluids and have Pt take sips throughout day if he or she has
trouble taking more at one time.

B Document &0 and difficulty drinking.

B Assess weight daily and record.

B Note urine specific gravity and urine color.

B Post volume of each container (e.g., cups, bowls) in Pt's room.

B For test preparation (NPO or bowel cleansing), arrange timing so that test
occurs as soon as possible. Offer fluids immediately after test unless con-
traindicated. Consider IV hydration if NPO status is prolonged.

e m and Dementia in the Elderly

B Delirium: Confusion/excitement marked by disorientation to time and place,
usually accompanied by delusions and/or hallucinations.

B Dementia: Cognitive deficits.

B Depression: Diminished interest or pleasure in most or all activities.

Factor Delirium Dementia

Onset Sudden. Gradual.

Duration Brief (hours—days). Long (months-years).

LOC Fluctuating throughout day. Unaffected.

Motor Tremor, myoclonus, ataxia, None until late.
hyperactivity.

Speech Incoherent. Normal to aphasic in later

stages.

Language Vocabulary usual for Pt, Impoverished, worsens as dis-
but frequent use of order progresses.
wrong words.




Factor Delirium Dementia
Memory Impaired. Impaired.
Attention Impaired, fluctuating. Normal to easily distracted.
Perception Hallucinations common. Hallucinations uncommon.
Mood Fearful, suspicious, irritable. Fearful, suspicious, irritable,
normal affect, depressed
early in disorder.
Sleep Disturbances common. Disturbances common.
General Sick appearing. Healthy appearing.
Condition
Clinical Fluctuating over short term. Stable over short term.
Course

Depression and Suicide in the Elderly

@ Depression is common in older adults, is often unreported and unrecog-
nized, diminishes quality of life, and can lead to suicide.

Physical

B Pain, stomach problems.

B Changes in appetite.

W Feeling tired all the time.

B Insomnia or excessive sleeping.

Cognitive

B Impaired concentration.

M Problems with memory.

M Indecisiveness.

B Recurrent thoughts of death and
suicide.

Emotional

B Unrelenting sadness.

B Diminished pleasure.

B Crying for no reason.

W Indifference to others.

B Feeling hopeless, helpless, and
worthless.

Behavioral

B Neglect of personal appearance;
hygiene.

W Withdrawal from others.

B Increased alcohol use.

B Agitation; anxiety.

W Talking about death as relief.
B Giving away possessions.

B Stopping medication.
B Obtaining a weapon.
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Assess Pt for signs and symptoms of depression.

Ask whether he or she has thought about committing suicide.
Show interest and offer support; talking can help older adults identify main

themes of their lives, express regret, and talk about their legacy.

Avoid giving advice or conversation altogether—just listen.
Identify Pt's support among friends, family, and clergy.
Remove implements or meds that can be used for suicide.
Notify staff, document findings, and participate in plan of care.

neex Eating Problems in the Elderly

Possible Causes

Gl Disturbances

o Difficulty swallowing.
¢ Constipation.

¢ Nausea and vomiting.
e Gastric reflux (GERD).

Nursing Interventions

* Observe Pt for signs of swallowing difficulty
(coughing while eating, holding food in mouth,
frequently attempting to clear throat); consult
with speech therapist.

* Monitor bowel patterns or any trouble passing
stool; assess for impaction.

* Investigate cause of nausea and vomiting, and
assess for symptoms of GERD.

Oral Problems

* Missing or poorly
fitting dentures.

¢ Missing teeth, dental

cavities, gum disease.

* Dry mouth.

* Inspect dentures for proper fit, use dental adhe-
sive, and consider dental consult.

* Provide oral care before and after meals.

* Offer fluids frequently during meals to provide
sufficient moisture to chew and swallow foods.

Functional Deficits

* Weakness; inability
to feed self; tremors.

o Difficulty sitting,
confinement to bed.

® Poor vision, less
discriminating taste
buds, and other
sensory deficits.

* Suggest consultation with OT for assistive
devices.

e |f Pt needs to be fed, offer small spoonfuls and
allow ample time for chewing/swallowing.

* Ensure Pt is in upright position for eating.

* Use assistive devices including glasses, hearing
aids, and specially handled utensils.




LIFE SPAN

Possible Causes

Neurological Issues
* Depression.

Nursing Interventions

* Work with health-care team to manage pain,
anxiety, and/or depression effectively.

* Anxiety. * Provide consistent staff members to feed Pt;
 Pain. have family member present at mealtimes, if

* Dementia. possible.

Medication Side Effects | Evaluate meds for possible source.

* Anorexia. * Work with health-care team to change or discon-

* Nausea, vomiting.
* Taste changes.

¢ Constipation.

* Drowsiness.

tinue drugs, if possible.

* Treat adverse effects if meds cannot be changed
(e.g., antiemetics).

* Evaluate effects of interventions.

Signs of Malnutrition

Normal Findings

Suggests Malnutrition

Demeanor | Alert and responsive with Lethargic, negative attitude.
positive outlook.
Weight Reasonable for build. Underweight, overweight.
Hair Glossy, full, firmly rooted, Dull, sparse, easily and
and uniform in color. painlessly plucked.
Eyes Bright, clear, and shiny. Pale conjunctiva, redness,
dryness.
Lips Smooth. Chapped, red, and swollen.
Tongue Deep red and slightly Bright red or purple, swollen
rough with one longitudinal or shrunken, with several
furrow. longitudinal furrows.
Teeth Bright and painless. Cavities, painful, mottled, or
missing.
Gums Pink and firm. Spongy, bleeding, receding.
Skin Clear, smooth, firm, and not Rashes, swelling, spots, excessive
excessively dry. dryness, poorly healing wounds.
Nails Pink and firm. Spoon shaped, ridged,
spongy bases.
Mobility Erect posture, good muscle Muscle wasting, skeletal

tone, walks without difficulty.

deformities, loss of balance.
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Fall Risk Assessment and Preventi

Risk Factor
Assessment Data
* Age >65 yr.

e History of falls.

Intervention

* Monitor frequently.

® Pt should be close to nurses’ station.

¢ Implement fall prevention interventions.

Medications

* Polypharmacy.

* CNS depressants.
* BP/HR lowering.
 Diuretics.

* Gl motility meds.

* Review meds with physician.

¢ Assess for meds that may affect BP, HR, balance,
or LOC.

¢ Educate about use of sedatives, narcotics, and
vasoactive meds.

* Encourage nonopioid pain management.

Mental Status
® Altered LOC or
orientation.

¢ Routinely reorient Pt to situation.
* Maintain a structured environment.
* Use pressure-sensitive bed/chair alarms.

Cardiovascular
® Postural hypotension.

* Change positions slowly.
* Review MAR for possible changes.

Neurosensory
e Visual impairment.

® Peripheral neuropathy.

 Difficulty with balance
or gait.

¢ Provide illumination at night.

* Minimize clutter and remove unnecessary equip-
ment from room.

* Provide protective footwear.

* Provide appropriate assistive devices and
instruct on proper use.

GlI/GU

e Incontinence.

e Urinary frequency.
® Diarrhea.

* Ensure call light is within easy reach.

 Create toileting schedule.

* Provide bedside commode or urinal or unob-
structed, well-lit path to bathroom.

Musculoskeletal

* Decreased range
of motion.

°* Amputee.

* Provide range-of-motion exercises and stretching.
* Provide PT or OT consults.
* Provide appropriate assistive devices.

Assistive Devices
* Use of cane, walker,
or WC.

* Ensure that assistive devices are not damaged
and are appropriately sized.
e Instruct Pt on proper and safe use.

Environment
e Cluttered room.
® Tubes and lines.

e Minimize clutter; remove unnecessary or infre-
quently used equipment.
* Ensure call light is within easy reach.




Skilled Nursing Facility

B Identify and report unsafe conditions.

M Avoid excessive use of sedatives.

B Refer unsteady Pts to PT or OT.

W Teach the correct use of assistive devices.

B Review medication record.

B Emphasize need to change body position gradually.
B Encourage strength and range-of-motion exercises.
B Teach about appropriate attire (e.g., sturdy shoes).
B Inform provider of recent changes in hearing, vision, or physical abilities.
B Notify provider of untoward effects of meds.

At Home

B Arrange furniture to ensure unobstructed pathway.

W Keep all pathways well-lit.

B Install lights and light switches at top and bottom of stairs.

B Ensure excess cords are coiled and next to wall.

W Avoid using throw rugs.

B Fix uneven or damaged steps, and install handrails on both sides of entire
length of stairs.

B Use steady step stool with grip bar and keep often used items at waist
level.

M Install grab bars in tub and in bathroom next to toilet.

B Ensure nonslip surfaces in bathroom floor and tub.
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Pharmacokinetics in the Elderly

Definition: Pharmacokinetics is the way the body absorbs, distributes, metab-
olizes, and excretes medication.
(© Age-related physiological changes affect body systems, alter pharmacoki-
netics, and increase or alter a drug'’s effect.

Physiological Change

Effect on Pharmacokinetics

Absorption ¢ Decreased intestinal * Delayed peak effect.
motility. ® Delayed signs and symptoms
¢ Diminished blood flow of toxicity.
to gut.
Distribution ¢ Decreased fluid volume. e Increased serum concentration
of water-soluble drugs.
¢ Increased body fat ¢ Increased half-life of fat-
percentage. soluble drugs.
¢ Decreased plasma proteins. | Increased amount of active drug.
® Decreased lean body mass. |e Increased drug concentration.
Metabolism ¢ Decreased blood flow ¢ Decreased rate of drug clear-
to liver. ance by liver.
* Decreased liver function.  Increased accumulation of
some drugs.
Excretion * Decreased kidney function. |e Increased accumulation of

* Decreased creatinine
clearance.

drugs normally excreted by
kidneys.




Definition: Polypharmacy is concurrent use of several drugs. Taking two drugs
increases risk of an adverse drug event by 6%.

@ Taking eight drugs increases risk of an adverse drug event by 100%.

Have pharmacy and physician regularly review meds.

Take complete medication history, including OTC and herbal supplements.
Evaluate all meds for correct dose, duplication, and potential for drug-drug
interactions; look up contraindications.

Coordinate care if Pt has multiple physicians.

Educate Pt and family about medication use.

Encourage Pts to use one pharmacy for all their prescriptions.

Help Pts develop simple medication regimen.

Ensure that all pill bottles are easy to read and are labeled correctly.
Encourage nonpharmacological treatments whenever possible.

Recommended Adult Immunizat Schedule

Current immunization schedules available at https://www.cdc.gov/vaccines/
index.html

OB Patients:
Pregnancy—Newborn—Postpartum

Abortion .................... Spontaneous or induced termination of preg-
nancy before fetus reaches viability

Chloasma ................... Mask of pregnancy

Crowning ................... Presentation of fetal head at vaginal introitus

CST ... Contraction stress test

Deceleration . .. .. . .Decrease in fetal heart rate

Dilation ......... . .Widening of cervical os and canal
Eclampsia ....... . .Seizures secondary to hypertension
EDDorEDC...... . .Estimated date of delivery or confinement
Embryo phase ..Wk 3-8

Effacement ...... . .Shortening and thinning of cervix

Fetus phase ..... . .From wk 9 until delivery

FHR . .Fetal heart rate

FHT ... . .Fetal heart tone
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Gravida ..................... Number of all pregnancies, regardless of out-
come, including current pregnancy (gravidity)

GTPAL ..., Gravidity, term births, preterm births, abor-
tions or miscarriages, living children

HCG ........................ Human chorionic gonadotropin

HELLP ...................... Hemolysis, elevated liver enzymes, lowered

platelets (bleeding disorder similar to DIC)
. .Pain elicited by dorsiflexion of foot
. .Excessive nausea and vomiting in early pregnancy
. .Infant of diabetic mother

Homans’sign ............
Hyperemesis gravidarum
IDM

Involution . .Return of uterus to nonpregnant size

Lanugo ..Soft, downy body hair of newborn infant

LGA . .Large for gestational age

LNMP (LMP) ................. Last normal menstrual period

LiSratio..................... Lecithin/sphingomyelin ratio: determines fetal
lung maturity (2:1 ratio desirable)

MAb ............. ... . Miscarriage abortion

Macrosomia ................. Birth weight >4000 g

Meconium ................... Fetal defecation in utero during labor that
occurs with fetal distress

Miscarriage . ................. Spontaneous abortion

Multigravida . . ... . .Has been pregnant more than once

Multipara . ....... ..Two or more pregnancies beyond 20 wk

Nidation .. . .Implantation: occurs 7-10 days after conception

NST ...... ..Nonstress test

Nullipara .. . .Never produced a viable offspring

OCT ...... ..Oxytocin challenge test

Operculum . .Mucus plug

Organogenesis . .. ..Wk 3-8

Para ........................ Number of viable births >20 wk (parity)

Pica ................. ... ..., Ingestion of non-nutritive substances

PH ............... ... .. Pregnancy-induced hypertension (see Pre-

eclampsia this section)

Gestation lasting >42 wk

. .Product of conception

Pre-eclampsia Mild: >140/90 mm Hg; severe: >160/110 mm Hg

Pre-term .................... Born before beginning of 38th wk

Primigravida .. ... . .First pregnancy ever

Primipara ..Only one pregnancy carried >20 wk

PTL............. . .Preterm labor

Puerperal period . . . .£21-42 days postpartum

ROM . .Rupture of membranes (1000 mL at term)

SGA . .Small for gestational age

Station, fetal ................. Relation of presenting part to maternal pelvic
ischial spines




Striae ....................... Stretch marks

Supine hypotension ........... Caused by compression of vena cava; relieved
by positioning mother in lateral recumbent
position

TAb . ... Therapeutic abortion

Teratogenic .................. Harmful to developing embryo

TPAL ... Term, preterm births, abortions or miscar-
riages, living children

Trimester .................... One of three phases of pregnancy, each con-
sisting of 13 wk

Variability ................... Refers to irregularities in fetal heart rate

Vernix ...........c.oooiii... Cheeselike coating on newborn'’s skin

Viability .. ................... Pregnancy lasting 224 wk of gestation

Viablefetus .................. Uncompromised fetus 224 wk

1. Add 7 days to first day of LMP: LMP 7/14/07 + 7 = 7/21/07.
2. Subtract 3 months: 7/21/07 - 3 months = 4/21/07.
3. Add 1 year: 4/21/07 + 1 year = 4/21/08 (EDD).

Awk ...........0 04cm,04g |24wk .................. 28cm, 780 g
8wk ............... 3cm,2g |[28wk ................. 38cm, 1200 g
12wk.............. 8cm,19g [32wk ................. 40 cm, 2000 g
6wk .......... 125cm,100g 36wk ................. 42 cm, 2500 g
20wk ............ 19cm,465g |[40wk ................. 50 cm, 3200 g

B Fundal height is measured to assess fetal growth and development.

B Using cm ruler, measure from top of symphysis pubis to top of fundus
(subtract 1 cm if pt is very obese).

B Measurements >4 cm from estimated gestational age require further evaluation.

Gestation
(wk) 12 16 20 24 28 32 36 40
Height (cm) | 11-13 | 15-17 | 19-21 | 23-24 | 27-29 | 31-33 | 35-37 | 33-35




69

B Follicle-stimulating hormone (FSH): Follicle growth and maturation.
B Luteinizing hormone (LH): Egg development and ovulation.

B Progesterone: Maintenance of pregnancy.

W Prolactin: Initiation and continuation of milk production (lactation).
B Oxytocin: Stimulation of uterine contractions and milk letdown.

Current immunization schedules available at https://www.cdc.gov/vaccines/
index.html

Recommended
(© For persons who meet age requirement and who lack evidence of immunity
(e.g., documentation).

B Tetanus, diphtheria, pertussis (Td/Tdap).
B Influenza (one dose TIV annually).

Recommended
@ Only if medical or exposure indication exists.

B Pneumococcal.
B Hepatitis A.
B Hepatitis B.
B Meningococcal.

Contraindicated During Pregnancy
W Varicella.

B Zoster.

B MMR (measles, mumps, rubella).

Source: Centers for Disease Control and Prevention, U.S. Department of Health and Human

Services, 2015 recommendations; http:/www.cdc.gov/vaccines/schedules/downloads/adult/
adult-schedule-easy-read.pdf.

Cardiovascular

B OHR Increases
BWBP .. Lower first half, no change last half
B Bloodvolume ......... ..o <50% increase

............... Decrease
......... <30% increase

m RBC




B OWBC Increases
B Vasodilation ...Caused by increased progesterone levels
W Stroke VolUME .. o Increases
WMCO.............. .. .Increases
B SVR .............. s Decreases
B Supine position .......... ... i Decreases perfusion to fetus
Respiratory

W Respiratoryrate ............oiiiiiiiiiii i Increases
B Oxygen ConsuMPLion . ........ueuiiniienuninenennnn. Increases by 15%
B Tidalvolume ... ... ... Increases
B Functional residual capacity .. e Decreases
B ODYSPNea .. ovvi i Normal at end of third trimester
W opH Increases
| ...Increases
B OPaCO, oot Decreases
WOHCO; .o Decreases
Renal

M Proteinuria May indicate possible PIH
B OGFR Increases by <50%
Metabolic

B Temperature . .........iuuiii it Slightly increases

B Blood glucose Increase may indicate gestational diabetes

Optimal Weight Gain

| @ Total weight gain during pregnancy
W Firsttrimester.............. ... ...........

B Second-third trimester ............ ... i i

Nutritional Requirements

600 mcg/day (500 mcg/day while lactating)
................... ~3 L/day unless pre-eclampsia exists

| @ Additional caloricneeds ...................

W Protein .............. ...

B Carbohydrates .

W Fiber

W Fats

| ..Should not be restricted unless under physician’s guidance
B IrON e 27 mg/day
W oCalcium .o e 1000 mg/day
| |

n



Progression of Labor

B Passenger: Size of fetus and its head, fetal presentation, lie, attitude, and
position in relation to birth canal.

B Passageway: Size of birth canal in relation to fetus.

B Power: Force, regularity, and duration of contractions.

B Psychological: Pain and anxiety experienced by mother, including prepara-
tion for delivery and support system.

@ Stages of Labor

Stage | From onset of contractions through full effacement and dilation
of cervix (latent phase, 0-3 cm; active phase, 4-7 cm; transition
phase, 8-10 cm); duration: 8-18 hr.

Stage Il From full dilation of cervix until delivery of baby; duration:
15-90 min.

Stage Il From birth of baby until expulsion of placenta; duration:
<20 min.

Stage IV First 1-4 hr after expulsion of placenta.

Comparison of True and False Labor

Contractions

True Labor
Consistent pattern.

False Labor
Inconsistent pattern.

Frequency of Contractions

Progressively increasing.

Inconsistent.

Duration of Contractions

Progressively increasing.

Inconsistent.

Intensity of Contractions

Progressively increasing;
increases with walking.

Inconsistent; subsides
or does not increase
with walking.

Cervix

Progressive effacement
and dilation.

No significant change.

Discomfort

Mostly low back and
abdominal.

Mostly abdominal and
groin.




Electronic Fetal Monitoring

B Normal: 120-160 bpm (can be higher for short periods, <10 min).

B Tachycardia: Sustained FHR >160 for >10 min; common causative factor can
include early fetal hypoxia, immaturity, amnionitis, maternal fever, and
terbutaline.

B Bradycardia: Sustained FHR <120 for >10 min; common causative factor can
include late or profound fetal hypoxia, maternal hypotension, prolonged
umbilical cord compression, and anesthetics.

Reassuring (normal) Pattern

B Baseline FHR 130-140 bpm; preserved beat to beat.
B Long-term variability.

B Accelerations last 215 sec above baseline.

B Accelerations peak at >15 bpm.

Early Decelerations

B Mirror image of contraction.

B Starts and stops with contractions.
B Etiology: Head compression.

B Management: Observation.

Variable Pattern

W Occurs at unpredictable times during contractions.

B Size and shape vary.

B Etiology: Cord compression.

B Management: Lateral position, oxygen, c-section if not corrected.

Late Decelerations

B Reverse mirror image of contractions.

B Starts after contraction begins; stops after contraction ends.

B Etiology: Uteroplacental insufficiency.

B Management: Lateral position, stop or slow pitocin, oxygen, IV fluids,
c-section if not corrected.
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B None: 0-2 variations/min (abnormal).

B Minimal: 3-5 variations/min (abnormal).
B Average: 6-10 variations/min (normal).
B Moderate: 11-25 variations/min (normal).
B Marked: >25 variations/min (abnormal).

EARLY DECELERATION .
Cause: Fetal hea?}_fgsnpressmn

E le: 180 Uniform Shape.

VARIABLE DECELERATION " .
Cause: Umbilical C(erd C(:)ompressmn

Example:

Variable onset

50 /' /\
uc
0




Complications of Pregnancy

NCLEX

Definition: Premature separation of placenta from uterine wall.

Incidence: Occurring in approximately 1 in 120 deliveries and more likely to
affect multipara women and women older than 35 yr.

Onset: May occur during prenatal or intrapartum period.

Etiology: Unknown; pre-eclampsia and HTN possible causes.

Symptoms: Dark red vaginal bleeding (may be concealed), severe tearing
sensation, abdominal and lower back pain, signs of shock.

Four Grades of Abruptio

Grade 0: <10% detachment, mother and fetus asymptomatic, small retropla-
cental clot noted at birth.

Grade I: 10%-20% detachment, mild bleeding and uterine tenderness, mother
and fetus not in distress.

Grade II: 20%-50% detachment, uterine tenderness and tetany, signs of fetal
distress noted, but mother not in hypovolemic shock.

Grade lll: >50% detachment, severe uterine tenderness and tetany, hemorrhage,
shock, and fetal death; coagulopathy (HELLP syndrome) likely to occur.

Collaborative Care

Continuous internal fetal monitoring is performed for signs of distress.
Supplemental oxygen is administered and IV access is established.

Labs include CBC, coagulation studies, and type and crossmatch.

Vaginal delivery is permitted if mother and fetus are not in any distress.
Emergency c-section is performed if mother and fetus are in distress.
Blood transfusion may be given for excessive hemorrhage.

If mother and fetus are stable and pregnancy is <28 wk along, mother is
discharged home on tocolytic medications (to inhibit uterine contractions).
Position Pt on left side if fetus is showing signs of distress.

Vital signs and mother are monitored closely for signs of shock.

Assess for signs of occult bleeding: rigid, boardlike abdomen, constant
abdominal pain, increased fundal height, late decelerations, or decreased
variability of FHR.

Reinforce Patient Teaching

B Provide Pt and family with literature on placenta abruptio.

B Instruct Pt to notify physician of any cramping or bleeding.

W Explain actions, dosages, side effects, and adverse reactions of meds.
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Definition: Implantation of placenta in lower segment of uterus that causes
partial or complete coverage of cervical os.

Incidence: Approximately 1 in 200 term deliveries and more likely to affect
multipara women and women older than 35 yr.

Onset: Bleeding often occurring as early as 28 wk, but possibly not until onset
of labor, depending on type of placenta previa.

Etiology: Unknown.

Symptoms: Painless, bright red bleeding, usually after wk 28.

Four Types of Placenta Previa

Low-lying: Implantation in lower uterine segment, but not reaching cervical os;
usually without associated complications.

Marginal: Edge of placenta at edge of internal os; mother possibly able to
deliver vaginally.

Partial: Partial coverage of cervical os; bleeding during dilation and efface-
ment; c-section usually required.

Total: Total coverage of cervical os; emergency c-section usually required.

Collaborative Care

B Maintenance |V, bedrest, and electronic fetal monitoring are indicated.

B For fetal distress, mother is placed in left lateral position; administer high-
flow oxygen, IV fluids, and notify physician STAT.

B Once bleeding has ceased for >24-48 hr, and neither mother nor fetus is in
any distress, Pt may be discharged to home and put on bedrest.

B Monitor mother’s vital signs and fetus for any signs of distress (variability,
late decelerations, increase or decrease in HR).

B Monitor for bleeding and note amount and character of blood loss.

B Continue monitoring for signs of hypovolemic shock.

B Maintain bedrest in left lateral position to enhance venous return and perfu-
sion to placenta.

Reinforce Patient Teaching

B Provide Pt and family with literature on placenta previa.

W If Pt is discharged before delivery, instruct her to notify her physician imme-
diately for any vaginal bleeding, decreased fetal activity, spontaneous rup-
ture of membranes, or contractions.

B Stress importance and benefits of lying in left lateral position.

W Instruct Pt to abstain from sexual intercourse.



@@ BLEEDING: PLACENTA ABRUPTIO VERSUS
PLACENTA PREVIA

Onset May occur during prenatal
or intrapartum period.

Placenta Abruptio

Placenta Previa

Bleeding often occurs as early
as 28 wk, but possibly not
until onset of labor.

Neuro Anxiety, fear, restlessness. Anxiety, fear, restlessness.
Resp Tachypnea if in shock. Usually unremarkable.

CcVv Signs of shock. May exhibit shock.

Skin Cool, pale, diaphoretic. Usually unremarkable.
GI/GU Dark red vaginal bleeding. Painless, bright red bleeding.

abruptio.

Bleeding possibly concealed,
depending on grade of

MS (Pain) Severe tearing sensation,
abdominal and low back.

Usually unremarkable.

Definition: Multisystem disorder of pregnancy characterized by classic triad of
symptoms: hypertension, proteinuria, and edema.
Incidence: 7% of all pregnancies and more likely to affect pregnant adolescents

and women >35 yr.

Onset: Wk 20 and continuing throughout pregnancy, throughout labor, and

<6 wk postpartum.
Etiology: Unknown.

Symptoms: HTN, edema, proteinuria, hyperreflexia, clonus, headache, visual
disturbances, vasospasm, decreased UO, seizures.

Mild Pre-eclampsia

* BP >140/90 and <110/160 mm Hg.

® 1+ to 2+ protein in urine.
® Protein <5 g/24 hr urine.

Severe Pre-eclampsia
* BP >110/160 mm Hg.
® 3+ to 4+ protein in urine.
® Protein >5 g/24 hr urine.
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Collaborative Care

B In mild cases, mother is treated at home on bedrest with education about
warning signs and need for frequent prenatal visits.

In moderate-to-severe cases, mother is hospitalized on complete bedrest for
continuous monitoring and management.

IV infusion of magnesium may be started to prevent seizures.
Glucocorticoid steroids may be given IM 48 hr before delivery to assist in
maturing fetal lung development.

C-section is performed if pre-eclampsia is severe and not responding to
treatment or if fetus shows signs of distress.

Nursing Focus

Maintain Pt on bedrest in left lateral position.

Reduce environmental stimuli, and encourage rest.

Keep bed in lowest position, side rails up and covered with pads.
Assess VS, daily weight, 1&0, UO, labs, and neurological status.
Assess edema, deep tendon reflexes, and presence of clonus.

During labor, monitor FHR and contractions, and monitor for seizures.

Reinforce Patient Teaching

B Provide Pt and family with literature on pre-eclampsia.

B Stress importance and benefits of lying in left lateral position.

| | @ If Pt to be treated at home, instruct her to notify nurse or physician
immediately for any of the following symptoms: headache, visual distur-
bances, sudden weight gain, altered mental status, decreased UO, RUQ
pain, facial edema, or decreased fetal activity.

Definition: When a pregnant woman lies on her back, the heavy gravid uterus
compresses the IVC and results in pooling of blood in legs, decreased
venous return, a decline in CO, and hypotension.

Onset: Becomes more pronounced as pregnancy progresses.

Neurological: Dizziness, syncope, fatigue.

CV: Hypotension, tachycardia.

Skin: Pallor, diaphoresis.

GI/GU: Nausea.

Nursing Focus

B Position mother on left side to relieve compression of IVC, and enhance
venous return and uteroplacental perfusion.

M Monitor vital signs.



Reinforce Patient Teaching
B Provide Pt and family with literature on supine hypotensive syndrome.
B Stress importance and benefits of lying in left lateral position.

Definition: Maternal hyperglycemia (insulin resistance that begins or is first
diagnosed during pregnancy).

Incidence: Approximately 4% of all pregnancies.

Onset: Usually between 24th and 28th wk of pregnancy.

Etiology: Placental hormones (estrogen, cortisol, and human placental lacto-
gen) make cells more resistant to insulin; risk factors include a history of
DM, obesity, and >35 yr.

Symptoms: Polydipsia, polyuria, polyphagia, weight loss, fatigue, nausea,
vomiting, frequent infections, blurred vision.

Complications

B Neonatal hypoglycemia: Caused by a sudden drop in glucose, once sup-
plied by mother, coupled with continuation of insulin production. Infants
must be monitored and treated aggressively.

B Macrosomia: Caused by excess insulin secreted by fetus in response to ele-
vated maternal blood glucose levels. Excess insulin acts like a growth hor-
mone and results in a fetus that is >4500 g (LGA). C-section may be required.

Collaborative Care

B Goal of treatment is to maintain blood glucose levels within normal limits
(70-105 mg/dL) during pregnancy.

B Frequent prenatal visits are indicated to monitor maternal blood glucose
levels.

B Fetal growth and development are monitored using ultrasound and NSTs to
measure movement and FHR variations.

B Dietary modifications and an exercise program are prescribed.

B If dietary management fails, mother may be started on SC insulin.

B Obtain and document blood glucose levels at prenatal visits.

B Assess and document fetal development (e.g., fundal height).

Reinforce Patient Teaching

B Provide Pt and family with literature on gestational diabetes.

B Encourage dietary modifications including foods high in nutrition and low
in fat and calories such as fruits, vegetables, and whole grains, and stress
importance of avoiding refined sugars.

B Encourage aerobic activity (30-45 min most days of the week).

B Explain actions, dosages, side effects, and adverse reactions of meds.
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Definition: Intractable nausea and vomiting during first trimester that adversely
affects nutrition and causes fluid and electrolyte imbalances.

Onset: Anytime during pregnancy.

Neuro: Fatigue, malaise.

CV: Hypotension, tachycardia.

F and E: Dehydration, electrolyte imbalances.

GI/GU: Nausea and vomiting.

Collaborative Care

B Antiemetics are prescribed.

M |V fluids may be administered for dehydration or electrolyte imbalance.
B In severe cases, total parenteral nutrition may be required.

Nursing Focus

B Place mother in position of comfort, ideally on left side to relieve compres-
sion of IVC and enhance venous return and uteroplacental perfusion.

B Monitor labs and I&O for signs of dehydration, malnourishment, and elec-
trolyte imbalance.

B Implement fetal monitoring (e.g., FHR, activity) as ordered.

Reinforce Patient Teaching

B Provide Pt and family with literature on hyperemesis gravidum.

W Stress importance and benefits of eating small, frequent meals consisting
of limited fat and easily digestible carbohydrates.

B Avoid lying flat too soon after eating, and drink liquids between meals.

ated

@ Be familiar with location of emergency delivery kit and equipment.

Delivery—Uncomp

@ Always don gloves when imminent delivery is suspected.

Contractions usually regular, <2 min apart, and progressively increasing in
frequency and duration.

Low back and abdominal pain and/or cramping.

Mother sitting on one buttock.

Urge to have bowel movement or strong urge to push.

Bulging vaginal opening or crowning of baby’s head.

Mother grunting with respirations.



Assess contractions (regularity, duration, and frequency).

If birth not imminent: Encourage Pt to take slow, deep breaths during
contractions; discourage pushing between contractions.

If birth imminent: Encourage Pt to push during contractions.

Head: As head delivers, examine neck for looped cord and gently slip it over
baby's head if present; applying gentle pressure against baby’s head during
delivery will help to prevent an explosive delivery and tearing of perineum.
Be prepared to assist with suctioning: mouth first, then nose, before next
contraction (tear away amniotic sac if covering face).

Shoulders: Position hands on either side of baby's head and (1) gently
guide baby downward until upper shoulder emerges, then (2) guide baby
upward as body emerges.

Keep baby at same level as perineum until cord is cut.

Hypothermia can occur rapidly in newborns; dry and wrap newborn’s body
and head (not face) in dry, warm blankets.

Reassess airway, and suction mouth and nose as needed.

Stimulate respirations with vigorous rubbing and drying.

Cord: Assist in clamping the cord at 8 and 10 in. from newborn.

Position baby (skin to skin) on mother’s abdomen or chest.

Do not pull on umbilical cord if placenta has not delivered.

Encourage breastfeeding or massage mother’s abdomen to stimulate uter-
ine contractions.

Assess cord vessels: Normally three vessels (one vein, two arteries).
Document APGAR score at 1 and 5 min postpartum.

Assess for postpartum complications (e.g., hemorrhage).

Newborn: Initial Care and Assessment

B Newborn should be pink (for dark-skinned Pts, assess oral mucosa, con-
junctivae, palms, soles of feet, etc.) and have a loud, vigorous cry.

W Suction nose and mouth to clear excess secretions or mucus.

B Stimulate breathing with vigorous rubbing and drying.

u @ Dry newborn and maintain warmth.

B Assess and document temp and vital signs.

RR (breaths/min) HR (bpm) SBP (mm Hg) |Temp (°C)
Preterm 50-70 140-180 40-60 36.8-37.5
Newborn 30-60 120-160 60-90 36.8-37.5
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B Document APGAR score at 1 and 5 min after delivery.
B Note: Some hospitals also require a 10-min APGAR score.

Component Interval

Appearance (color) 1 min 5 min
Pink torso and extremities

Pink torso, blue extremities
Blueallover .......... ... 0

Pulse (HR) 1 min 5 min
>100
<100
Absent

Grimace (irritability/reflexes) 1 min 5 min
VigOrOUS CIY oo ittt et
Limitedery .................

No response to stimulus

Activity (muscle tone) 1 min 5 min

Actively moving .......... ... o o
Limited movement ..

Flaccid . ...

Respiratory Effort 1 min 5 min
Strong, loudcry ... i 2

Hypoventilation, irregular ........................ 1

Absent ... 0

Totals* 1 min 5 min

*Normal: 8-10; moderate depression: 4-6; aggressive resuscitation: 0-3.



B Place ID bands on newborn and mother immediately after delivery.
B Record newborn’s footprints in chart.

B Always transport newborn in a bassinette.

B Only staff with proper identification may take newborn from mother.

B Weight: Normal is 6-10 Ib.

B Length: Normal is 18-22 in.

B Head circumference: Normal is 13-14 in. (33-35 cm).
M Chest circumference: Normal is 12-13 in. (30-33 cm).

@ Note: Perform regular, head-to-toe assessment, similar to an adult, but note
the following areas specific to newborn assessment.

B Appearance: Newborn should be pink (for dark-skinned Pts, assess oral
mucosa, conjunctivae, palms, soles of feet, etc.), have a loud, vigorous cry,
and be well flexed with full range of motion and spontaneous movements.
Fontanels: Anterior is diamond shaped, ~4 cm at widest point (closes at
12-18 mo); posterior is triangular, <1 cm at widest point (closes at 2-3 mo).
Molding: Skull may be oddly shaped with overlapping cranial bones.
Mouth: Inspect mouth for cleft lip and/or cleft palate.

Heart murmur: Soft murmur is considered normal in first few days.
Breathing: Abdominal breathing is normal in newborns.

Umbilical cord: It should have one vein and two arteries. It is clamped, may
or may not be pulsating, and shows no sign of bleeding.

Extremities: Legs and arms are equal in length to each other, and all fingers
and toes are present.

Male genitalia: Testes are palpable in scrotum or inguinal canal.

Female genitalia: Large labia minora and vaginal discharge of blood or
mucus are considered normal.
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Routine Infant Reflexes

Reflex Stimulation Response Age

Babinski's Stroked sole of foot. Toes open/fanning 0-12 mo.
upward.

Galant's Stroked along spine. Back arching toward | 0-6 mo.
stimulus.

Grasping Object placed in palm. |Grasping objects. 0-6 mo.

(palmar)
Moro’s (startle) | Loud noise. Rapid outward 0-2 mo.

extension of arms
followed by a return

to midline.
Parachute Suspended in prone Extension of 8 mo-adult.
position (as if falling). | extremities.
Plantar Stroked ball of foot. Toes curling 0-12 mo.
downward.
Rooting Stroked cheek. Turning toward 0-4 mo.
stimulus.

| @ Eyes: Antibiotic ointment is administered per hospital policy.

| | @ Vitamin K injection: This is given to prevent hemorrhage.

B PKU (phenylketonuria): Test results should be obtained 24 hr after feeding
begins. Normal serum blood level is <4 mg/dL. Sample is obtained from
heel stick.

B Coombs’ test: Done if mother’s blood is Rh negative. Determines whether
mother formed harmful antibodies against her fetus’s RBCs and transferred
them to the fetus via placenta. A heel stick sample is used.

| @ Immunizations: Physician may order first hepatitis B vaccine (Hep-B)
to be given soon after birth, before discharge.



Mother: Postpartum Care and Assessment

B Monitor for signs of postpartum hemorrhage and shock.

W If pre-eclamptic, assess BP every hour.

| | @ Slight fever (100.4°F) is considered normal for first 24 hr postpartum;
temp >101.4°F indicates infection.

B Urinary retention is likely postpartum; encourage fluids and monitor I&0
for first 12 hr.

B Encourage early ambulation; instruct Pt to change position slowly, because
postural hypotension is common postpartum.

B The uterus should be firm, about the size of a grapefruit, centrally located,

and at the level of the umbilicus immediately postpartum.

Deviation to the right may indicate distended bladder.

If postvoid uterus is still boggy, massage top of fundus with fingers held

together and reassess every 15 min.

Assess for bladder fullness (full bladder may inhibit uterine contractions

and cause uterine bleeding). Have mother void if bladder is full.

Mother and/or partner may be instructed to massage fundus.

Auscultate bowel sounds and inquire daily about BMs.

Constipation is common from anesthesia and analgesics as is fear of

perineal pain.

B Increased fiber and fluid intake, along with early and routine ambulation,
will help reduce constipation.

Involution of the Uterus

B Immediately after delivery and within a few hours, the uterus should rise to
the level of the umbilicus and remain there for the first 24 hr.

B After this, it descends ~1 cm/day into the pelvic cavity.

W By day 10, it should no longer be palpable in the abdominal cavity.
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B Colostrum appears within 12 hr, and milk appears in ~72 hr postpartum.
Breasts become engorged by postpartum day 3 or 4 and should subside
spontaneously within 24 to 36 hr.

B Assess breasts for infection and assess nipples for irritation.

B Encourage use of bra between feedings.

Complications

B Pain: Assess for mastitis, abscess, milk plug, thrush, etc. Proper positioning
of infant (football carry) minimizes soreness. Breast shields prevent clothing
from rubbing on nipples.

Engorgement: Apply moist heat for 5 min before breastfeeding. Use
ice compress after each feeding to reduce swelling and discomfort. Avoid
bottles and pacifiers while breasts are engorged because it may cause nipple
confusion or preference.

@ Mastitis: Encourage rest and continuation of feeding or pumping.
Administer prescribed antibiotics. Note: Breast milk is not infected and will
not harm infant.

Explain to mother and her family that her emotions may shift from high to
low and that these changes are considered a normal result of tremendous
hormonal changes postpartum.

Assess parent-infant bonding and family support system.

| @ Thrombophlebitis: Unilateral swelling, decreased pulses, redness,
heat, tenderness, and positive Homans’ sign (calf pain or tenderness on
dorsiflexion of foot). Leg exercises and early ambulation help minimize
occurrence of venous stasis and clot formation.

| @ Episiotomy: Assess for swelling, bleeding, and infection.

B Hemorrhoids: Encourage sitz baths to help reduce discomfort.

| | @ Lochia: Assess amount, character, and color. Explain stages and
duration of lochial discharge, and instruct Pt to report any odor.
B Lochia rubra: Seen 1-3 days postpartum, this is mostly blood and clots.
B Lochia serosa: Seen 4-10 days postpartum, this is serosanguineous.
B Lochia alba: Seen 11-21 days postpartum, this is creamy white and scant.
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Pediatric Quick Reference (Vitals-Equipment-Electricity)

Age Term | 2mo [4mo |6 mo | 1yr 3yr 6 yr 8yr [10yr | Myr | 12yr
Length (inches) 18-20 | 20-22 | 22-24 | 24-27 | 27-30 | 30-33 | 33-38 | 38-43 |43-48 | 48-52 >52
Weight (Ib) 7 9 " 13-15 | 18-20 | 22-24 | 26-31 | 33-40 |42-48 | 53-62 | 66-79
Weight (kg) 3 4 5 6-7 8-9 10-11 | 12-14 | 15-18 |19-22 | 24-28 | 30-36
SBP (lower limit) >60 >60 >60 >60 >70 >76 >82 >86 >90 >90 >90
SBP (critical) <50 <50 <50 <50 <50 <50 <60 <60 <70 <70 <70
Heart rate 85-205 | 85-205 | 99-190 | 99-190 |99-190 | 60-140 | 60-140 | 60-140 |60-100 | 60-100 | 60-100
Respiratory rate 30-60 | 30-60 | 30-60 | 30-60 | 24-40 | 22-34 | 18-30 | 18-30 [18-30 | 18-30 | 12-16
Laryngoscope *straight blade *straight or curved
blade*
1 1 1 1 1 1 2 2 2 2 3
ET tube (mm, 3.0 3. 3.0 3.0 4.0 4.5 5.0 5.5 6.0 6.0
cuffed)
ET tube 3.5 515} Bib) Bi5) 4.0 5.0 B 6.0 6.5 7.0 70
(mm, uncuffed)
ETT insertion 9-10.5 | 9-10.5 | 9-10.5 | 9-10.5 | 9-12 | 12-15 | 14-17 | 15-18 |17-20 | 18-21 | 18-21
depth (cm at
gums/teeth)
Defibrillate: 2 J/kg 6 8 10 13 17 20 26 &Y 40 53 66
Defibrillate: 4 J/kg 12 16 20 26 34 40 52 66 80 106 132
Cardiovert: 3 4 5 7 9 10 13 17 20 27 33
0.5-1 J/kg
Cardiovert: 2 J/kg 6 8 10 13 17 20 26 33 40 53 66
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Assessment of the Pediatric Patient

Begin by obtaining history from child’s parent(s) and work toward physical
assessment. Use this time to establish trust.

Have parent hold child as much as possible during assessment.
Approach child at his or her eye level and use first name frequently.

Use simple language appropriate for child’s developmental level.

Begin assessment with diversion such as toy or game.

Demonstrate procedures on doll whenever possible.

Always tell the truth, especially when it comes to painful procedures.
Perform invasive or uncomfortable assessments at end of assessment.
Be friendly, but assertive. Do not give child choice when none exists (e.g.,
“1'm going to look in your mouth” versus “May | look in your mouth?”).

Be Alert! Pain Assessment and Intervention

B Infant: Grimacing; frowning; startled expression; flinching; high-pitched,
harsh cry; generalized total body response; possible thrashing of extremi-
ties; tremors; increased HR and BP; decreased oxygen saturation.

B Toddler: Guarding, possible touching or rubbing of area, generalized rest-
lessness, loud cry, increased HR and BP, possible verbalizing such as “owie”
or “boo-boo”

B Preschooler: Possible perception of pain as punishment or denial of pain to
avoid treatment, possible ability to describe location and intensity, possible
crying, kicking, or withdrawal.

B School-aged child: Fear of bodily harm and mutilation, awareness of death,
ability to describe pain, possible stiff body posture, possible withdrawal or
attempt to delay procedures.

B Adolescent: Pain perception at physical, emotional, and mental levels, abili-
ty to describe pain, possible increased muscle tension, possible withdrawal,
and possible decreased motor activity.

W Distraction: Music, TV, games, dolls, stuffed animals, art, among others.

B Minimize environmental stimuli: Noises, bright lights, among others.

B Provide comfort: Positioning, rest, and relaxation.

B Cutaneous stimulation: Massage or heat or cold therapy.

B Guided imagery: Guiding of child to either a make-believe place or some-
place visited in the past (e.g., Disneyland).
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Distress in Pediatrics

Clinical Signs

B Anxiety and/or restlessness.

W Increased respiratory rate and HR.

B Cyanosis (circumoral, mucous membranes, nailbeds).
B Cool, moist skin.

B Nasal flaring, chest wall and sternal retractions.

Abnormal Respiratory Sounds

B Grunting: Response to pain; also associated with pulmonary edema.

W Stridor: Upper airway involvement; associated with epiglottitis or laryngospasm.

B Wheezing: Lower airway involvement; associated with asthma (bilateral) or
aspiration of foreign body if unilateral.

Developmental Milestones

Age Milestone

1 mo Cries to communicate, has reflex activity, makes eye contact.

2 mo Coos, smiles, frowns, tracks objects, lifts head.

3 mo Turns from back to side, sits with support.

4 mo Turns from back to abdomen, lifts head, bears weight on fore-
arms, can hold head erect, places everything in mouth,
grasps with both hands, laughs.

5-6 mo Turns onto back, uses hands independently, plays with toes,
puts feet into mouth, sits alone while leaning forward on
hands, holds bottle, extends arms to be picked up, shows
stranger anxiety.

7-8 mo Begins to crawl, bears weight on feet when supported, pulls
to a standing position, sits alone without support, has
increased fear of strangers, walks alongside furniture, has
well-developed crawl.

9-10 mo May begin to walk and climb; has one- to two-word vocabu-
lary; understands “No!”; shakes head to indicate “No!”;
follows simple directions.

12 mo Walks alone or with assistance, falls frequently while walking,

points with one finger.

Continued
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Age Milestone

15-18 mo Walks independently, throws overhand, pulls/pushes toys,
builds with blocks, runs clumsily, jumps in place on both
feet, has 8- to 10-word vocabulary.

2yr Runs well, climbs stairs, is bladder and bowel (potty) trained,
names objects, uses two- or three-word phrases.

3-4yr Rides tricycle, turns doorknobs, dresses self, uses short sen-
tences, hops on one foot, can catch a ball.

6-12 yr Is physically coordinated, uses complete sentences, has exten-

sive vocabulary, swims, skates, rides bicycle, uses complex
sentences, reads, forms social groups.

Health History

Chief Complaint
B What prompted parents to bring child to hospital?
B What is child complaining of (pain, nausea, dyspnea)?

Focused Symptom Analysis

O: Onset of symptoms.

P: Precipitating or palliative factors.

Q: Quality/quantity; describe symptom(s): Are ADLs affected?
R: Radiation/region/related symptoms.

S: Severity: Is symptom mild, moderate, or severe?

T: Timing; frequency and duration.

Current Intake and Output

B Document last oral intake. Has child been drinking and eating normally?
B Assess for malnutrition and dehydration.

B Does urine and stool output seem normal?

Allergies
B Has child ever had allergic reaction to food, meds, and so on?
B What types of reactions occur with known allergies?
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Medications

W Is child currently taking any medications? (Include OTC and prescription
medications and herbal remedies.)

B What was time and dose of last medication taken?

Past Medical History

W Prior illnesses and injuries.

B Past or recent hospitalizations and surgical procedures.
W Overall health status since birth.

Events Surrounding lliness or Injury
W History and onset of current illness. B History and mechanism of injury.

Current immunization schedules available at https://www.cdc.gov/vaccines/
index.html

B Are immunizations up to date?

B Has child ever been diagnosed with a communicable disease?

B Has child been recently exposed to a communicable disease?

Injections (IM) for Pediatric Patients

Muscle* Needle Size Max Volume
Infant @ Vastus lateralis. |5/8-7/8” 1mL
Toddler Ventrogluteal or 5/8-1" 1 mL
vastus lateralis.
Older Child |Ventrogluteal or deltoid. |5/8-1" 1 mL

*Dorsogluteal site is contraindicated in infants and children.
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Recurrent Childhood lllnesses

Chickenpox (Varicella)

B S/S: Red pimple-like spots, starting on trunk and spreading to body;
pimples progress to red teardrop blisters and eventually break open
and scab over.

B Supportive care, standard precautions.

Croup

B S/S: Gradual onset, usually at night (fall and winter), with low-grade fever,
harsh, “barking seal” cough, hoarse voice; Pt may have sore throat or chest
discomfort from coughing.

B Avoid examining airway. Cool, nebulized mist, racemic epinephrine,
IV fluids, and steroids may be ordered.

Epiglottitis

B S/S: Rapid onset, high-grade fever, inspiratory stridor, muffled voice, diffi-
culty breathing, upright, leaning forward, difficult and painful swallowing,
excessive drooling.

B Do not examine airway! Give oxygen, minimize agitation, and be prepared
to ventilate with bag valve mask or assist with intubation if airway
obstructs.

Gastroenteritis

B S/S: Abdominal cramping, bloating, diarrhea (may be bloody and contain
mucus), nausea and vomiting, fever and dehydration.

B Supportive care, IV fluids and antiemetics as ordered.

Measles (Rubella)
B S/S: Koplik’s spots (small, red spots with bluish white centers), progressing
to red, blotchy rash along hairline and behind ears, and rapidly spreading
to chest and back and then thighs and feet.

B Supportive care, strict standard and airborne precautions.

Meningitis

B S/S: Stiff neck, headache, high fever, vomiting, confusion, drowsiness,
lethargy, seizures, rash near axilla, hands and feet, small hemorrhages
under skin (petechiae).

W Supportive care, strict standard precautions.

Respiratory Syncytial Virus (RSV)

B S/S child <3 yr old: High fever, severe cough, tachypnea, expiratory
wheezes, orthopnea.

B S/S child >3 yr old: Congestion, runny nose, cough, sore throat, low-grade
fever, headache, general malaise.

B Supportive care, bronchodilators for relieving bronchospasm.
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Automatic External Defibrillator (AED)

Turn on AED and follow voice prompts.

Without interrupting CPR, attach appropriate-sized pads (refer to package
insert), and plug pad cable into AED unit if needed.

Press “Analyze” button (may not be necessary with some models) and wait
for instructions.

If instructed to shock, announce, “Shock indicated, stand clear,” and ensure
no one is contacting Pt.

Depress the shock button if prompted.

Immediately resume CPR and await instruction.

© Do not contact Pt while AED is analyzing rhythm.

@ Do not place electrode over ICD or transdermal medication patch. Remove
patch if time permits.

© Do not use pediatric electrodes on adult Pts.

© For pediatric and infant Pts, pediatric electrodes with a pediatric attenuator
are preferred, but if neither is available, adult electrodes are acceptable.




Cardiopulmonary Resuscitation (CPR) Maneuvers

Head-Tilt—Chin-Lift: Adult/Child Jaw-Thrust Maneuver
(Known or Suspected Trauma)

Pulse Check: Adult/Child Hand Placement: Adult/Child
(Carotid) (Lower Half of Sternum [Use Heel of
One Hand for Child])

Relief of Foreign Body: Relief of Foreign Body:
Conscious Adult/Child Unresponsive Adult/Child
(Use Chest Thrusts for Pregnant or (Same as for CPR)
Obese Pts)

Shoulders directly
over sternum

Elbows locked
and arms
kept stiff

Continued
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Cardiopulmonary Resuscitation (CPR) Maneuvers

Head-Tilt—Chin-Lift: Infants Pulse Check: Infants
(Do Not Hyperextend Neck) (Brachial)

Back Blows and ChestThrusts: Infants
(Always Support Infant’s Head and Neck)

One Rescuer Two Rescuers
(One Finger Width Below Nipples) |(Both Thumbs, Hands Encircling Chest)




Cardiopulmonary Resuscitation: 2015 Guidelines

Adult* Child* Infant*
Pulse Check Carotid. Carotid or Brachial (NB:
(HCP Only) femoral. umbilicus).
Compression Between nipples, lower half of Just below the
Landmarks sternum—child: one hand; adult: nipple line: use

two hands, one atop the other. two fingers.
Compression 100/min. 100/min. 100/min (NB:
Rate 120/min).
Compression At least 2 in. but |~) AP diameter ~% AP diameter
Depth no more than about 2 in. about 1% in.

2.4 in.

Airway (All Ages)

Head-tilt—chin-lift; jaw-thrust used for suspected

trauma (HCP only).

Compression-to- 30:2 (1 or 30:2 (15:2 if 30:2 (15:2 if
Ventilation Ratio 2 rescuers) 2 rescuers) 2 rescuers)
1 sec/breath. 1 sec/breath. NB: 3:1 (1 or
2 rescuers).
Ventilations With 1 breath every 6-8 sec; asynchronous with chest
Advanced Airway compressions, visible chest rise, 1 sec/breath.
Ventilations Only 1 every 1 every 1 every
(Pulse, but No 5-6 sec. 3-5 sec. 3-5 sec

Breathing)

(NB: 40-60/min).

Ventilations if
Untrained or
Not Proficient

Compressions only! 100-120/min (NB: 120/min).

Defibrillation

Attach and use AED/defibrillator as soon as available.

Ensure high-quality CPR: Allow complete recoil of compressions; limit inter-
ruptions in chest compressions to <10 sec; rotate compressors every 2 min;
note visible chest rise with ventilations; allow exhalation between breaths.

*Adult: Adolescent (puberty) and older; Child: 1 yr to adolescent; Infant: <1 yr; Newborn (NB):

Birth to 1 mo.

AP: Anteroposterior; HCP: Health-care provider.
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ACLS—Pulseless Arrest (p. 104); Bradycardia (p. 103); Tachycardia
(p. 116-118)

neex BLS Cardiac Arrest 2015 Guidelines

Recognition and Activation of EMS
W Victim is unresponsive and not breathing or not breathing normally.
W Activate emergency response system.

Pulse Check: No More Than 10 sec

B Absent: 30 compressions and 2 breaths (15:2 if 2 rescuers for child/infant).

B Present, but not breathing: Begin rescue breathing—1 breath every 5-6 sec
(1 breath every 3-5 sec for child/infant).

CPR (C-A-B)

B Compressions: 30 compressions (15, if 2 rescuers for child/infant).

B Airway: Open airway with head-tilt—chin-lift or jaw-thrust.

B Breathing: Not breathing—give 2 breaths; breathing—recovery position.

Defibrillation—Use AED/Defibrillator as Soon as
Available

B Adult: Do not use pediatric pads (must be >8 yr or >80 Ib).

B Child/infant: May use adult pads if pediatric pads are unavailable.
B Recheck pulse after every 2 min of CPR.

neex BLS Choking 2015 Guidelines

Conscious Victim
W If Pt able to cough effectively, encourage coughing.
W If unable to talk or cough effectively:
B Adult or child: Perform abdominal thrusts (chest thrusts if pregnant or
obese) until obstruction is relieved or victim becomes unresponsive.
B Infant: Alternate five back blows and five chest thrusts until obstruction is
relieved or victim becomes unresponsive.

Victim Becomes Unresponsive

Send someone to activate EMS system (use mobile device if appropriate).
Lay victim supine and begin CPR (no pulse check).

Look inside mouth while opening airway—remove obstruction if visible.
Continue CPR for 5 cycles or 2 min. If you are alone with no means of com-
munication, leave victim to activate EMS and then resume CPR.

Repeat: Inspect mouth, remove obstruction if seen, give 2 rescue breaths,
give 30 chest compressions, repeat until obstruction is relieved.



Code Responses and Respons

©® @ Advance directives and DNR orders are legal documents that indicate
whether a Pt wishes to be resuscitated (and to what extent) in the event of res-
piratory or cardiac arrest. If any doubt exists about the interpretation or where-
abouts of a Pt's advance directives, then a code must be called and resuscitative
efforts initiated.

Clinical Presentation

B Pt who is unresponsive with no detectible respirations or pulse.
B Ptin respiratory arrest (or pre-arrest).

B Pt who has become critically unstable hemodynamically.

Before Arrival of Code Team

B Stay calm! Call out for STAT help or press bedside code button if available.
Note: Always include floor, unit, and room number.

B Clear immediate Pt area of any obstacles (e.g., tables, chairs).

M Instruct visitors to wait outside the room.

B Begin resuscitation (CPR) while waiting for code team.

After Code Team Has Arrived

B Assist code team resuscitation efforts including compressions, ventilations,
medications, defibrillation, or documentation.

B Notify physician or physician on-call and request chaplain to notify and
communicate with Pt's family.

Documentation

B All code team members must sign code record.

B Record all times and interventions, and attach ECG strips to code record in
chronological order. Clinical tip: Record times and interventions (e.g., drugs,
shocks) directly onto ECG strips for easier recall after the code.

B Document a brief summary with outcome in Pt’s chart.

B Attach code record to Pt's chart after completed.

98



99
Medical Emergen

A nent (As Applicable)

Assess neurological status, level of alertness, level of consciousness.
Assess airway, respiratory, and circulatory status (ABCs).

Palpate radial pulse for rate and rhythm and character.

If Pt monitored, assess ECG and treat arrhythmias per physician order.
Obtain SAMPLE history.

Assess baseline VS (HR, RR, BP, SpO,, temp.).

Assess pain/symptom characteristics (see OPQRST in ASSESS).

Intervention (As Applicable)

Establish and maintain ABCs.

Treat life-threatening emergencies immediately.

Initiate emergency interventions (e.g., call a code, defibrillation).
Place Pt in position of comfort and offer reassurance.

Administer oxygen as indicated/ordered and titrate to SpO, >90%.
Using SBAR format, notify physician of change in Pt status including
pertinent assessment findings and any interventions.

Obtain IV access as ordered and titrate to SBP >90 mm Hg.

Obtain labs, ECG, and imaging studies as ordered.

Document assessments, any interventions, and outcome.

Clinical Findings

Neuro: Anxiety, restlessness.

Resp: Increased respiratory rate and/or distress.

CV: Increased heart rate and/or hypotension.

Skin: Fever and/or coolness, pallor, and diaphoresis.

GI/GU: Anorexia; hyperactive, hypoactive, or absent bowel sounds; nausea,
vomiting, diarrhea, constipation, Gl bleeding.

MS: Abdominal tenderness, distention, rigidity, guarding, flank pain, palpable
pulsatile mass, fatigue, malaise.

Collaborative Management

B Inquire about recent bowel habits including laxatives or enemas.

B Inspect abdomen for symmetry and distention.

B Auscultate bowel sounds (hyperactive/hypoactive or absent).

B Palpate all abdominal quadrants for masses, pulsations, tenderness, and
rigidity (from area of least tenderness to area of most tenderness).
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Assess NG tube placement and output if present.

Assess indwelling urinary catheter if present to ensure drainage, and record
amount, color, and clarity of urine (consider bladder scan if no catheter).
Obtain STAT bedside blood glucose level if Pt has diabetes.

Test emesis/NG drainage and/or stool for occult blood.

Administer antiemetic and pain medication if ordered.

Insert NG tube and initiate nasogastric suctioning as ordered.

Perform bladder scan and/or insert urinary catheter as ordered.

@@ Abusive Partner (Domestic Violence)

B Often, battered partners minimize injuries or seriousness of situation.
B Repeated visits to ED with increasing severity of injuries.

B Overprotective partner who refuses to leave Pt alone with staff.

B Signs of trauma consistent with physical and sexual assault.

@ Child Abuse/Neglect

Unlikely mechanism of injury (story not matching injury).
Details of injury changing from person to person.

Burns (scalding or cigarettes) or wire marks.

Fractures or dislocations in a child <2 yr old.

Multiple injuries in various stages of healing.

Unexcused delay in seeking medical attention.

History inconsistent with child’s developmental stages.
Overly protective parent (interferes with assessment).
Unusual fear of parent or desire to please parent.
Withdrawn or aggressive behavior.

Malnutrition, insect infestation, or disheveled appearance.

@ Elder Abuse/Neglect

B Malnourishment and unexplained dehydration.

B Poor hygiene (body/clothing soiled with urine and feces).

B Clothing inappropriate for weather/season.

B Inappropriate use of restraints (bruising/abrasions of wrists and ankles).

@@ Sexual Abuse (Child Molestation)

B Bruised or bleeding genitalia or blood-stained underwear.
B Painful urination or itching of genital area.

B STD or pregnancy.

B Inappropriate display of sexual behavior.
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Collaborative Management
B Remove victim from abusive environment.
B Avoid any confrontation with alleged abuser.
B Avoid examining genitalia except to control hemorrhage.
B Sexual assault victims should be seen at a facility with staff trained and
equipped for examining and collecting sexual assault evidence; they should
not bathe, douche, urinate, or change clothes before being examined.
Notify appropriate authorities or protective services when abuse is
suspected.

Allergic Reaction: Anaphylaxis

Clinical Findings

Neuro: Anxiety, restlessness.

Resp: Dyspnea, bronchospasm, wheezing, stridor, swelling of tongue or
throat, respiratory arrest.

CV: Hypotension, localized or systemic edema, CV collapse.

Skin: Rash, itching, hives, coolness, pallor, cyanosis, diaphoresis.

Collaborative Management

B Remove source of allergic reaction (e.g., IV infusion, latex gloves).
W If Ptis receiving blood transfusion, see Transfusion Reaction.

B Monitor airway, respiratory, and circulatory status closely.

B Assess for edema (specifically facial, lips, tongue, throat).

B Administer or assist with STAT medication as ordered, by severity*:

Severity Pharmacological Intervention

Mild: Itching, rash or hives Diphenhydramine: 25-50 mg IV, IM.
only. Cimetidine: 300 mg IV, IM, PO.

Moderate: Above s/s plus Dexamethasone: 10 mg IV, IM or
swelling of lips or tongue. Methylprednisolone: 40-125 mg IV, IM.

Albuterol: 2.5 mg nebulized in 3 mL NS.
Severe: Above s/s plus dyspnea. |Epinephrine (1:1000) 0.3-0.5 mg SC.

Critical: Above s/s plus IV fluids: Goal SBP >90 mm Hg.
airway closure, hypotension Epinephrine (1:10,000) 0.1-0.25 mg IV.
(anaphylaxis). Dopamine: Start at 10 mcg/kg/min.

Glucagon: 1 mg IV over 5 min (if unresponsive
to epinephrine or Pt is taking beta blockers).

*Drugs are given up to, and including, Pt's level of severity.
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Clinical Findings

Neuro: Confused, lethargic, obtunded, stuporous, or comatose.

Resp: Depressed (likely opioid OD), Cheyne-Stokes breathing (likely CVA),
Kussmaul'’s respirations or fruity odor on breath (likely DKA), apneustic
(likely brainstem injury), odor of alcohol (likely intoxication), sweet almond
odor (likely cyanide exposure).

CV: Increased BP and decreased HR (likely increased ICP), hypotension (likely
sepsis, MI, OD, internal bleeding), dysrhythmias.

Skin: Cool and moist (likely hypoglycemia, vasovagal response, Ml, shock),
warm and flushed (likely spinal injury, hyperglycemia, sepsis).

GI/GU: Nausea and vomiting, incontinence.

MS: Weakness, fatigue, abnormal flexion or extension, trauma.

Collaborative Management

M Place in lateral-lying position and suction airway as needed.

B Assess pupils and establish baseline GCS score.

B Assess for neurological deficits (e.g., slurred speech, facial droop, or weak-
ness or numbness on one side of the body).

B Obtain STAT bedside blood glucose level.

B Review MAR and labs for causes of AMS.

B Administer or assist with STAT medication as ordered:

Presentation Medication
Hypoglycemia Glucose 25 g IV.
Narcotic OD Naloxone 0.2-2 mg IV.
Benzodiazepine OD Flumazenil 0.2 mg IV.
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Clinical Findings

Neuro: Dizziness, light-headedness, AMS, syncope.
Resp: SOB.

CV: HR <60 bpm, hypotension, pulmonary congestion.
Skin: Cyanosis, coolness, pallor, diaphoresis.

GI/GU: Nausea and vomiting.

MS: Weakness, lethargy, fatigue, exhaustion.

Collaborative Management

Stable Bradycardia

B Treatment should not be based on HR alone! If Pt is otherwise asympto-
matic (e.g., no CP or SOB, stable BP), implement supportive care measures,
notify physician STAT, and search for reversible causes.

B Note: Common causes of asymptomatic bradycardia include excellent

physical conditioning (e.g., athletes) and medication (e.g., beta blockers,

digoxin).

Assess LOC and orientation.

Lay Pt flat and elevate feet 10°-15° if Pt is feeling dizzy or faint.

Assess for associated symptoms (CP, respiratory distress, or hypotension).

Administer STAT medication as ordered—only if symptomatic.

@@ Unstable Bradycardia (HR typically <50 bpm)

@ If Ptis unstable (CP, decreased BP, SOB, or AMS), call a code/notify physician
STAT. Pt requires immediate intervention!

B Identify and treat underlying cause.
B Atropine: Give 0.5 mg IV every 3-5 min to a maximum of 3 mg.
B If atropine ineffective:
B Pace: Begin transcutaneous pacing (Do not delay for 2nd-degree type 2
or 3rd-degree AV block.) or
u Dopamine: 2-20 mcg/kg/min or
B Epinephrine: 2-10 mcg/min infusion.
B Expert consultation: Definitive care may require transvenous pacing.
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@ Call a code/notify HCP STAT. Pt requires immediate intervention!

B CPR: Push hard and fast, minimize interruptions, and avoid hyperventilation.
B Give oxygen, attach monitor/defibrillator, and assess rhythm.

@@ Asystole/PEA
CPR: 2 min. Obtain IV/IO access.
Epinephrine: 1 mg IV/IO every 3-5 min.
Consider advanced airway, capnography.
Continue CPR, with rhythm check every 2 min and epi every 3-5 min.
Search for and manage reversible causes.

@ V-Fib or Pulseless VT

Shock: Biphasic, 120-200 J; monophasic, 360 J.

CPR: 2 min—obtain IV/IO access—reassess rhythm.

Shock: Biphasic: 120-200 J; monophasic: 360 J.

CPR: 2 min—Epinephrine: 1 mg IV/IO every 3-5 min. Consider advanced air-

way, capnography and reassess rhythm.

Shock: Biphasic: 120-200 J; monophasic: 360 J.

CPR: 2 min—Antiarrhythmics:

B Amiodarone: 300 mg IV/IO. Repeat dose is 150 mg or

M Lidocaine: 1.0-1.5 mg/kg IV/IO, repeated 0.5-0.75 mg/kg every 5-10 min,
maximum 3 doses or 3 mg/kg.

Treat reversible causes and reassess rhythm.

For torsade de pointes, give magnesium: 1-2 g (diluted in 10 mL) IV/IO.

Reversible Causes

¢ Hypovolemia. * Toxins.

¢ Hypoxia. e Tamponade (cardiac).

¢ Hydrogen ion (acidosis). * Tension pneumothorax.
* Hypokalemia/hyperkalemia. ® Thrombosis (coronary).

¢ Hypoglycemia. ® Thrombosis (pulmonary).
¢ Hypothermia. * Trauma.

Clinical Findings

Neuro: Anxiety, restlessness, dizziness, light-headedness, syncope, possible
sense of impending doom.

Resp: SOB, tachypnea, abnormal lung sounds.
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CV:Tachycardia or bradycardia, signs of congestive heart failure.
Skin: Coolness, pallor, cyanosis, diaphoreses.
MS: Substernal pain, weakness, fatigue, sensation of chest heaviness or chest

tightness.

GI/GU: Nausea and vomiting.

Collaborative Management
B Obtain STAT 12-lead ECG and focused symptom analysis.
B Administer oxygen titrated to SpO, >94%.
W Administer or assist with STAT medication as ordered:

Medication Dose

Nitroglycerin 0.4 mg SL (hold for BP <90 mm Hg).
Aspirin 160-325 mg chewed (not enteric coated).
Morphine 2-4 mg IV (hold for SBP <90 mm Hg).

Diabetic Emergencies

Clinical Findings

Hypoglycemia

Hyperglycemia

History Recent insulin shot, missed Infection, stress, trauma,

meal, excessive exercise. insufficient insulin intake.

Onset Rapid (minutes). Gradual (days to weeks).

Neuro Confusion, delirium, coma, Irritability, headache (HA),

seizures. double or blurred vision.

Resp Normal respiratory pattern. Deep and rapid (Kussmaul’s).

Breath Normal (no fruity odor). Fruity (acetone) odor.

cVv Weak, rapid HR, SBP variable. |HR normal to fast, SBP
variable.

Skin Cool, pale, and diaphoretic. Warm, dry, flushed.

GI/GU Nausea and vomiting. Polydipsia, polyuria, nau-
sea and vomiting, abdom-
inal cramps, dehydration.

MSs Weakness, tremor, twitch. Muscle wasting.

Blood Glucose

<80 mg/dL.

>180 mg/dL.
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Collaborative Management
B Obtain finger-stick blood glucose level.
B Administer or assist with STAT medication as ordered:

Presentation Medication
Hypoglycemia Dextrose 50%: 25 g IV.
Hyperglycemia IV fluid, insulin (potassium as indicated).

Clinical Findings

Neuro: Dizziness, light-headedness, faintness, anxiety, syncope.

Resp: SOB, hyperventilation.

CV: Hypotension, tachycardia, bradycardia, CP, chest tightness or pressure,
palpitations, dysrhythmias.

Skin: Coolness, pallor, diaphoresis.

GI/GU: Nausea and vomiting.

MS: Weakness, fatigue.

Collaborative Management

B Stay with Pt until you can assist to chair or back to bed (if, during assist,
Pt has syncopal episode, assist Pt to floor, call for help, then assess ABCs).
Lay Pt flat and elevate foot of bed 10°-15°.

If Pt is hyperventilating, encourage slow, deep breathing.

Assess for neurological deficits (e.g., slurred speech, unequal pupils, facial
droop, or weakness or numbness on one side of the body).

Assess for associated symptoms (CP, respiratory distress, or hypotension).
Review MAR and labs for causes of dizziness or syncope.

Obtain STAT bedside blood glucose level.

Obtain and document orthostatic vital signs (each set, 1 min apart) from
supine, sitting, and standing positions—Use extreme caution (Pt may pass
out) and extra staff or specialty equipment (e.g., standing platform) as
needed based on Pt’s presentation and tolerance to test. Note: An increase
in HR or decrease in SBP by 20 points from baseline is positive for ortho-
static hypotension.
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Clinical Findings

Neuro: Dizziness, light-headedness, vertigo, faintness, HA, anxiety, AMS,
restlessness, visual disturbances, seizures.

Resp: SOB, hyperventilation.

CV:Tachycardia, bradycardia, CP, palpitations, dysrhythmias, dependent
edema, symptoms of CHFE

Skin: Coolness and moisture, warmth and flushing, tingling sensation.

GI/GU: Nausea and vomiting.

MS: Weakness, fatigue.

Collaborative Management

B Note: If SPB >220 or DPB >140 mm Hg, notify physician STAT.

B Elevate Pt's head of bed to 30°-45°.

B Assess LOC and orientation.

B Palpate pulse for rate and rhythm. If Pt is monitored, assess ECG.

B Assess for neurological deficits such as slurred speech, unequal pupils, facial
droop, or weakness or numbness on one side of body and other associated
findings (chest pain; respiratory distress; rapid, thready pulse; or AMS).
Obtain and record BP readings in both arms.

Administer or assist with antihypertensive medication as ordered.

Clinical Findings

Neuro: Anxiety, restlessness, dizziness, light-headedness, decreased LOC,
faintness, syncope.

Resp: SOB, respiratory distress.

CV: SBP <90 mm Hg, or SBP 40 mm Hg below Pt's normal baseline BPF,
tachycardia, bradycardia, CP, dysrhythmia.

Skin: Coolness, pallor, diaphoresis.

GI/GU: Nausea and vomiting, UO <30 mL/hr.

MS: Weakness, fatigue.

Collaborative Management

B Lay Pt flat, unless contraindicated by respiratory or airway compromise.

B Elevate foot of bed 10°-15°.

W Assess LOC and orientation.

B Assess for and control any bleeding with direct pressure.

B Anticipate and prepare for return to surgery if Pt is postoperative.

B Assess for associated symptoms (CP, respiratory distress, AMS).

B Review medical record (medication, recent labs, and treatments) for possi-
ble causes of drop in BP.
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Clinical Findings

Cushing’s Reflex: Hypertension, bradycardia, unequal pupils, irregular respira-
tions, hyperthermia.

Neuro: AMS, HA, sensitivity to light, irritability, double or blurred vision,
seizures, hemiparesis, GCS <8, unequal pupils.

Resp: Abnormal respirations, tachypnea (late).

CV: HTN, Bradycardia (late), widening pulse pressure (late).

GI/GU: Nausea and vomiting.

MS: Weakness, decreased motor function, posturing.

Collaborative Management

B Monitor pupils and GCS.

B Controlled hyperventilation decreases Paco,, thus causing cerebral vaso-
constriction and decreased ICP. Note: If capnography monitoring is avail-
able, goal should be an Etco, of 30 mm Hg.

B Keep head elevated to 30°, maintain head in neutral alignment, and avoid
flexion or rotation of neck.

B Closely monitor VS and neurological status.

@ Abnormal Flexion (decorticate posturing)
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Infection: Fever/SIRS/Sepsis

Clinical Findings (Etiological)

Infection: Inflammatory response to microorganisms, especially those that
release toxins or invade body tissues.

Fever: Temp >100.4°F (38°C); low-grade: temp 100.4°-101°F (38.3°C); high-
grade: temp >101°F Note: A patient may not exhibit a fever (normothermic)
or may even be hypothermic if septic.

Systemic inflammatory response syndrome (SIRS): Systemic response to any
severe clinical insult (e.g., infection, trauma, burns, or pancreatitis) includes
two or more of the following:

B Temp >38°C (100.4°F) or <36°C (96.8°F).

® HR >90 bpm.

® RR >20 bpm or Paco, <32 mm Hg.

B WBC count >12,000/mm3, <4000/mm3, or presence of >10% immature
neutrophils.

Sepsis: SIRS is triggered by infection caused when microorganisms (most
often bacteria) enter systemic circulation. Symptoms include increased RR
(early), fever (may also be hypothermic), chills, increased HR, decreased
UO, shivering, skin rash, and warm skin.

Severe sepsis: Sepsis shows evidence of end-organ hypoperfusion (e.g., acute
AMS, hypoxia, oliguria [UO <400 mL/day], or lactic acidosis). Complications
include impaired blood flow to vital organs and DIC caused by toxins
released by microorganisms. The body’s own inflammatory response to the
release of toxins also contributes to end-organ failure.

Septic shock: Sepsis with life-threatening hypotension (SBP <90 mm Hg or a
reduction >40 mm Hg from baseline) occurs despite adequate fluid resusci-
tation or the requirement of vasopressors to maintain BP.

Surgical-site infection (SSI): Localized infection is evidenced by localized
redness (or streaking), tenderness, swelling, and warmth as well as
fever, purulent or serosanguineous drainage, foul odor, dehiscence, or
evisceration.

Collaborative Management

B Monitor temp and vital signs.

B Fever: Offer cold compress to forehead or nape of neck, encourage fluids
if not restricted, and administer antipyretic medication as ordered.

B Nausea: Position for comfort, provide emesis basin, offer cold compress
to forehead or nape of neck, offer ice chips or small sips of clear liquids
if tolerated; otherwise, keep NPO until nausea passes, and administer
antinausea medication as ordered.

W Search for potential causes: blood transfusions, surgical and nonsurgical
(decubitus ulcers) wounds, surgical drains, indwelling catheters (urinary,
peripheral, and central IVs).
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Encourage Pt to cough and breathe deeply (incentive spirometer).

Monitor UO and fluid intake.

Monitor closely for evidence of end-organ hypoperfusion (e.g., acute AMS,

hypoxia, oliguria, and/or lactic acidosis).

B Administer oxygen, IV fluids, and antibiotics as ordered. Pts may also need
vasopressors, ventilatory support, blood products, and dialysis.

B Diagnostic tests may include blood cultures (concurrent use of antibiotics

can produce false-negative results), WBC, CBC with differential, BUN, creati-

nine, ABG, platelet count, DIC, and chest x-ray.

Clinical Findings

CNS depressants (opioids, sedatives): Constricted pupils, drowsiness, weak-
ness, coma, respiratory depression, pulmonary edema, apnea, bradycardia,
hypotension, hypothermia.

CNS stimulants (cocaine, amphetamines): Dilated pupils, anxiety, agitation,
HA, psychosis, tachypnea, tachycardia, dysrhythmias, HTN, CP, diaphoresis,
hyperthermia.

Other toxins: Symptoms vary widely depending on type of toxin and can
include weakness, fatigue, HA, dizziness, visual disturbances, nausea and
vomiting, bradycardia (beta blockers), hypotension (calcium channel block-
ers), tachycardia (tricyclic antidepressants), abdominal pain, and AMS.

Collaborative Management

B Protect yourself from potentially aggressive Pts.

B Anticipate and prepare for respiratory and cardiovascular compromise.

B Position Pt on left side and suction airway as needed (for decreased LOC).
B Definitive treatment requires rapid identification of toxin.

B Administer STAT antidote/reversal as ordered.

Toxin-Specific Treatments
@ Caution: Avoid use of ipecac, because vomiting may complicate or worsen
clinical management of OD or poisoning.

Acetaminophen (APAP, Tylenol)
B Supportive care as indicated.
B Common antidotes: Activated charcoal and N-acetylcysteine.

Aspirin (ASA; Bayer, Excedrin)

B Supportive care as indicated.
B Common antidotes: Activated charcoal and sodium bicarbonate 8.4%.

110



111
Beta Blockers (metoprolol [Lopressor], atenolol
[Tenormin])
B Supportive care as indicated. Be alert for extreme bradycardia.
B Common antidotes: Activated charcoal and glucagon.

Calcium Channel Blockers (diltiazem [Cardizem],

verapamil [Isoptin])

B Supportive care as indicated. Be alert for hypotension and bradycardia.
B Common antidotes: Activated charcoal and calcium chloride 10%.

CNS Stimulants (cocaine, methamphetamine, speed,
crank)

B Protect self and staff, and call for security. Pt may be hostile.
B Minimize sensory stimulation.

B Supportive care as indicated. Treat symptoms of ACS.

B Common antidotes: Activated charcoal and midazolam.

Extrapyramidal Symptoms

B Symptoms associated with phenothiazines and tranquilizers.
B Supportive care as indicated.

B Common antidote: Diphenhydramine.

Hallucinogens (LSD, PCP, some mushrooms,

mescaline, THC)

B Protect self and staff; call for security. Pt may be hostile.

B Minimize sensory stimulation. Provide supportive care as indicated.
B Common antidote: Diazepam.

Narcotics/Opioids (heroin, methadone, meperidine
[Demerol], oxycodone)

B Protect self and staff; call for security. Pt may be hostile.

W Be prepared to support airway and ventilations as indicated.
B Common antidote: Naloxone or nalmefene.

Sedative-Hypnotics (benzodiazepines, flunitrazepam
[Rohypnol])

W Be prepared to support airway and ventilations as indicated.
B Common antidote: Flumazenil.

Tricyclic Antidepressants (nortriptyline, amitriptyline)
B Watch for tachycardia with widened QRS complex.

B Be prepared to support airway and ventilations as indicated.
B Common antidote: Sodium bicarbonate 8.4%.
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Clinical Findings

Neuro: Early signs: anxiety, agitation, restlessness, light-headedness; late
signs: decreased LOC, confusion.

Resp: SOB, respiratory distress.

CV: Hypotension (late sign), tachycardia, capillary refill >3 sec, diminished
peripheral pulses.

Skin: Coolness, pallor, diaphoresis, cyanosis, mottling, ecchymosis.

GI/GU: Rigid, distended abdomen; periumbilical and/or retroperitoneal bruis-
ing, nausea, hematemesis, decreased UO, thirst.

MS: Weakness, fatigue.

Incision: Excessive swelling and ecchymosis.

Other: Excessive wound drainage, saturated dressing, melena, excessive
blood loss through chest tube or NGT.

Collaborative Management

B Assess for and control external bleeding with direct pressure.

B Get help and notify surgeon STAT.

B Discontinue any thrombolytics or anticoagulants as ordered.

B Reinforce saturated dressing with additional dressing and pressure. (Do not
remove saturated dressing.)

B Lay Pt flat unless contraindicated by respiratory or airway compromise.

B Elevate foot of bed 10°-15°.

B Monitor LOC and orientation.

B Obtain and record outputs (surgical drains, urinary catheter).

B Anticipate and prepare for Pt's return to surgery.

Clinical Findings

Neuro: Anxiety, restlessness, confusion, AMS.

Resp: Dyspnea, tachypnea, bradypnea, use of accessory muscles, sternal
retractions, wheezing, rales, stridor, coughing.

CV:Tachycardia, dysrhythmias, HTN, pulmonary edema (CHF).

Skin: Cyanosis, coolness, pallor, diaphoresis.

MS: Weakness, lethargy, fatigue, exhaustion, bolt upright or tripod position to
facilitate breathing.
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Collaborative Management

B Assess Pt for signs associated with allergic reaction.

B SpO, <90% is considered abnormal and may require immediate interven-
tion, but some Pts (e.g., Pts with COPD) can maintain a baseline SpO, of
88%-89% and are considered stable. These Pts depend on increased levels
of CO, to maintain respiratory drive. Use oxygen judiciously when adminis-
tering supplemental oxygen in presence of COPD, because excessive
amounts may decrease Pt's respiratory drive and inevitably cause clinical
situation to progress to full respiratory arrest.

B If Pt shows signs of inadequate oxygenation (e.g., AMS, cyanosis) or RR

<8 breaths/min, consider inserting nasopharyngeal airway and provide

manual ventilations.

Suction oropharynx and clear secretions as needed.

If Pt is hyperventilating, encourage slow, deep breathing.

Obtain focused medical history including recent surgeries and injuries.

Complete a focused respiratory assessment.

Administer or assist with STAT medication as ordered.

Clinical Findings

Neuro: LOC (blank stare if petit mal seizure).

Resp: Inability to breathe adequately, apnea.

Skin: Cyanosis, coolness and moisture, or warmth and flushing.

MS: Repetitive jerking movements of upper and lower extremities, blinking,
deviation of eyes and/or tongue.

GI/GU: Urinary or fecal incontinence.

Seizure Progression

B Aura (before seizure starts): An auditory or sensory warning or recognition
by Pt that seizure is imminent.

B Ictal phase (active seizing): Tonic posturing or clonic jerking.

B Postictal phase (after seizure has subsided): AMS, extreme confusion,
fatigue, fear, and disorientation.

Create a Safe Environment—Before a Seizure

B Maintain bed in lowest position with side rails raised at all times.

B Install seizure pads to side rails, headboard, and footboard—bath blankets
can be used if commercial pads are not available.

B Ensure suction and basic airways (oral or nasal) are readily available at the
bedside and in working order.

B Instruct family and visitors on use of call bell.

B Transfer or admit Pt to a room closest to nurse’s station.

B Establish an IV in Pts with a known seizure history and whose seizures are
known to be frequent or prolonged.



Protect the Pt—During a Seizure

If Pt is in bed: Lower head of bed and raise side rails. Place pillows or blan-
kets between Pt and rails if seizure pads have not already been installed,
and call for help.

If Pt is out of bed: Assist Pt to floor, protect from injury by placing pillow or
something soft under Pt’'s head, clear area of hard or sharp objects (e.g.,
furniture), and call for help.

Position Pt on his or her side to facilitate drainage of secretions, and prevent
Pt's tongue from obstructing airway.

Do not attempt to restrain Pt during seizure.

Do not insert anything into Pt's mouth or attempt to hold open the airway
or jaw. An oral airway may be inserted for prolonged seizure or signs of
hypoxia (e.g., cyanosis), but do not force airway into place—consider a
nasal airway.

Recovery—After the Seizure

Keep Pts on their side until able to protect their own airway.
Suction oropharynx to clear secretions as needed.

Examine for injuries—change bedding and clothing if soiled.
Stay with Pt and withhold food or drink until fully alert.
Reorient and reassure Pt—allow Pt to sleep if tired.

Assess mental status and VS every 15 min.

Monitor labs (seizure medication levels, blood sugar, etc.).
Document type of seizure and duration.
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Shock: Comparing Different Types and Management

Anaphylactic Cardiogenic Hypovolemic Neurogenic Septic
(Allergic Reaction) |(Pump Failure) (Low Volume) (Spinal Shock) (Septicemia)
«» |Dyspnea. L HR, | BP 1 BP. T HR. 1 BP | HR. Flushed, warm skin.
2 |Bronchospasm. Weak pulses. Weak pulses. Bounding pulse. | TTemp, | UO (late).
T |Hives, rash. 7T Capillary re T Capillary refill. Pale, warm, and | Vasodilatation
< . N y .
it |Cool, pale skin. Cyanosis. Cyanosis. dry skin. (early).
= 1 BP, T HR. Dysrhythmias. Dysrhythmias. Skin possibly Vasoconstriction
S | Diaphoresis. Dyspnea. AMS. flushed. (late).
Hypotension. AMS. Cool, moist skin.
Edema, swelling. Cool, moist skin.
Support ABCs. Support ABCs. Support ABCs. Support ABCs. Support ABCs.
Administer SC Administer CPAP. Control bleeding. Immobilize Give IV fluids.
o ¢ epinephrine, Fluid challenge Immobilize c-spine | cervical spine Obtain blood
2 5 | antihistamines, (250-500 mL) for trauma. for trauma. cultures.
m £ | IV fluids, if lungs clear. Elevate legs Give IV fluids.
2 & | corticosteroids. Adjust IV to TKO (unless trauma). Ensure supine antibiotics,
w8 for pulmonary Establish two position. Vasopressors.
w W congestion (rales large-bore Vs Administer
or crackles). (NS/LR) and Vasopressors.
Administer titrate to SBP
Vasopressors. >90 mm Hg.
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Ensure the safety of yourself and staff.

Be aware of items or medical equipment that may be used as a weapon.
Observe Pt closely for signs of potential violence (e.g., threatening posture,
agitation, threatening language, fist clenching, wide-eyed stare).

Observe pupils (dilated = CNS T; constricted = CNS ).

Demonstrate confidence, but avoid arguing or confrontation.

Maintain a safe distance between yourself and Pt.

Never allow the Pt to block your exits.

Restrain Pts who are a danger to themselves or others.

Clinical Findings

Neuro: Dizziness, light-headedness, anxiety, AMS, restlessness.

Resp: SOB, hyperventilation.

CV: HR >100 bpm, chest discomfort, palpitations, dysrhythmias.

Skin: Coolness and moisture, warmth and flushing, tingling sensation.
GI/GU: Nausea and vomiting.

MS: Weakness, fatigue.

Collaborative Management

B Treatment should not be based on HR alone! If Pt is otherwise asympto-
matic (no CP or SOB, stable BP, etc.), implement supportive care measures,
notify physician STAT, and search for reversible causes.

If tachycardia results from anxiety or agitation, reduce external stressors
(e.g., noise and bright lights, pain management, adjust room temp).

Lay Pt flat and elevate foot of bed 10°-15° if Pt is light-headed or faint.
Obtain STAT order for 12-lead ECG; if Pt is monitored, assess ECG rhythm.
Assess for associated symptoms (CP, respiratory distress, cyanosis, AMS).
Obtain and document orthostatic vital signs (each set, 1 min apart) from
supine, sitting, and standing positions. Use extreme caution (Pt may pass
out) and extra staff or specialty equipment (e.g., standing platform) as
needed based on Pt’s presentation and tolerance to test. Note: An increase
in HR or decrease in SBP by 20 points from baseline is positive for ortho-
static hypotension.

@ Unstable Tachycardia, All Types
© For SINUS tachycardia, search for and treat CAUSES of tachycardia.

© If Pt unstable (CP, decreased BP, SOB, or AMS), call a code/notify physi-
cian STAT. Pt requires immediate intervention!

116



117

W Prepare to assist with immediate synchronized cardioversion:

1. Turn on defibrillator, attach ECG electrodes, press “synch” button, and
verify that R waves are sensed by machine. If QRS complex is too wide
for machine to identify R waves, switch to unsynchronized cardioversion
(follow steps for manual defibrillation).

2. Sedate when clinical situation permits.
3. It may be necessary to adjust gain until each R wave has a synch marker.
4. Select energy level based on arrhythmia and attempt cardioversion.
Delays are normal. Do not release discharge buttons until shock is
delivered.
Rhythm Waveform Sequence
Narrow—Regular Biphasic. 50-100 J (escalate as needed).
(<0.12 sec) Monophasic. 50 J, 100 J, 200 J, 300 J, 360 J.
Narrow —Irregular Biphasic. 120-200 J (escalate as needed).
(<0.12 sec) Monophasic. 200 J, 300 J, 360 J.
Wide—Regular Biphasic. 100 J (escalate as needed).
(20.12 sec) Monophasic. 100 J, 200 J, 300 J, 360 J.
Wide —Irregular Biphasic. 120-200 J (defibrillation dose).
(20.12 sec) Monophasic. 360 J (defibrillation dose).

B Assess rhythm and refer to appropriate algorithm for treatment. Most defi-
brillators default back to nonsynchronized mode after each synchronized
cardioversion. If subsequent synchronized cardioversion is needed, confirm
that defibrillator is in synchronized mode.

B Consider torsade de pointes with all polymorphic VT. If synchronization is
delayed and clinical situation is critical, go immediately to unsynchronized
cardioversion at 120-200 J biphasic or 360 J monophasic.

@ Stable Tachycardia
Treatment should not be based on HR alone! If Pt is otherwise asymptomatic
(no CP or SOB, stable BP, etc.), implement supportive care, notify physician
STAT, and search for reversible causes. If Pt becomes unstable, see Unstable
Arrhythmias.

Narrow—Complex (<0.12 sec)

W Obtain IV access—12 lead if available.

B Vagal Maneuvers: Instruct Pt to cough/bear down.

B Adenosine: 6 mg rapid IV push—follow with 20 mL rapid NS flush and
elevation of extremity —repeat 12 mg if needed using same rapid-push
technique. Maintain Pt in a mild, reverse Trendelenburg.
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Wide—Complex (>0.12 sec)
W Obtain IV access—12 lead if available.
B Consider adenosine 6 mg rapid IV push only if regular and monomorphic

(may be aberrant SVT).

B Consider antiarrhythmic—only one—consult expert:

B Procainamide: 20-50 mg/min IV—stop for arrhythmia suppression,
hypotension, QRS duration increase of >50%, or max dose of 17 mg/kg.
Infusion maintenance: 1-4 mg/min. Avoid with prolonged QT and CHF.

B Amiodarone: 150 mg IV over 10 min—repeat as needed if VT recurs.
Follow by infusion maintenance of 1 mg/min for first 6 hr.

u Sotalol: 100 mg (1.5 mg/kg) IV over 5 min—avoid if QT prolonged.

Clinical Findings

Neuro: Anxiety, restlessness.

Resp: SOB, dyspnea, tachypnea, bronchospasm.

CV: Chest pain, tachycardia, hypotension.

Skin: Urticaria, pruritus, erythema, burning at infusion site.
GI/GU: Nausea, vomiting, diarrhea, hematuria, oliguria, anuria.
MS: Flank, back, or joint pain.

Metabolic: Fever, chills.

Collaborative Management

W Stop transfusion and run normal saline to maintain IV access. (@ Do NOT
use lactated Ringer’s (LR) solution. It contains calcium and will clot blood in
the tubing.

B Notify health-care provider and blood bank of reaction STAT.

B Recheck Pt ID and blood labels for possible errors.

B Return unused blood product to blood bank for analysis.

B Prepare to administer fluids and ordered medications:
B Anaphylaxis: Epinephrine, antihistamines, corticosteroids.
B Febrile, nonhemolytic: Acetaminophen; if Pt develops chills, cover with

blanket unless temp >102°F

B Hemolytic: Furosemide, low-dose dopamine.

B Assess urinary catheter for output, color, and clarity of urine. If Pt does not
have urinary catheter in place, prepare to insert one for monitoring UO.

B Continue IV fluids to maintain minimum UO of 30 mL/hr.

B Monitor for early detection of any hemodynamic instability (e.g., dysrhyth-
mias, abnormal lab values, CHF).
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MEDS/IV/

Abbreviation Aler

Joint Commission Official “Do Not Use” List: 2009

Do Not Use
U (unit).

Rationale

Mistaken for “0” (zero),
the number “4," or “cc”

Use Instead
Write “unit”

IU (international unit).

Mistaken for “IV” (intra-

Write “interna-

venous) or the number tional unit”
“10” (ten).
Q.D., QD, g.d., qd (daily). Mistaken for each other. Write “daily”
Q.0.D., QOD, g.0.d., gqod Period after the Q mistak- Write “every
(every other day). en for “I” and the “0” other day”
mistaken for “I”
Trailing zero (X.0 mg).* Decimal point is missed. Write X mg.
Lack of leading zero Write 0.X mg.

(:X'mg).

MS.
MSO, and MgSO0,.

Confused for one another.

Can mean morphine

sulfate or magnesium
sulfate.

Write “morphine
sulfate”

Write “magne-
sium sulfate”

*Exception: A “trailing zero” may be used only where required to demonstrate level of preci-
sion of value being reported (e.g., catheter tube sizes). It may not be used in medication-

related documentation.

Additional Abbreviations, Acronyms, and Symbols

Do Not Use

> (greater than).
< (less than).

Rationale

Misinterpreted as the number
“7" (seven) or the letter “L.

Confused with each other.

Use Instead

Write “greater than”
Write “less than”

Abbreviated drug
names.

Misinterpreted because of
similar abbreviations for
multiple drugs.

Write drug names
in full.

Apothecary units.

Unfamiliar to many practitioners.
Confused with metric units.

Use metric units.

@.

Mistaken for the number “2"
(two).

Write “at”

120

Continued



121

Do Not Use Rationale Use Instead
cc. Mistaken for “U” (units) when Write “mL’ or “ml”
poorly written. or “milliliters”
(“mL” is preferred).
ug. Mistaken for mg (milligrams) Write “mcg” or
resulting in 1000-fold overdose. “micrograms’’

©The Joint Commission, 2009; http://www.jointcommission.org/assets/1/18/Do_Not_Use_List
.pdf. Reprinted with permission.

Administration Alerts!

Always Remember! Assessment and Documentation

B Assessment needs vary and depend on route and medication.

B Assess Pt and record VS before and after giving drugs that may adversely
affect RR, HR, BP, LOC, and blood glucose, and monitor labs as indicated.

B Evaluate meds for their effectiveness and for ADR to drugs not previously

taken by Pt.

Verify allergies and assess for reactions to drugs not previously taken by Pt.

Document drug, dose, route, time given, discontinue (d/c) time if applicable,

Pt’s response, and any ADR.

Always Remember! Critical General Points

| | @ Confirm MAR is up to date, and question unclear medication orders.

B Follow institution policy regarding double-checking certain high-risk
medications (e.g., heparin, insulin) and pediatric dosages.

B Confirm compatibility if Pt is taking multiple medications.

B Do not crush sustained-release or enteric-coated capsules or pills.

B Always use filter needle to withdraw medication from glass ampule. Discard
and replace filter needle with regular injection needle before injection.

B Use straw for liquid PO iron to prevent staining of Pt's teeth.
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FLUIDS
Always Remember! Medication Rights

Right Pt
Right Medication

Right Dose
Right Time

Right Route
Right Documentation

Always Remember! Triple Check

FIRST: When obtaining medication—before opening pill packaging or drawing
drug up from a vial/ampule.

SECOND: Side-by-side comparison of medication and written order and MAR
while preparing drug.

THIRD: After preparation, just before administration at Pt's bedside —identify
Pt and verify Pt's name band matches medication order.

Formulas: Medication and Infusion Rates

IV Push and PO Liquid
How much solution to
draw up.

Dose Ordered xTotal Volume
Total Amount on Hand

Pills orTablets:
How many pills or tablets
may need to be scored.

Dose Ordered
Amount per Pill

Infusion of Volume Only
(e.g., 150 mL/hr).

Volume/hr x Drip Set Factor
Time (min)

Infusion of Medication

Dose x Weight x Volume

(e.g., 20 mg/hr or
20 mg/kg/hr).

Total Amount on Hand DD Sk (eeitar

Time (min)

Determine Rate of
Existing IV

Drops/min x 60
Drip Set Factor
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IV Fluid Drip Rate Table (drops/min)*

IV Drip Rate (mL/hr)

Set 30 50 75 100 125 150 175 200 250
10 drops/mL |5 8 13 17 21 25 29 33 42
12 drops/mL |6 10 15 20 25 30 35 40 50
15 drops/mL |8 13 19 25 31 37 44 50 62
20 drops/mL |10 17 25 33 42 50 58 67 83
60 drops/mL |30 50 75 100 125 150 175 200 250

*Note: TKO is 30-60 mL/hr. For microdrip tubing, mL/hr is equal to drops/min.

High-Alert Medication Classes

Anesthetic agents.
Cardioplegic solutions.

Dextrose solutions >20%.
Dialysis solutions.

Chemotherapeutic agents.

Epidural/intrathecal meds.
Glycoprotein lIb/llla inhibitors.
Hypoglycemic agents (oral).

Adrenergic agonists/antagonists.

Inotropic meds.

Liposomal forms of drugs.

Moderate sedatives.
Narcotics and opiates.

Neuromuscular blocking agents.

Radiocontrast agents.
Saline solutions >0.9%.

Thrombolytics and fibrinolytics.

TPN solutions.

Specific High-Alert Medications

Insulin (IV and SC).
Amiodarone (V).
Calcium (IV).
Colchicine (IV).
Digoxin (IV).
Heparin (IV).
Lidocaine (V).

Magnesium (IV).
Nitroprusside (IV).

Potassium (V).
Methotrexate.

Nesiritide.
Warfarin.

Used with permission from the Institute for Safe Medication Practices. Report med-
ication errors or near misses to the ISMP Medication Errors Reporting Program (MERP)
at 1-800-FAIL-SAFE or online at www.ismp.org.
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FLUIDS
Injections
ID M SC
Site Inner forearm. Deltoid, ventrogluteal, Upper posterior
Alternate sites: and vastus lateralis. arm, upper back,

upper posterior @ Dorsogluteal no low back, anteri-

arm, chest, and longer recommended. or lateral thigh,

upper back. and abdomen.
Gauge 27-30 g. 23 g. 25-28 g.
Length 1/4-3/8" 1-1-1/2" 3/8-5/8"
Angle 10°-15°. 90°. 90° or 45° for very

thin Pts.
Volume |0.1-0.2 mL. <3 mL; small muscles 0.5-1 mL.
(deltoid) maximum
1 mL.
Angle of Injection
Intramuscular Subcutaneous
Intradermal
20 45°
15°
=
Muscle || Subcutaneous Tissue " Skin |
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Injections—Intradermal (ID)

. Select site; inner aspect of forearm is most common.

. Position Pt, arm supported, forearm facing up.

. Don gloves.

. Cleanse site with antiseptic using moderate friction in a circular motion,

moving outward from injection site. Avoid touching injection site once
prepared.

. Apply traction. Stretch skin toward hand opposite direction of needle.

. Insert needle bevel side up just below skin at 10°-15°.

. Continue to advance needle another 1-2 mm.

. Inject medication slowly until a small wheal (raised area) appears. A well-

defined wheal indicates injection into ID tissue; lack of a wheal indicates
injection into SC tissue.

. Remove needle quickly at same angle as injection.
. If indicated, mark area around the wheal with a pen.

Injections —Intramuscular (IM)

. Position Pt according to injection site. Site selection is based on Pt's age

and size and the quantity to be injected.

. Don gloves.
. Cleanse site with antiseptic using moderate friction in a circular motion,

moving outward from injection site. Avoid touching injection site once
prepped.

. Landmark the site. Spread thumb and index finger (nondominant hand)

apart, forming aV over injection site, pulling skin taut.

. Insert needle at a 90° angle with a quick, smooth motion.
. Stabilize syringe with nondominant hand.

4 . . .
. /& Aspiration for blood return is no longer recommended as the standard

of care.

. Inject medication slowly if no blood is aspirated and remove needle quickly

at same angle as injection.



MEDS/IV/
FLUIDS

Injections —Intramuscular Landmarks

Deltoid Site

Ventrogluteal Site

Anterior
SUpiorn
iliac spine
lliac crast

Gluteus
medius

Greater o
trochanter —

Vastus lateralis

*Site is controversial and no longer recommended in some institutions.
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Injections—Intramuscular Z-Track Method

. Prepare injection. Draw up prescribed

amount of medication and an additional
0.2-0.5 mL of air to create an air lock
after injection.

. Replace needle.

. Don gloves.

. Cleanse site with antiseptic, using mod-
erate friction in a circular motion, moving

outward from injection site. Avoid touch-
ing injection site once prepped.

. ldentify injection site (ventrogluteal or

dorsogluteal preferred).

. Pull skin taut from midline to one side,

using nondominant hand.

. Hold syringe so that air bubble floats to

plunger, opposite the needle.

. While maintaining skin retraction, insert

needle at a 90° angle.

4
. /& Aspiration for blood return is no

longer recommended as the standard of
care.

Inject medication (including air bubble)
slowly and smoothly. Hold needle in
place for 10 sec.

. Remove needle at same angle of injec-

tion while releasing skin.

. Cover site with adhesive bandage if

needed. @ Do not massage site after
medication is injected.

Inject
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Injections —Subcutaneous (SC)

ANTICOAGULANT ALERT!

@ Heparin should only be injected into the abdomen to decrease bleeding and
bruising; low molecular-weight heparin should only be injected into the
right or left sides of the abdomen to decrease pain and bruising.

@ Draw up medication with additional 0.2 mL air to ensure all medication is
injected and to create an air lock.

© Do not aspirate before injection or massage site after injection because it
increases risk of bleeding or bruising.

INSULIN ALERT!

@ Insulin syringes are measured in units and are NOT interchangeable with
tuberculin (TB) syringes.

-

. Position Pt according to injection site. If injecting heparin, use abdomen at
a site farthest from previous injection, at least 2 in. from umbilicus. Rotate
sites.

. Don gloves.

. Cleanse site with antiseptic using moderate friction in a circular motion,
moving outward from injection site. Avoid touching injection site once
prepared.

. Pinch or spread skin. If less than 1 in. can be pinched between fingers,
pinch skin and insert needle at a 45° angle. If more than 1 in. can be
pinched, spread skin and insert needle at a 90° angle.

. Insert needle with a quick, smooth motion.

. Inject medication slowly. Aspirating for blood return before injection is not
necessary, because inadvertent entry into a blood vessel is highly unlikely.

. Remove needle quickly at same angle as injection.

. Gently wipe site with an alcohol swab and cover with a bandage.

. Avoid massaging site after injection unless specifically instructed. Rubbing
may alter the rate of absorption.

o o1 » wnN

0 o~
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@ Injections—Subcutaneous and Intradermal Sites

2 inches
from
umbilicus

(anterior
forearm)

neex Insulin—Mixing Technique

@ Use only insulin syringes when mixing insulin.
© Do not dilute or mix with noninsulin medications.

-

. Clean each vial seal with an alcohol swab.

2. Aspirate enough air into insulin syringe that is equal to volume of NPH to
be withdrawn.

. Maintain NPH vial in an upright position. Pressurize NPH vial, being careful
not to contact solution. Remove syringe and set NPH vial aside.

4. Aspirate enough air into insulin syringe that is equal to volume of regular
insulin to be withdrawn. Inject air into regular insulin vial, then withdraw
exact amount of desired volume of regular insulin. Remove syringe and
expel any air bubbles.

. Insert syringe back into NPH vial (already pressurized), and withdraw exact
amount of desired volume of NPH.

w

o

(© Avoid pushing plunger and injecting regular insulin into NPH vial.



MEDS/IV/
FLUIDS

@ Insulin—Types

Insulin Type ‘ Onset ‘ Peak Duration
Rapid-Acting Insulin
Insulin lispro (Humalog). 5 min. 60-90 min. 4-6 hr.
Insulin aspart (Novolog). 10-20 min. 1-3 hr. 3-5 hr.
Short-Acting Insulin
Regular insulin (Humulin R). Sub-Q route: Sub-Q route: Sub-Q route:
@ Only insulin that can be 30-60 min. 2-4 hr. 5-7 hr.
given IV. IV route: IV route: IV route:
10-30 min. 15-30 min. 30-60 min.
Concentrated insulin (Insulin | 30-60 min. 2-3 hr. 5-7 hr.
U-500).
@ Do not give by IV route.
Intermediate-Acting Insulin
NPH (Humulin N, Novolin R). \ 1-2 hr. 8-12 hr. 18-24 hr.
Long-Acting Insulin
Insulin glargine (Lantus). 3-4 hr. None. 24 hr.
© Cannot be mixed with
other insulins.
Insulin detemir (Levemir). 3-4 hr. 3-14 hr. 24 hr.
Premixed Insulin
NPH/regular (Humulin 30 min. 4-8 hr. 24 hr.
50/50, Humulin 70/30;
Novolin 70/30).
Aspart protamine/aspart 15 min. 1-4 hr. 24 hr.
(NovoLog Mix 70/30).
Lispro protamine/lispro 15-30 min. 2-8 hr. 24 hr.
(Humalog Mix 75/25).
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Intravenous (IV)—Access, Infusion,

Maintenance

Access—Inserting a Peripheral IV or Saline Lock

@ Inquire about Pt allergies, specifically to adhesives, iodine, or latex, and
inquire about limb alert restrictions.

©

Follow facility policy regarding the use of numbing creams and ID injection

of local anesthetic for IV starts.

N

o oA

00 ~N

. Apply tourniquet proximal to insertion site.
. Palpate vein with fingertips. To further enhance dilation, gently tap vein,

have Pt clench fist repeatedly, or dangle arm below heart. Tip: Place a warm
pack over insertion site or wrap thorax in warm blanket for 2-3 min before
using tourniquet.

. Cleanse site with antiseptic using moderate friction in a circular motion,

moving outward from insertion site. Allow to air-dry.

. Don gloves. Avoid touching insertion site once prepared.
. Inject numbing agent (if using). Discard needle in sharps container.
. Apply traction. Stretch the skin in the opposite direction of catheter

insertion.

. Insert needle bevel side up at 15°-30°.
. Observe for “flash back” (presence of blood) in flash chamber. Lower

needle almost parallel to skin and advance 3-4 mm (ensures catheter is
in vein).

. Advance catheter to hub while maintaining skin traction.
. Stabilize catheter and release tourniquet. Apply digital pressure just above

end of catheter tip while gently stabilizing hub of catheter.
Remove needle, engage safety mechanism (if using a safety nee-
dle), and discard in sharps container. Never recap needle!

. Connect primed access apparatus:

1 IV tubing: Open clamp and observe for free flow of fluid (adjust rate).
B Saline lock: Flush with NS to verify patency (engage slide clamp after
flushing).

. Secure catheter and tubing with sterile dressing and tape per policy.
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Infusion—Continuous

W Verify medication rights and triple-check order.
B Follow institution policy regarding use of infusion pumps.
B Document medication, infusion rate, date, and time.

As a Primary Line
1. Ensure compatibility if medication being added to primary bag.
2. Set infusion rate according to health-care provider orders.

As a Secondary Line (Through the Primary)

. Ensure medication is compatible with primary IV solution.

2. Clean injection port with alcohol swab for 30 sec. Use injection port below
primary line roller clamp; this allows for independent adjustment of flow
rates without altering the other line.

-

3. Set secondary infusion rate according to health-care provider orders; both
primary and secondary infusions run simultaneously at independent rates.
Infusion—Intermittent IV Piggyback (IVPB)
@ Refer to Medication—Administration. Secondary
. - . "piggyback"
1. Verify medication rights, ensure IVPB bag
is correctly labeled, confirm medication is  Extension %‘ u 4“
compatible with primary IV solution, and ~ hook 2
ensure _IVP|_3 tu_blng is primed. ) Primary - S
2. Follow institution policy regarding use of IQ
infusion pumps. 5 J-Clamp
3. IVPB bag must be higher than primary IV ’? )
bag. Hang primary bag from an extension A .
C \-Piggyback line

hook so that it is lower than the IVPB bag.
4. Clean proximal injection port on primary
line with alcohol swab for 30 sec.

N—Primary line
N—Primary Y port

5. (;onnect primed IVPB line to cleaned injec- \‘MCIamp
tion port.

6. Adjust IVPB roller clamp to desired rate. |

7. Remove IVPB after infusion is complete Ll Secondary
and primary IV begins to infuse. \ port

8. Confirm primary infusion rate is correct. To patient

IVPB setup
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Maintenance —Flushing Peripheral and Central Lines

© Always verify heparin strength (10 or 100 units/mL)!
© Heparin flushes should never exceed 100 units/mL!

Device ‘ Solution (per lumen) ‘ Frequency
Peripheral Vascular Access Device (VAD)
Peripheral IV line. 3-5 mL NS (0.9% NaCl). Every 12 hr and
after each use.
Midline catheter. 5-10 mL NS followed Every 12 hr and
with 1 mL heparin after each use.

(10 units/mL).

Peripherally Inserted Central Catheters (PICCs)

Groshong PICC. 5-10 mL NS. Weekly and after
each use.
Per-Q-Cath (pediatric 3-5 mL NS followed Every 12 hr and
VAD). with 1 mL heparin after each use.
(10 units/mL).
Central Venous Catheters (CVC)
Valve-tipped 5-10 mL NS. Weekly and after
(no clamps). each use.
Open-ended 3-56 mL NS followed Every 12 hr and
(clamps). with 1 mL heparin after each use.
(10 units/mL).
Implanted Port Catheters
Groshong 5-10 mL NS followed Every 28 days
Port-A-Cath. with 1 mL heparin and after each
(100 units/mL). use.

Routine Care of Peripheral and Central Lines

Clamps: Open-ended catheters—flush with heparin.

No Clamps: Valve-tip catheters do not have clamps—flush with NS using
positive-pressure flush technique.

End-Caps: Change every 7 days or as needed.

Syringe Size: Use 10-mL syringe or greater—smaller syringes produce higher
pressure, which can damage catheter.

Positive-Pressure Flush: Remove needle or needleless syringe while injecting
last 0.5 mL of NS.
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Troubleshooting IV Complications

Blood Backing Up Into IV Tubing

B Ensure IV bag has fluid and hang a new bag as needed. If bag is allowed to
run dry, the tubing may fill with air; stop IV, attach a new bag, and reprime
drip chamber. Insert a large syringe into a port distal to air and then clamp
IV tubing distal to that port. Open roller clamp and aspirate air until tubing
is reprimed.

B Ensure bag is hanging above both the level of the Pt's heart and the IV
insertion site.

B Assess for unintentional, arterial cannulation; palpate for a pulse under
insertion site and inspect for pulsation of blood in tubing. Discontinue IV
and hold direct pressure for at least 5 min.

Decreased or No Infusion Rate

Assess |V site for infiltration.

Straighten extremity if IV insertion site is close to a joint.

Maintain alignment of extremity with a padded arm board.

Inspect entire length of tubing for kinks or holes.

Inspect stopcocks and other flow-control devices.

Ensure that burette (pediatrics) contains correct amount of fluid.

Raise height of IV bag if not using an infusion pump.

Flush with 3 mL of NS—if a significant amount of resistance is encoun-
tered, seek assistance per institutional policy. If assistance is unavailable,
discontinue IV and start a new one, preferably on the opposite arm.

@@ Infiltration

B Assessment: Swelling, tenderness, decreased or no infusion rate, blanching
of skin, site is cool to touch.

W Discontinue IV and restart in a new site. Apply warm compress to the
affected area.

Leaking Fluid at IV Site

B Assess |V site for infiltration.

M Inspect connection between tubing and IV catheter.

| If all connections are patent, err on side of safety and assume that site is
infiltrating or catheter is defective, even if IV is infusing freely. Call for an IV
therapy consult.

@ Pain at IV Site

B Assess |V site for infiltration, phlebitis, and irritation from tape.

B Ensure adequate stabilization of IV catheter.

B Straighten extremity if IV insertion site is close to a joint.

B Maintain alignment of extremity with a padded arm board.

B Determine whether a medication being infused can cause pain or irritation.
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W Seek assistance per institutional policy if unsuccessful at relieving pain or
discomfort.
Phlebitis
B Assessment: Classic sign is red line along course of vein. Other signs
include redness, heat, swelling, and tenderness.
W Discontinue IV and restart in a new site. Apply warm compress to the affected area.

Intravenous Solution Types

IV solutions can be divided into two basic categories.

B Crystalloids contain water, dextrose, and/or electrolytes. These solutions
are used to treat fluid and electrolyte imbalances.

B Volume expanders (often referred to as colloids or plasma expanders) have
an increased osmotic pressure in comparison with crystalloids; they remain in
the intravascular space longer. These solutions are used for volume expansion.

Solution
Saline Solutions

Crystalloids

Components

Na and CI (NS,
0.9% NaCl,
sodium chloride).

Indications

Alkalosis, fluid loss,
sodium depletion.

Dextrose Solutions

Dextrose in water
(D5W, D10W).

Caloric replacement, pro-
mote sodium diuresis,
maintain water balance,
prevent dehydration.

Dextrose and
Saline Mixtures

Dextrose in saline
(D5NS, D51/2NS,
D10NS).

Promote diuresis, moder-
ate fluid loss, prevent
alkalosis, provide calo-
ries and sodium chloride.

Multielectrolyte
Solutions

Combination of
Na, CI, K, Ca, and
lactate (LR).

Replace fluid lost from
vomiting, Gl suctioning,
or dehydration.

Volume Expanders (Colloids)

The term colloid is often used to refer to all volume expanders.
B Protein solutions: Albumin, plasma, and commercial plasmas

(e.g., Plasmanate).
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B Dextran: Complex, synthetic sugar, metabolized slowly, does not stay
in vascular space as long as a colloid.
B Hetastarch: Synthetic colloid that works similarly to Dextran.

Solution Components Indications
Albumin 5% Human plasma *5%—to expand volume and
and 25% protein. mobilize interstitial edema.
® 25%—to treat hypoproteinemia.
Plasma Contains human ® To increase serum colloid
plasma proteins osmotic pressure.

in NS (Plasmanate
and plasma protein

fraction).
Dextran Synthetic colloid made * To expand volume.
40 and 70 of glucose polysac- * To mobilize interstitial edema.
charides.
Hetastarch Synthetic colloid made * To expand volume.
from corn (Hespan). * To mobilize interstitial edema.
neex  [Mledication Erro

Prevention

B Always observe medication rights.

B Always triple-check all medications given.

| @ Always confirm expiration date, strength, and route.

| @ Always write out order; avoid using abbreviations or symbols.

B Always use commas for dosing units at or higher than 1000.

B Always use adequate space among drug name, dose, and unit of measure.

B Always double-check dosage range with pharmacist.

u @ Always have second nurse witness when mixing insulin and double-

check dose and type of insulin you plan to administer.

Always confirm dosage calculations and infusion pump programming.
Always clarify orders that are unclear or contain abbreviations.

Always label all syringes and discard syringe immediately after use.

If taking verbal order, ask prescriber to spell out drug name and dosage to

avoid sound-alike confusion (e.g., hearing Cerebyx for Celebrex, or 50 for

15), and read back order to prescriber after you have written it in chart.

Always document immediately after administering any medication.

Always review each Pt's medications for the following:

u Allergies, ADRs, and toxicity.

B Contraindications or improper drug selection.
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Efficacy or use without an indication.

Overdose or subtherapeutic dose.

Medication duplication.

Potential drug or food interactions.

Weight changes requiring dosage adjustments.

Appropriate duration of therapy.

B Adherence with prescribed medication therapy.

Never borrow medications from other Pts.

Never administer medication drawn up by another person.

Never document medication until after it has been administered.
Never begin new medications before order has been received in pharmacy,
because this circumvents built-in checks that can detect potential error.

Response

Discontinue medication immediately.

Assess for and treat symptoms of ADR.

Ascertain whether Pt has known allergy to medication given.
Notify health-care provider of medication error and any ADR.
Document error (incident report) per institutional policy.

Avoid using such phrases as “given in error.”

State facts only on MAR (medication, dose, time, route).

In progress notes, document that health-care provider was notified.
If there was any ADR, include intervention and outcome.

© Do not document that an incident report was filed. NEVER record “medication
error” on the MAR.

Pregnancy Risk Categories

B Category A: Adequate, well-controlled studies in pregnant women have not
shown an increased risk of fetal abnormalities.

W Category B: (1) Animal studies show no adverse fetal effects, but there are
no controlled human studies, or (2) animal studies show adverse fetal
effect, but well-controlled human studies do not.

B Category C: (1) Animal studies show adverse fetal effect, but there are no
controlled human studies, or (2) no animal or well-controlled human stud-
ies have been conducted.

B Category D: Well-controlled or observational human studies show positive
evidence of human fetal risk. Maternal benefit may outweigh fetal risk in
serious or life-threatening situations.

B Category X: Contraindicated. Well-controlled or observational human and/or
animal studies show positive evidence of serious fetal abnormalities. Fetal
risks far outweigh maternal benefit.
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Basic Chemistry and Electrolytes

(© Reference ranges vary among facilities. Always check normal reference
ranges from your facility’s laboratory.

M, male; F, female.

Note: Bold, red font (in parentheses) indicates critical level.

Lab

@ Albumin

Conventional

<1yr:2.9-5.5 g/dL.
1-40 yr: 3.7-5.1 g/dL.
41-60 yr: 3.4-4.8 g/dL.
61-90 yr: 3.2-4.6 g/dL.
>90 yr: 2.9-4.5 g/dL.

Sl Units

29-55 g/L.
37-51 g/L.
34-48 g/L.
32-46 g/L.
29-45 g/L.

Aldolase (ALD)

0-2 yr: 3.4-11.8 units/L.
2-16 yr: 1.2-8.8 units/L.
Adult: <7.4 units/L.

3.4-11.8 units/L.
1.2-8.8 units/L.
<7.4 units/L.

Alkaline phosphatase

M: 35-142 units/L.
F: 25-125 units/L.

35-142 units/L.
25-125 units/L.

Ammonia M: 27-102 mcg/dL. 19-73 mcmol/L.
F: 19-87 mcg/dL. 1462 mcmol/L.
@ Amylase 30-110 units/mL. 30-110 units/mL.
Anion gap 8-16 mEq/L. 8-16 mmol/L.
Aspartate 0-9 days: 47-150 units/L. 47-150 units/L.
aminotransferase 10 days—23 mo: 9-80 units/L. |9-80 units/L.
(AST; formerly M: 2-59 yr: 15-40 units/L. 15-40 units/L.

known as SGOT)

M: 60-90 yr: 19-48 units/L.
F: 2-59 yr: 13-35 units/L.

19-48 units/L.
13-35 units/L.

F: 60-90 yr: 9-36 units/L. 9-36 units/L.
Bilirubin, direct <0.3 mg/dL. <5 mcmol/L.
(conjugated)
Bilirubin, indirect <1.1 mg/dL. <19 mcmol/L.
(unconjugated)

@@ Bilirubin, total

(>15 mg/dL)

0-1 day: 1.4-8.7 mg/dL.
1-2 days: 3.4-11.5 mg/dL.
3-5 days: 1.5-12.0 mg/dL.
>1 mo: 0.3-1.2 mg/dL.

24-149 mcmol/L.
58-97 mcmol/L.
26-205 mcmol/L.
5-21 mcmol/L.

Continued
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Lab

@@ Blood urea
nitrogen (BUN)
(>100 mg/dL)
(nondialysis Pts)

Conventional

0-3 yr: 5-17 mg/dL.
4-13 yr: 7-17 mg/dL.
14-90 yr: 8-21 mg/dL.
>90 yr: 10-31 mg/dL.

Sl Units

1.8-6.0 mmol/L.

2.5-6.0 mmol/L.
2.9-7.5 mmol/L.

3.6-11.1 mmol/L.

Calcitonin

M: <19 pg/mL.
F: <14 pg/mL.

<19 ng/L.
<14 ng/L.

@@ calcium (Ca*)
(<7; >12 mg/dL)

3-12 yr: 8.8-10.8 mg/dL.
Adult: 8.2-10.2 mg/dL.

2.20-2.70 mmol/L.
2.05-2.55 mmol/L.

Carbon dioxide (CO,)
(<15; >40 mmol/L)

<2 yr: 13-29 mEq/L.
>2 yr: 23-29 mEq/L.

13-29 mmol/L.
23-29 mmol/L.

@@ Chloride (CI)

(<80; >115 mEq/L)

0-1 mo: 98-113 mEq/L.
>1 mo: 97-107 mEq/L.

98-113 mmol/L.
97-107 mmol/L.

@ Cholesterol

<20 yr: <170 mg/dL.
>20 yr: <200 mg/dL.

<4.4 mmol/L.
<5.18 mmol/L.

Cortisol

a.m.: 5-25 mcg/dL.
p.m.: 3-16 mcg/dL.

138-690 nmol/L.
83-442 nmol/L.

Creatine kinase (CK)

M: 50-204 units/L.
F: 36-160 units/L.

50-204 units/L.
36-160 units/L.

@ Creatinine

(>7.4 mg/dL)

1-5 yr: 0.3-0.5 mg/dL.
6-10 yr: 0.5-0.8 mg/dL.
M: >10 yr: 0.6-1.2 mg/dL.
F: >10 yr: 0.5-1.1 mg/dL.

27-44 mcmol/L.
44-71 mcmol/L.
53-106 mcmol/L.
44-97 mcmol/L.

Ferritin M: >16 yr: 20-250 ng/mL. |20-250 mcg/L.
F: 16-39 yr: 10-20 ng/mL. 10-20 mcg/L.
F: >40 yr: 12-263 ng/mL. 12-263 mcg/L.
Folate >2.5 ng/mL. >5.7 nmol/L.
@™ Glucose 1 day: 40-60 mg/dL. 2.2-3.3 mmol/L.
(<40; >400 mg/dL) 2 days-2 yr: 50-80 mg/dL. |2.8-4.4 mmol/L.
Child: 60-100 mg/dL. 3.3-5.6 mmol/L.
Adult: 65-99 mg/dL. 3.6-5.5 mmol/L.

@ High-density

lipoprotein (HDL)

Optimal: >60 mg/dL.

0.9-1.56 mmol/L.

lonized calcium
(<3.2; >6.2 mg/dL)

4.6-5.08 mg/dL.

1.12-1.32 mmol/L.

Iron (Fe)
(>400 mcg/dL)

M: 65-175 mcg/dL.
F: 50-170 mcg/dL.

11.6-31.3 mcmol/L.
9-30.4 mcmol/L.

Iron binding capacity,
total (TIBC)

250-350 mcg/dL.

45-63 mcmol/L.
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Lab

K* (Potassium)
(<2.5; >6.5)

Conventional

Child: 3.4-4.7 mEq/L.
Adult: 3.5-5.0 mEq/L.

Sl Units

3.4-4.7 mmol/L.
3.5-5.0 mmol/L.

Lactate dehydrogenase
(LDH)

90-156 units/L.

90-156 units/L.

Lactic acid 3-23 mg/dL. 0.3-2.6 mmol/L.
(>31 mg/dL)

Lipase 3-73 units/L. 3-73 units/L.

@ Low-density Optimal: <100 mg/dL. <2.59 mmol/L.

lipoprotein (LDL)

@ Magnesium (Mg++)
(<1.2; >4.9 mg/dL)

Child:1.7-2.1 mg/dL.
Adult: 1.6-2.6 mg/dL.

0.70-0.86 mmol/L.
0.66-1.07 mmol/L.

Mg+ (magnesium)
(<1.2; >4.9 mg/dL)

Child: 1.7-2.1 mg/dL.
Adult: 1.6-2.6 mg/dL.

0.70-0.86 mmol/L.
0.66-1.07 mmol/L.

@) Nat (sodium)
(<120; >160 mmol/L)

0-1 yr: 133-144 mEq/L.
>1 yr: 1356-145 mEq/L.

133-144 mmol/L.
135-145 mmol/L.

Osmolality
(<265; >320 mOsm/kg)

275-295 mOsm/kg.

275-295 mmol/kg.

Phosphorus (<1 mg/dL)

2.5-4.5 mg/dL.

0.8-1.4 mmol/L.

Potassium (K+)
(<2.5; >6.5 mmol/L)

Child: 3.4-4.7 mEq/L.
Adult: 3.5-5.0 mEq/L.

3.4-4.7 mmol/L.
3.5-5.0 mmol/L.

Prealbumin 12-42 mg/dL. 120-420 mg/L.
Protein, total 6-8 g/dL. 60-80 g/L.
Prostate-specific <4 ng/mL. <4 mcg/L.

antigen (PSA)

Pyruvate kinase

9-22 international units/g
hemoglobin.

9-22 international
units/g hemoglobin.

@@ Sodium (Na+)

(<120; >160 mmol/L)

0-1 yr: 133-144 mEq/L.
>1 yr: 135-145 mEq/L.

133-144 mmol/L.
135-145 mmol/L.

Thyroglobulin

0-50 ng/mL.

0-50 mcg/L.

@ Thyroid-stimulating
hormone (TSH)

0.4-4.2 microinternational
units/mL.

0.4-4.2 microinterna-
tional units/mL.

Thyroxine (T,) free

0.8-1.5 ng/dL.

10-19 pmol/L.

Thyroxine (T,) total
(<2 mcg/dL; >20 mcg/dL)

M: 4.6-10.5 mcg/dL.
F: 5.5-11 mcg/dL.
Gravid: 5.5-16 mcg/dL.

59-135 nmol/L.
71-142 nmol/L.
71-155 nmol/L.

Continued
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Lab Conventional Sl Units

@ Triglycerides <150 mg/dL. <1.7 mmol/L.

Tri-iodothyronine (T;) 260-480 pg/dL. 4-7.4 pmol/L.
free Gravid: 196-338 pg/dL. 3-5.2 pmol/L.

Tri-iodothyronine (T5)
total

70-204 ng/dL.
Gravid: 116-247 ng/dL.

1.08-3.14 nmol/L.
1.79-3.8 nmol/L.

Urea nitrogen Child: 7-17 mg/dL. 2.5-6.0 mmol/L.
(>100 mg/dL) Adult: 8-21 mg/dL. 2.9-75 mmol/L.
Uric acid M: 4.4-7.6 mg/dL. 0.26-0.45 mmol/L.

F: 2.3-6.6 mg/dL.

0.14-0.39 mmol/L.

Blood Gas Analysis

Arterial Blood Gas

Lab Conventional Sl Units

pH (<7.20; >7.60) 7.35-7.45. 7.35-7.45.

Po, (<45 mm Hg) 80-95 mm Hg. 10.6-12.6 kPa.
Pco, (<20; >67 mm Hg) 35-45 mm Hg. 4.66-5.98 kPa.
HCO; (<10; >40 mmol/L) |18-23 mEq/L. 18-23 mmol/L.
Base excess (=2)-(+3) mEq/L. (-2)-(+3) mmol/L.
Cco, 22-29 mEq/L. 22-29 mmol/L.

0, Saturation

95%-100%.

95%-100%.

Venous Blood Gas

Lab Conventional Sl Units

pH 7.32-7.43. 7.32-7.43.

Po, 20-49 mm Hg. 2.6-6.5 kPa.
Pco, 41-51 mm Hg. 5.4-6.8 kPa.
HCO, 24-28 mEq/L. 24-28 mmol/L.
CO, 25-30 mEq/L. 25-30 mmol/L.

0, Saturation

70%-75%.

70%~75%.
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Acid-Base Imbalance

Imbalance ‘ pH ‘ Pco, ‘ Po, ‘HCO3 Compensation
Respiratory Acidosis Kidneys conserve
Uncompensated | { T Normal [Normal | HCOjg; eliminate
Compensated Normal | T T T H+to T pH.
Respiratory Alkalosis Kidneys eliminate
Uncompensated | T l Normal [Normal | HCOs; conserve H*
Compensated Normal |1 l 1 to L pH.
Metabolic Acidosis Hyperventilation to
Uncompensated 1 Normal[{ 1 blow off excess CO,
Compensated Normal || 1 1 and conserve HCO,.
Metabolic Alkalosis Hypoventilation
Uncompensated [T Normal | T T to Tco,.
Compensated Normal | T T T K'edx'lfgtsekﬁg%:h and

@@ Common Causes of Acid-Base Imbalance

Respiratory acidosis

Asphyxia, respiratory and CNS depression.

Respiratory alkalosis

Hyperventilation, anxiety, diabetic ketoacidosis.

Metabolic acidosis

Diarrhea, renal failure, salicylate (aspirin) overdose.

Metabolic alkalosis

Hypercalcemia, alkaline (antacid) overdose.




LABS/ECG

@@ Cardiac Markers

Lab Conventional Sl Units
CK (total) M: 50-204 units/L. 50-204 units/L.
F: 36-160 units/L. 36-160 units/L.

C&» ck-MB 0-3 ng/mL. 0-3 ng/mL.

LDH 90-156 units/L. 90-156 units/L.

@ Myoglobin 5-70 mcg/L. 5-70 mcg/L.

@ Troponin-I|

(>0.5 ng/mL) <0.35 ng/mL. <0.35 ng/mL.

@ Troponin-T <0.20 mcg/mL. <0.20 mcg/mL.
Progression of Cardiac Markers

Lab Onset Peak Duration

AST (SGOT) 6-8 hr. 12-48 hr. 3-4 days.

CK (total) 4-6 hr. 24 hr. 2-3 days.

CK-mB 4-6 hr. 15-20 hr. 2-3 days.

LDH 12 hr. 24-48 hr. 10-14 days.

Myoglobin 1-3 hr. 4-12 hr. 1 day.

Troponin-I 2-6 hr. 15-20 hr. 5-7 days.

Troponin-T 3-5 hr. 24 hr. 10-15 days.

Cerebrospinal Fluid (CSF)

Lab (Lumbar Puncture)
Color

Conventional
Crystal clear.

Sl Units
Crystal clear.

Protein 15-45 mg/dL. 150-450 mg/L.
Glucose 40-70 mg/dL. 2.2-3.9 mmol/L.
Lactic acid <25.2 mg/dL. <2.8 mmol/L.
Myelin basic protein <4 ng/mL. <4 mcg/L.
Oligoclonal bands Absent. Absent.
Immunoglobulin G <3.4 mg/dL. <34 mg/L.
Gram stain Negative. Negative.
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Lab (Lumbar Puncture) Conventional Sl Units
India ink Negative. Negative.
Culture No growth. No growth.
RBC count Zero. Zero.
WBC count 0-5/mL. 0-5 x 106/L.
@@ Coagulation
Lab Conventional Sl Units
Activated coagulation 90-130 sec. 90-130 sec.
time (ACT)
@@ Activated partial | 25-39 sec. 25-39 sec.
thromboplastin time
(aPTT) (>70 sec)
Bleeding time (>14 min) |2-7 min. 2-7 min.
Fibrinogen (<80 mg/dL) 200-400 mg/dL. 2-4 g/L.
International normalized |Normal: <2. <2.
ratio (INR) (>5) Target therapeutic: 2-3. 2-3.

Plasminogen

80%-120% of normal.

80%-120% of normal.

@@ Platelets (<20,000;
>1,000,000)

150,000-450,000/mm3.

150-450 x 109/L.

@ Prothrombin 10-13 sec. 10-13 sec.
time (PT) (>27 sec)
Thrombin time 11-15 sec. 11-15 sec.

Disseminated Intravascular Coagulopathy Panel

Lab Conventional Sl Units

@ aPTT (activated) 25-39 sec. 25-39 sec.
(>70 sec)

@ PT (>27 sec) 10-13 sec. 10-13 sec.

Fibrinogen (<80 mg/dL) 200-400 mg/dL. 2-4 g/L.

Thrombin time 11-15 sec. 11-15 sec.

D-Dimer <300 ng/mL. <300 ng/mL.




LABS/ECG

Hematology (CBC With Differential)

Lab
Blood volume

Conventional
8.5%-9.0% of body weight in kg.

Sl Units
80-85 mL/kg.

Red blood cell

M: 4.71-5.14 x 108 cells/mma3.

4.71-5.14 x 1072 cells/L.

(RBC) F: 4.20-4.87 x 106 cells/mm3. 4.20-4.87 x 102 cells/L.
@@ Hemoglobin |M: 13.2-17.3 g/dL. 132-173 mmol/L.
(Hgb) F: 11.7-15.5 g/dL. 117-155 mmol/L.
(<6; >18 g/dL)
Hematocrit M: 43%-49%. 0.43%-0.49%.

(Hct) (<18; >54%)

F: 38%-44%

0.38%-0.44%.

@@ Leukocytes

(WBC) (<2500;

4.5-11 x 103/mma3.

4.5-11 x 109/L.

>30,000/mm3)

¢ Neutrophils 59%. 0.59.
¢ Bands 3.0%. 0.03.

* Segments 56%. 0.56.

° Lymphocytes 34%. 0.34.

* Monocytes 4.0%. 0.04.

¢ Eosinophils 2.7%. 0.027.

* Basophils 0.5%. 0.005.

Platelets (<20,000; |150,000-450,000/mma3. 150-450 x 109/L.
>1,000,000)

Erythrocyte M: 0-49 yr: 0-15 mm/hr. 0-15 mm/hr.
sedimentation M: >49 yr: 0-20 mm/hr. 0-20 mm/hr.
rate (ESR) F: 0-49 yr: 0-25 mm/hr. 0-25 mm/hr.

F: >49 yr: 0-30 mm/hr. 0-30 mm/hr.
Medication Levels (Therapeutic)
Medication Conventional Critical/Toxic Sl Units

Acetaminophen

10-30 mcg/mL.

After 4 hr: >150.
After 12 hr: >50.

66-199 mcmol/L.

Amiodarone 0.5-2.0 mg/L. >2.

Carbamazepine 4-12 mcg/mL. >12. 17-51 mcmol/L.
Digoxin 0.5-2.0 ng/mL. >2.5. 0.6-2.6 nmol/L.
Lidocaine 1.5-5.0 mcg/mL. >6. 6.4-21.4 mcmol/L.
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Medication Conventional Critical/Toxic Sl Units

Lithium 0.6-1.4 mEq/L. >1.5. 0.6-1.4 mEq/L.
Nitroprusside <10 mg/dL. >10.

Phenobarbital 15-40 mcg/mL. >40. 65-172 mcmol/L.
Phenytoin 10-20 mcg/mL. >20. 40-79 mcmol/L.
Prc id 4-10 mcg/mL. >12. 17-42 mcmol/L.
Propranolol 50-100 ng/mL. >150.

Quinidine 2-5 mcg/mL. >8. 6-15 mcmol/L.
Salicylate 15-20 mg/dL. >30. 1.1-1.4 mmol/L.
Theophylline 10-20 mcg/mL. >20.

Antibiotic Levels (Peak and Trough)

Antibiotic Peak Critical Trough Critical

Amikacin C: 20-30 meg/mL. >30. 1-8 mcg/mL. >8.
Sl: 34-51 mcmol/L. |>51. 2-14 mcmol/L. >14.

Gentamicin C: 6-10 mcg/mL. >12. 0.5-1.5 mcg/mL. |>2.
Sl: 12-21 mcmol/L. |>25. 1-3 memol/L. =%

Tobramycin C: 6-10 mcg/mL. >12. 0.5-1.5 mcg/mL. |>2.
Sl: 12-21 memol/L. |>26. 1-3 mcmol/L. >3.

Vancomycin C: 30-40 mcg/mL. >80. 5-10 mcg/mL. >20.
Sl: 21-28 memol/L. |>55. 3-7 mcmol/L. >14.

C, conventional; SI, Sl units.

Urinalysis

Lab Conventional

Appearance Clear.

Color Yellow (straw).

pH 5.0-9.0.

Protein <20 mg/dL.

Glucose Negative.

Ketones Negative.

Hemoglobin Negative.

Bilirubin Negative.

Continued
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Lab Conventional

Urobilinogen <1 mg/dL.

Nitrite Negative.

Leukocyte esterase Negative.

Specific gravity 1.001-1.029.

Osmolality 250-900 mOsm/kg.

RBC <5/hpf.

WBC <5/hpf.

Renal cells None seen.

Transitional cells None seen.

Sq cells Rare; usually not significant.
Casts Rare hyaline; otherwise, none seen.

asic ECG Interpretation

Atrial
depolar-
ization

Ventricular
repolar-

Ventricular jzation
depolar-

ization

SA node

Internodal
pathways

Left bundle branch

AV node

Purkinje
fibers

Right bundle branch
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QT Interval (0.30-0.52 sec)
|
|
_ Rates (bpm) 0}3’{4} T
- Atria: 60-100 R Gasee Tl
" Junction: 40-60 0.20 sec
| Ventricles: 29—40 { |
| |
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Isoelectric Line Calibration
Q- slLh Pty e
FTTTTTT
| PRInterval — | | == ST Segment
0.12-0.20 sec)
i
T 10]s
[T T[] [T ]
ECG Parameters
Normal sinus rhythm 60-100 bpm.
Sinus bradycardia <60 bpm.
Sinus tachycardia >100 bpm.
Supraventricular tachycardia >150 bpm.
QRS complex 0.06-0.10 sec.
PR interval 0.12-0.20 sec.
Atrial rate, inherent 60-100 bpm.
Junctional rate, inherent 40-60 bpm.
Ventricular rate, inherent 20-40 bpm.




LABS/ECG

ECG Systematic Assessment

Rate Is it normal (60-100), fast (>100), or slow (< 60)?
Rhythm Is it regular, irregular?

P waves Are they present? Are they 1:1 with the QRS?

PR interval Is it normal (0.12-0.2 sec)? Does it remain consistent?
QRS complex Is it normal (0.06-0.10 sec), or is it wide (>0.10 sec)?
Extra Are there any extra or abnormal complexes?

Standard 3 Lead
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12-Lead ECG

Midclavicular
line

Anterior
axillary line

W V,;: 4th ICS, right sternal border

W V,: 4th ICS, left sternal border

® V;: midway betweenV, and V,

W V,: 5th ICS, midclavicular line

W Vg: 5th ICS, midway between
V, and Vg

W Vg 5th ICS, midaxillary line

Sample ECG Rhythms

Asystole
FH Start 300150 1001801175601 150114 Asystole
agonsl complex
H Rhythm: None P: None il PRI: None {{/ "} QRS: None*




LABS/ECG

Atrial Fibrillation (A-Fib)

H*To determine HR, count for an entire minute. 1--— Atrial Fibrillation (HR varlable) -
H Atrial rate lly >350 bp ma
| i
H
F Rhythm: Irregularly irregular J P S 10 sec
Atrial Flutter (A-Flutter)
H0 :ﬁﬁﬁ Atrial Flutter (HR variable) |11
Atrial -350 bpm, rate maj fast or slow 1|

P: Flutter waves ("saw tooth”)  PRI: Nondiscernible H RS: 0.06-0.10 sec

Atrioventricular (AV) Block—First Degree

S 3000 00 B0 T IO U S T F o AV Bk R wariod |
T =t I f o o
T i | b i 4 4
i
e Ty e i
R P: Uniform, 1:1 with QRS ‘l‘ ‘i‘ll I ‘r‘olongec, >D.20‘ ‘sle‘c‘ :H] m§r:| -06- .‘1‘ Is‘e‘lT' H

Atrioventricular (AV) Block—Second Degree Type |

071001801175[160 150143111 s d Degree AV Block Type-|
H== Blocked GRS i
- T T f T i 5
4 H H Ht
F Rhythm: Irregular 1 P: Uniform PRI: Progressive lengthening until a QRS is blocked QRS: 0.06-0.10 sec |
Atrioventricular (AV) Block—Second Degree Type Il
HStart-300-150100:80+175-60150 -+ Second D e Type-ll |
vy oy 2 ERE - -
Blocked P HIHBlocked P Blocked Pt ! t
- —1 } 1+
o i
£ Y ~J|~ £
i = e it t
i Rhythm: Variabl P: More Ps than QRS PRI: Conslste ariable]
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Atrioventricular (AV) Block—Third Degree

Start 300150100180175 160150143 1101 Third Degree AV Block]|
rye v e g DT
m,ﬁ, ave P Y C lete Heart Block I/}

1
|
i
HRhythm: R-R is usually regular 1}{P: More Ps than QRS {{PRI: Inconsistent - QRS: >0.10 sec (wide) ]

Junctional Rhythm

Start 300 156100180751 601 50143 mummmmmmmmmummum;u:
150100160/ 791 60 80143 Junctonal Rhythms (R 4060 bpm*)
'Hi -100 = m: HR > =
Ji
H¥ mLs
HRhythm: Usually regular = P: Absent (may also be inverted orretrograde)E‘P‘HI‘:‘I\?HH HRE:‘ X ‘q“l‘l)us‘e‘c‘

Pacemaker Rhythm

Hl5tart300150-100780
W W
AV Sequential
\
i i i
1 1 1
FRhythm: Regular {P: FPRI: Pacer-dependent - QRS: Narrow if atrial pacer, otherwise wide

Premature Atrial/Junctional Complexes (PAC/PJC)

3001 ‘(]E1Q‘O‘$_‘ﬁ H‘_‘H‘_‘ 43- Premature AtrlaI/Junc"tlonaI Complexes
{EERL JNRE) JMSS, Jusd nsas Jnsms 2n1 o
¥ PAC (P wave present) No P> PJC(noP e
(S5 Y esEn Rt LR M
= S E4E s NSSSSSSSSPNSE. BEE0T. NS Erae sur | 1L AE%2a NEEEEEEE0RS:
NS |AEMEEEREmSSREmSSSE: AmmEmaaS) EmERRES AamEmaasEmSamEna )
Rhythm: Variable { P: Present in PAC only H PRI: Variable = QRS: 0.06-0.08 (normal)

Premature Ventricular Complex (PVC)

Umfocal All PVCs are same shape

Premature Ventricular Complex
Two or more dif haped PVC:

or Pause

£ Rhythm: Variable + P: None associated with PVC {1

PRI: None associated with PVC - QRS: Wide and bizarre|
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Sinus Bradycardia (SB)
Start300 1501007801751 60150743

Sinus Bradycardia (HR <60 bpm)

Rhythm: RegularP: Uniform, 1:1 wiF F‘{‘ s ‘FT‘ ‘I‘:‘(‘)‘.‘ ‘2‘-‘(‘)‘.‘ 9 sec EQRS: 0.06-0.10 sec

L Do

Sinus Rhythm (SR; also NSR = normal sinus rhythm)

300150100180 751160 150/ 43/ Normal Sinus Rhythm (HR 60-100 bpmi |
m *) vr!‘lyf‘IEr‘w is it is referred to as a sinus % g
H i
—— — H= —
# H H
Rhythm: Regular* 7 P: Uniform, 1:1 with QRS + PRI: 0.12-0.20 sec -+ QRS: 0.06-0.10 sec H

Sinus Tachycardia (ST)

300:150:10080175+601] I Sinus Tachycardia (Rate >100 bpm)

: 0.12-0.20 sec | ORS: 0.06-0.10 sec

(=
S,
Z
o
g
3
"
2
=)
El
=
(]
x
)
)
E

Rhythm: Regular

Torsade de Pointes (twisting of points)

E;t‘g‘r‘t?‘ 91 0-100 @5?_35§0550543 Torsades de Pointes (“twisting of points”)
HEEr iR A e e -
SV T e T BN HHH =

Rhythm: Irregular -+ P: None ~H-++ PRI: None -~ QRS: >0.10 (wide)

Ventricular Fibrillation (coarse V-Fib)

Start30015010018011 751601150143 Ventricular Fibrillation (Coarse VF)

‘l‘)'eflbr llation attem
£ Rhythm: Chaotic H PRI: None Hm QRS: None %
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Ventricular Fibrillation (fine V-Fib)

Start:300:150:10080+:75:60+

Ventricular Fibrillation (Fine V-Fib

Rhythm: None

one PRI: None QR ne |

Ventricular Tachycardia (VT) —Monomorphic

300150-100:80+1751460-50143

-+ Ventricular Tachycardia (100-250 bpm) H

1

\

PRI: None 111 QRS: >0.10 sec (wide|

ic VT (all QRS same size and shape) H

)

£75.

T
} e

601507143 Ventricular Tachycardia (100-250 bpm)
=

H
f t Hfr

T
ic VT (QRS differs in shape and sizs

P: None PRI: None -+ QRS: >0.10 sec (wide)
(WPW)
175116015 wﬂf% Wolff-Parkinson White (WPW) |
F,De st

H iR B
H HT

3

Rhythi

I
t
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Diseases and Disorders

@ Institutional policy may require that Pt education and development of a Pt
care plan must be initiated by a registered nurse.

Definition: This disabling degenerative disease of the nervous system is char-
acterized by dementia and failure of memory for recent events, followed by
total incapacitation and eventually death.

Clinical Findings:

Stage I: Loss of recent memory, irritability, loss of interest in life, and decline
of abstract thinking and problem-solving ability.

Stage II: (Most common stage when disease is diagnosed) profound memory
deficits, inability to concentrate or manage business or personal affairs.
Stage llI: Aphasia, inability to recognize or use objects, involuntary emotional

outbursts, and incontinence.

Stage IV: Nonverbal status and complete withdrawal; loss of appetite leading
to emaciation; cessation of all bodily functions, and death ensuing quickly.

Nursing Focus

B Monitor vital signs and LOC, and implement collaborative care as ordered.
B Keep requests simple and avoid confrontation.

B Maintain a consistent environment and frequently reorient Pt.

Reinforce Patient Teaching

B Provide Pt and family with literature on AD.

B Advise family that, as AD progresses, so does need for supervision of ADLs
such as cooking and bathing.

B Advise family to lock windows and doors to prevent wandering.

B Explain that Pt should wear an ID bracelet in case he or she becomes lost.

B Explain actions, dosages, side effects, and adverse reactions of meds.

Definition: Often referred to as reactive airway disease (RAD), asthma is an
intermittent, reversible, obstructive lung disease characterized by bron-
chospasm and hyperreactivity to a multitude of triggering agents (allergens/
antigens/irritants).

Clinical Findings: Difficulty breathing, wheezing, cough (either dry or produc-
tive of thick, white sputum), chest tightness, anxiety, prolonged expiratory
phase, and use of accessory muscles.

Nursing Focus

B During an attack, assess and maintain ABCs, notify RT/MD, and implement
collaborative care, such as meds and IV fluid, as ordered.
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W Stay with Pt and offer emotional support.
B Monitor vital signs, and document response to prescribed therapies.

@@ Reinforce Patient Teaching

B Provide Pt and family with literature on asthma.

B Explain actions, dosages, side effects, and adverse reactions of meds.

B Provide instructions on proper use of metered-dose inhalers.

B Provide instructions on proper use of peak-flow meter.

B Provide instructions on implementing an asthma management plan.

B Teach Pt and family about kinds of triggering agents that can precipitate an
attack and how to minimize risk of exposure.

B Instruct Pt to seek immediate medical attention if symptoms are not

relieved with prescribed meds.
Cancer: General Overview

Definition: Malignant neoplasia is marked by uncontrolled growth of cells, often
with invasion of healthy tissues locally or throughout the body (metastasis).
Clinical Findings: Vary with different types of cancer.

Types of Treatments

Surgery: Removing cancerous tissue surgically or by means of cryosurgery
(technique for freezing and destroying abnormal cells).

Chemotherapy: Treatment of cancer with drugs (“anticancer” drugs) that
destroy cancer cells or stop them from growing or multiplying. Because
some drugs work better together than alone, two or more drugs are often
given concurrently (combination therapy).

Radiation Therapy: lonizing radiation (x-rays, gamma rays, or radioactive
implants) depositing energy that injures or destroys cells in target tissue by
damaging their genetic material and making continued growth impossible.

Palliative and Hospice Care: Care focused solely on minimizing pain and suf-
fering when cure is not an option.

Nursing Focus

B Nausea and Vomiting: Administer antiemetics as needed and before
chemotherapy is initiated. Withhold foods and fluids 4-6 hr before
chemotherapy. Provide small portions of bland foods after each treatment.

B Diarrhea: Administer antidiarrheals. Monitor electrolytes. Give clear liquids
as tolerated. Maintain good perineal care.

B Stomatitis: Avoid commercial mouthwash containing alcohol. Encourage
good oral hygiene. Help Pt rinse with viscous lidocaine before eating to
reduce discomfort and again after meals. Apply water-soluble lubricant to
cracked lips. Popsicles provide a good source of moisture.

B Itching: Keep Pt’s skin free of foreign substances. Avoid soap: wash with
plain water and pat dry. Use cornstarch or olive oil to relieve itching, and
avoid talcum powder and powder with zinc oxide.
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Reinforce Patient Teaching
B Provide Pt and family with literature for specific type of cancer.
B Prepare Pt and family for what to expect with chemotherapy and radiation

therapy.

W If surgery is to be performed, provide preoperative teaching to prepare Pt and
family for procedure and postoperative care. Provide discharge instructions.
B Explain actions, dosages, side effects, and adverse reactions of meds.

Tumor Facts

B Benign Tumors: Noncancerous. They can often be removed, and in most cases,
do not come back. Cells from benign tumors do not spread to other parts of
the body. Most importantly, benign tumors are rarely a threat to life.

B Malignant Tumors: Cancerous. Cells in these tumors are abnormal and
divide without control or order. They can invade and damage nearby tissues

and organs.

B Metastasis: Process by which cancer cells break away from a malignant
tumor, enter bloodstream or lymphatic system, and spread from original
cancer site to form new tumors in other organs.

TNM Staging of Cancer

T:Tumor Size N: Nodes Involved M: Metastasis
T o Small |NO ...... No involvement MO .......... None
T20orT3 ...Medium |[N1-N3 ........ Moderate |7/ Metastasis
T4 oL Large N4 ............ Extensive
ABCDs of Melanoma
Asymmetry Border Color Diameter
- -
)
One side of lesion | Edges irregular, | Color not uniform |>6 mm or increase
does not resemble | ragged, notched, |throughout lesion. |in size.
the other. or blurred.
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Observe for symmetry, lumps, dimpling, ¥
nipple retraction, or failure of nipple erection

Feel for nodes, irregularity, and
tenderness both in breasts and
in axillary areas

=
-

While leaning forward, observe breasts as they
Gently squeeze nipple and observe are reflected in mirror to detect irregularity,

for secretion, and nipple erection retrac_ted areas, nipple retraction especially on
after each nipple is gently stimulated ~ one side only
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B Testicular Cancer Research Center (TCRC) recommends monthly TSE.

B Self-examination for testicular cancer is best performed after a warm bath
or shower (heat relaxes the scrotum and makes it easier to spot anything
abnormal).

B Stand in front of a mirror and check for any swelling on the scrotal skin.

B Examine each testicle with both hands. Place the index and middle fingers
under the testicle with the thumbs placed on top.

B Roll the testicle gently between the thumbs and fingers. You should not feel
pain during the examination.

B One testicle is normally slightly larger than the other.

B Find the epididymis, the soft, tubelike structure behind the testicle that col-
lects and carries sperm. If you are familiar with this structure, you will not
mistake it for a suspicious lump.

B Cancerous lumps usually are found on the sides of the testicle, but can also

show up on the front.
B Lumps on the epididymis are not cancerous.
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Common Types of Cancers

Breast Cancer @

Clinical Findings: Presence of palpable breast lump, inflammation of breast,
dimpling, orange-peel appearance, distended vessels, and/or nipple
changes or ulcerations.

Colorectal Cancer

Clinical Findings: Changes in bowel patterns such as constipation or diarrhea,
bloody stools (may be bright red or tarry in appearance), abdominal cramp-
ing, nausea and vomiting, anorexia, feeling of fullness, and palpable
abdominal masses.

Hodgkin’s Disease (Lymphoma)

Clinical Findings: Painless swelling of lymph nodes of neck, axillae, and
inguinal areas; also fatigue, fever and chills, night sweats, unexplained
weight loss, anorexia, and pruritus.

Leukemia @

Clinical Findings: Fever, chills, persistent fatigue or weakness, frequent infec-
tions, anorexia, unexplained weight loss, swollen lymph nodes, enlarged
liver or spleen, petechiae rash, night sweats, bone tenderness, abnormal
bruising, and increased bleeding time.

Lung Cancer

Clinical Findings: Early-stage lung cancer is usually asymptomatic and discov-
ered from abnormal findings on routine chest x-ray; advanced-stage lung
cancer often manifests with persistent cough, chest pain, dyspnea, fatigue,
weight loss, hemoptysis, and hoarseness.

Lymphoma
Hodgkin's disease and non-Hodgkin’s lymphoma, this page.

Non-Hodgkin’s Lymphoma (NHL)
Clinical Findings: Fatigue, unexplained weight loss, pruritus, fever, and night
sweats.

Ovarian Cancer
Clinical Findings: Abdominal distention and palpable masses, unexplained
weight loss, pelvic pain and discomfort, urinary urgency, and constipation.

Prostate Cancer

Clinical Findings: Possible urinary frequency, nocturia, dysuria, and hematuria.
In advanced stages, Pts may complain of back pain and weight loss. Digital
rectal examination reveals prostatic lesions, and lab tests show prostate-
specific antigen (PSA) level >10 ng/mL (normal is <4 ng/mL).
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Skin Cancer (Basal Cell and Squamous Cell)
Clinical Findings: Skin change (classic indication), especially new lesion with
nonuniform shape and color or sore that will not heal.

Skin Cancer (Melanoma)
Clinical Findings: Change in color (usually dark blue to black), shape, or size of
an existing mole or nevus.

Testicular Cancer

Clinical Findings: Earliest sign: small, hard, painless lump on testicle; other
symptoms: low back pain, feeling of heaviness in scrotum, gynecomastia,
and breast tenderness. Depending on stage of cancer, lymph nodes in sur-
rounding areas may be enlarged.

Uterine Cancer

Clinical Findings: Most common symptom is abnormal, painless vaginal
bleeding. Late symptoms include pain, fever, and bowel or bladder dysfunc-
tion. Palpation may reveal enlarged uterus and uterine masses. A mucosan-
guineous, odorous discharge may indicate vaginal metastasis.

Chronic Obstructive Pulmonary Disease (COPD)

Definition: This group of diseases causes airflow blockage and breathing-related
problems. COPD includes asthma, chronic bronchitis, and emphysema. COPD
is a slowly progressive disease of airways that is characterized by gradual
loss of lung function.

Clinical Findings: Cough productive of sputum, shortness of breath, wheezing,
and chest tightness.

Three Types of COPD

Asthma: See Asthma section (pp. 157).

Chronic Bronchitis: Characterized by productive cough lasting >3 months dur-
ing 2 consecutive yr and airflow obstruction caused by excessive tracheo-
bronchial mucus production.

Emphysema: Characterized by abnormal, permanent enlargement of the distal
air spaces past the terminal bronchioles, loss of elasticity, distal air space
distention, and alveolar septal destruction.

Nursing Focus

B Position Pt to maximize ease of breathing (HOB 30°-45°).

B Teach “pursed-lipped” breathing to decrease air trapping.

B Stage activities to conserve energy and decrease oxygen demand.

B Encourage frequent, small feedings of high-calorie foods/liquids to maxi-
mize calorie intake.

During an exacerbation, assess and maintain ABCs, notify RT/MD, and
implement collaborative care, such as meds and IV fluid, as ordered.

B Monitor vital signs, and document response to prescribed therapies.
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Reinforce Patient Teaching

B Provide Pt and family with literature on specific type of COPD.

W Explain actions, dosages, side effects, and adverse reactions of meds.

B Provide instructions on proper use of metered-dose inhalers.

B Instruct Pt to seek immediate medical attention if symptoms are not
relieved with prescribed meds.

Congestive Heart Failure (CHF)

Definition: Condition in which the heart is unable to pump sufficient blood to
meet metabolic needs of the body. The results of inadequate cardiac output
(CO) are poor organ perfusion and vascular congestion in pulmonary (left-
sided failure) and systemic (right-sided failure) circulation.

Clinical Findings: Most common symptoms include fatigue, SOB, and edema
(vascular congestion in either the pulmonary or systemic circulation) in
ankles or feet, in sacral area, or throughout body. Ascites may cause Pt to
feel bloated and may compromise respiratory effort. Onset of symptoms
may be rapid or gradual, depending on underlying cause.

@ Left-sided heart failure: Orthopnea, pulmonary edema, crackles or
wheezes, dysrhythmias, tachycardia, tachypnea, dyspnea, anxiety, cyanosis,
HTN (early CHF), low BP (late CHF), and decreased CO. (@) Right-sided
heart failure: Dependent edema, jugular vein distention, bounding pulses,
oliguria, dysrhythmias, enlargement of the liver and/or spleen, increased
central venous pressure, and altered liver function tests.

Nursing Focus

B Encourage rest and help alleviate dyspnea by administering supplemental
oxygen as ordered and elevating HOB 30°-45°.

B In end-stage CHF, the slightest activity can cause fatigue and SOB; there-
fore, assist Pt with ADLs and eating as needed. Stage activities to conserve
energy and decrease oxygen demand.

B Restrict fluid intake (typically <2 L/d) and sodium intake as ordered
(typically 1500-2300 mg/d depending on severity of heart failure).

B Assess vital signs before and after any level of increased activity.

B Monitor for signs and symptoms of fluid overload, impaired gas exchange,
activity intolerance, daily intake and output, and weight gain to help in
early detection of exacerbation.

Reinforce Patient Teaching

W Provide Pt with literature on CHFE

B Teach Pt and family to monitor for increased SOB or edema.

B Teach Pt to limit fluids to 2 L/d, and restrict sodium as ordered.

B Teach Pt to weigh self at same time every day using same scale and report
any weight gain >4 |b in 2 days.
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B Instruct Pt to call for emergency assistance with acute SOB or chest dis-
comfort that is not relieved with rest.

B Review fluid and dietary restrictions, and stress importance of reducing
sodium intake.

B Explain dosages, route, actions, and adverse reactions of meds.

Definition: Narrowing and hardening of arterial lumen result in decreased
coronary blood flow and decreased delivery of oxygen and nutrients to the
myocardium.

Clinical Findings: Most common symptom is angina; some individuals are
asymptomatic.

Nursing Focus

B Monitor vital signs and document response to prescribed therapies.

B Monitor and maintain cardiopulmonary function, and enhance myocardial
perfusion by implementing prescribed therapies.

B Document nursing and medical interventions and their outcomes.

Reinforce Patient Teaching

B Provide Pt and family with literature about CAD.

B Explain lifestyle modifications necessary to control CAD.

B Review dietary restrictions and stress importance of reading food labels to
avoid foods high in sodium, saturated fats, trans fats, and cholesterol.

B Explain actions, dosages, side effects, and adverse reactions of meds.

B Provide information about resumption of sexual activity acceptable for Pt's
medical condition.

B If surgery is planned, provide preoperative teaching to prepare Pt and
family for procedure, ICU, postoperative care, and cardiac rehabilitation.

Definition: A type of inflammatory bowel disease (IBD), Crohn’s disease
usually occurs in the ileum, but it can affect any part of the digestive tract
from mouth to anus. Diagnosis may be difficult, because Crohn’s disease
often resembles other disorders including irritable bowel syndrome (IBS)
and ulcerative colitis.

Clinical Findings: Most common symptoms include abdominal pain, often in
lower right quadrant, and diarrhea; rectal bleeding, weight loss, and fever
are also possible; anemia is possible if bleeding is persistent.
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Nursing Focus

B Monitor intake and output, and maintain fluid and electrolyte balance.
B Assess for skin breakdown, and provide routine skin care.

B Unless contraindicated, fluid intake should be 3000 mL/d.

B Use calorie counts to ensure adequate nutrition.

B Monitor lab results.

Reinforce Patient Teaching

B Provide Pt and family with literature on Crohn'’s disease.

W Instruct Pt that fluid intake should be at least 3 L/d, and meals should be
small and frequent to maintain adequate nutrition.

B Teach Pt to minimize frequency and severity of future exacerbations with
adequate rest and relaxation, stress reduction or avoidance, and adequate
nutrition.

B Explain dosages, route, actions, and adverse reactions of meds.

@ Diabetes Mellitus (DM)

Definition: This chronic metabolic disorder is marked by hyperglycemia. DM
results either from primary failure of pancreatic beta cells to produce insulin
(type 1 DM) or from development of insulin resistance in body cells, with
initial increased insulin secretion to maintain metabolism followed by even-
tual inability of pancreas to secrete enough insulin to sustain normal metab-
olism (type 2 DM).

Clinical Findings:

Type 1 Diabetes (previously called insulin-dependent diabetes mellitus
[IDDM]): Weight loss, muscle wasting, loss of subcutaneous fat, polyuria,
polydipsia, polyphagia, ketoacidosis.

Type 2 Diabetes (previously called adult-onset diabetes): Polyuria, polydipsia,
pruritus, peripheral neuropathy, frequent infections, and delayed healing of
wounds or sores.

Gestational Diabetes (See LIFE SPAN tab.)

Nursing Focus

Assess routinely for hyperglycemia and hypoglycemia and their associated
signs and symptoms.

Monitor blood glucose level as ordered, and document response to prescribed
therapies.

Assess body systems for complications associated with effects of diabetes.

Reinforce Patient Teaching @@

B Provide Pt with literature on managing diabetes.

B Encourage necessary lifestyle changes including weight reduction if Pt is
overweight, dietary modifications, and exercise.

W Explain purpose, dosage, route, and side effects of insulin and/or oral hypo-
glycemic agents.
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B If self-administered insulin is prescribed, ensure Pt's ability to demonstrate
appropriate preparation and administration.
B Educate Pt on proper foot care to minimize risk of injury.

B Advise Pt about importance of never going barefoot, either outside or
around the house, and emphasize that soft slippers or socks do not
protect against injury.

Instruct Pt to inspect feet every day, and use a mirror or ask someone to

help if he or she has difficulty performing task alone, and to notify

health-care professional of any untoward findings (e.g., cuts, skin cracks,

calluses, ulcers, puncture wounds, or ingrown toenails).

Instruct Pt to wash feet daily, thoroughly dry, and apply moisturizing

lotion to entire foot (not between toes).

B Emphasize that Pts who have been diagnosed with diabetic neuropathy
should have routine nail care performed by health-care professional or
diabetic foot care specialist.

Diabetes Facts

Glucagon: Hormone secreted by alpha cells of pancreas in response to low
blood sugar that increases blood glucose levels by stimulating liver to con-
vert stored glycogen into glucose.

Glycogen: Excess carbohydrates stored in liver and muscles.

Glycosuria: Glucose present in urine, a diagnostic sign of diabetes.

Insulin: Hormone secreted by beta cells of pancreas in response to high blood
glucose. Insulin is required for transport of glucose across cell membrane.
Inadequate insulin level or cellular resistance to insulin results in elevated
blood glucose levels (hyperglycemia).

Ketones: By-product of metabolism of fat and protein. Body responds to
excess ketones (ketoacidosis) by increasing respiratory rate.

Polydipsia: Excessive thirst; diuresis causes cellular dehydration and fluid and
electrolyte depletion, resulting in excessive thirst.

Polyphagia: Hunger; caused by cellular starvation, secondary to decreased
amount of glucose available to cells.

Polyuria: Excessive urination; as excess glucose flows or “spills over” from
kidneys, it pulls water with it by osmosis, with resulting diuresis that leads
to dehydration.

> Hypertension (HTN)

Definition: HTN is persistent or intermittent elevation of SBP >140 mm Hg or
DBP >90 mm Hg.

Clinical Findings:

Primary (Essential): Typically asymptomatic, primary HTN is usually not recog-
nized until secondary complications develop (e.g., atherosclerosis, TIAs,
strokes, M, left ventricular hypertrophy, CHF, and renal failure).
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Secondary: Variable, but most commonly CV and neurological symptoms
(malaise, weakness, fatigue, flushing of the face, headache, dizziness, light-
headedness, nose bleeds, ringing in the ears, or blurred vision) and symp-
toms associated with underlying cause.

Four Stages

B Normal BP: SBP <120 mm Hg and DBP <80 mm Hg.

B Elevated: SBP 120-129 mm Hg and DBP <80 mm Hg.

B HTN Stage I: SBP 130-139 mm Hg or DBP 80-89 mm Hg.

B HTN Stage lIl: SBP 140 mm Hg or higher or DBP 90 mm Hg or higher.

Nursing Focus

B Monitor vital signs and document response to prescribed therapies for
reducing blood pressure.

B Assess for signs of end-organ dysfunction (angina, low serum potassium
levels, elevated serum creatinine and BUN, proteinuria, and uremia).

B Implement collaborative care (e.g., administering antihypertensive meds).

B Caution: BP must be reduced gradually; excessive and rapid reduction in
BP can precipitate cerebral, myocardial, and renal ischemia.

Reinforce Patient Teaching

B Provide Pt with literature on reducing high blood pressure.

B Encourage necessary lifestyle modifications including weight reduction (for
overweight Pts), limiting alcohol intake to one drink per day, increased
physical activity (30-45 min/d), and smoking cessation.

B Review dietary guidelines, and stress importance of reading food labels to
avoid processed foods high in sodium, saturated fats, trans fats, and cho-
lesterol.

B Provide information to help Pt reduce intake of sodium, saturated fats, and
cholesterol, and keep consumption of trans fats to an absolute minimum.

B Explain importance of maintaining adequate intake of potassium, calcium,
and magnesium.

B Explain actions, dosages, side effects, and adverse reactions of HTN meds.

Irritable Bowel Syndrome (IBS)

Definition: This condition is marked by abdominal pain (often relieved by
passage of stool or gas), disturbances of evacuation (constipation, diarrhea,
or alternating episodes of both), bloating and abdominal distention, and
passage of mucus in stools.

Clinical Findings: Classic IBS symptoms include abdominal pain, flatus,
constipation, and diarrhea.
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Nursing Focus

B Monitor hydration, intake, and output.

B Encourage Pt to eat small meals at regular intervals.

B Encourage fluids; goal is eight glasses of water per day.
B Encourage frequent ambulation.

Reinforce Patient Teaching

B Provide Pt and family with literature on IBS.

B Encourage necessary lifestyle changes to promote stress reduction.

W Encourage regular exercise (e.g., walking 30 min/d).

B Suggest Pt get adequate sleep and avoid becoming fatigued.

B Suggest Pt eat frequent, small meals throughout the day and avoid foods
and beverages identified as triggers (e.g., wheat, barley, rye, chocolate,
dairy, caffeine, or alcohol).

B Explain actions, dosages, side effects, and adverse reactions of meds.

Multiple Sclerosis (MS)

Definition: This chronic and progressive disorder of brain and spinal cord
(CNS) is caused by damage to myelin sheath (white matter). Destruction of
myelin sheath leads to scarring (sclerosis), which decreases and eventually
blocks nerve conduction.

Clinical Findings: Weakness, paresis, or paralysis of one or more limbs,
myoclonus (involuntary muscle jerks), impaired or double vision, eye and
facial pain, fatigue, dizziness, decreased coordination, and loss of balance.

Nursing Focus

B Goal of therapy is to control symptoms and preserve function to maximize
quality of life.

B Perform or arrange for ROM exercises to be done twice a day.

B Assess skin for breakdown and perform routine skin care.

Reinforce Patient Teaching

B Provide Pt and family with literature on MS.

B Encourage healthful and active lifestyle that includes exercise to maintain
good muscle tone, good nutrition, and plenty of rest and relaxation.

B Emphasize importance of avoiding stress and fatigue.

B Depending on progression of MS, arrange for occupational, physical, and
speech therapy.

B Explain actions, dosages, side effects, and adverse reactions of all meds,
which may include steroids and immunosuppressant therapy, antiviral
agents, muscle relaxants, and/or antidepressants.
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Definition: Inflammation of pancreas is caused by activation of pancreatic
enzymes within pancreas that digest pancreas itself.

Clinical Findings: Classic symptom is abdominal pain that radiates toward the
back and increases when supine; other symptoms include swollen and ten-
der abdomen that may worsen after eating, nausea, vomiting, fever, and
tachycardia.

Nursing Focus

B Goals of treatment are pain management, supportive care, and prevention
of secondary complications.

B Assess lab results for elevated levels of serum amylase and serum lipase.

B Monitor glucose, Ca++, Mg++, Na+, K+, and bicarbonate levels.

Reinforce Patient Teaching

B Provide Pt and family with literature on pancreatitis.

B Teach Pt to avoid alcoholic beverages and decrease consumption of foods
high in fat.

B Provide teaching before diagnostic procedures, which include abdominal
ultrasound to look for gallstones and CT scan to look for inflammation and
destruction of pancreas.

W Explain dosages, route, actions, and adverse reactions of meds.

Definition: Disease of peripheral blood vessels is characterized by narrowing
and hardening of arteries that supply legs and feet. Decreased blood flow
results in nerve and tissue damage to extremities.

Clinical Findings: Intermittent claudication (leg pain on activity that is relieved
with rest), weak or absent peripheral pulses, pallor or cyanosis, numbness,
cool extremities, and minimal-to-no hair growth on extremities.

Nursing Focus

B Assess and monitor distal circulation and sensory and motor function.
B Prevent pressure sores with frequent position changes and assessment.
B Encourage and assist with frequent ambulation.

Reinforce Patient Teaching

B Provide Pt and family with literature on PVD.

B Encourage light-to-moderate activity alternated with periods of rest.
B Explain options available for smoking cessation.

W Teach Pt to reduce intake of saturated fats, trans fats, and cholesterol.
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B Explain proper foot care such as wearing shoes that fit properly (avoid
open-toed/heeled shoes), keeping feet clean and dry, and minimizing risk of
injury by never going barefoot. Inspect bottom of feet daily for injuries.

B Encourage leg exercises (ankle rotations) and/or a walking regimen.

B Explain dosages, route, actions, and adverse reactions of meds.

Definition: CRF is a gradual and progressive loss of ability of kidneys to
excrete wastes, concentrate urine, and conserve electrolytes. In contrast,
acute renal failure occurs suddenly.

Clinical Findings: Edema throughout the body, SOB, fatigue, flank pain,
oliguria (progressing to anuria), elevated BPF, and pale skin.

Nursing Focus

B Never measure BP or perform venipuncture on an arm with a dialysis
shunt.

B Help minimize discomfort from frustrations with fluid restrictions by offer-
ing ice chips, frozen lemon swabs, diversional activities, and hard candies.

B Provide routine skin care; uremia causes itching and dryness of skin.

B Monitor BUN and serum creatinine levels.

B Monitor strict fluid intake and output; fluids are typically restricted to an
amount equal to previous day’s urine output plus 500-600 mL.

B Perform frequent turning and ROM exercises to minimize skin breakdown.

Reinforce Patient Teaching

B Provide Pt and family with literature on CRF and/or dialysis.

W Restrict sodium, water, potassium, phosphate, and protein intake as
ordered.

B Encourage compliance with secondary preventive measures.

B Explain actions, dosages, side effects, and adverse reactions of meds.

Definition: Intermittent or complete absence of ability to control excretion
of urine.
Clinical Findings: Involuntary leakage of urine.

Types of Incontinence

Stress: Leakage of small amounts of urine during physical movement (cough-
ing, sneezing, exercising).

Urge: Involuntary passage of urine occurring soon after a strong sense of
urgency to void.

Mixed: Usually, stress and urge incontinence together.

Overflow: Unexpected leakage of urine because of a full bladder.
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Functional (environmental): Untimely urination because of physical disability,
external obstacles, or problems in thinking or communicating that prevent a
person from reaching a toilet.

Transient: Leakage that occurs temporarily because of a condition that will
pass (infection, med).

Nursing Focus

B Provide routine skin care and assessment including fluid intake and output.
B Encourage Pt to practice Kegel exercises and monitor effectiveness.

W Offer reassurance and encouragement.

B Ensure a barrier-free pathway to bathroom (functional incontinence).

Reinforce Patient Teaching

B Provide Pt and family with literature on incontinence.

B Teach Kegel exercises: Contract the pelvic floor muscles (same muscles that
stop flow of urine) for 10 sec, and then relax for 10 sec. Perform 3 sets of
10 contractions every day.

B Encourage Pt to quit smoking to reduce coughing and bladder irritation.
Smoking also increases risk of bladder cancer.

B Explain that alcohol and caffeine can overstimulate bladder and should be
avoided.

B Advise Pt to avoid foods and drinks that may irritate bladder such as spicy
foods, carbonated beverages, and citrus fruits and juices.

B Explain actions, dosages, side effects, and adverse reactions of meds.

B If surgery is planned, provide preoperative teaching to prepare Pt and

family for procedure and postoperative care and recovery.
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Food and Dietary Considerations

Food Sources for Specific Nutrients

Calcium-Rich Foods

* Bok choy. e Clams. * Refried beans.
® Broccoli. ¢ Dairy. e Spinach.

® Canned fish. * Molasses. * Tofu.

e Creamed soups. ¢ Oysters. * Turnip greens.
Iron-Rich Foods

e Cereals. e Dried fruit. ® Lean red meat.
e Clams. ¢ Leafy green * Molasses.

* Dried beans/peas. vegetables. * Organ meats.
Potassium-Rich Foods

 Apricots. o Kiwi.  Plantains.

® Avocados. e Lima beans. * Potatoes.

* Bananas. * Meats. * Rhubarb.

* Broccoli. e Dried beans and e Spinach.

e Cantaloupe. peas. e Sunflower seeds.
¢ Dried fruit. * Nuts. * Tomatoes.

* Grapefruit. ¢ Oranges. * Winter squash.
* Honeydew melon. ® Peaches.

Sodium-Rich Foods

® Salt. e Butter. ® Salad dressing.
e Fast food. * Margarine. e Cured meats.

¢ Canned foods. e Buttermilk. * Chips.

* Macaroni and cheese. ¢ Baking mixes. * Potato salad.

* Canned sauces. * Barbeque sauce. * Ketchup.
Low-Sodium Foods

¢ Baked poultry. ® Grits. ® Potatoes.

e Canned pumpkin. * Honey. ¢ Puffed wheat.
® Cooked turnips. e Jams, jellies.  Puffed rice.

* Egg yolk. e Lean meats. e Lima beans.
 Fresh vegetables. ® Low-calorie * Sherbet.

e Fruit.

mayonnaise.
* Macaroons.

¢ Unsalted nuts.

Continued
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Vitamin D-Rich Foods
¢ Canned salmon.

e Canned sardines.

e Canned tuna.

o Fish.
e Fish liver oils.
e Cereals.

o Fortified milk.
* Nonfat dry milk.

Vitamin K-Rich Foods
® Asparagus.

® Beans.

® Broccoli.

® Brussels sprouts.

* Mustard greens.

e Cauliflower.
e Collards.

* Green tea.
e Kale.

o Milk.

* Cabbage.

e Spinach.

® Swiss chard.
® Turnips.

* Yogurt.

Foods That Contain Tyramine
* Aged, processed cheeses.

¢ Distilled spirits.

® Sauerkraut.

* Avocado. ® Sausage. * Sherry.
® Bananas. e Liver. * Shrimp paste.
® Bean curd. * Tenderized meat. * Smoked or pickled
* Beer and ale. * Miso soup. fish.
¢ Caffeinated beverages. ¢ Overripe fruit. * Soy sauce.
e Caviar. ® Peanuts. * Vermouth.
® Chocolate. * Raisins. * Yeasts.
® Raspberries. * Yogurts.
* Red wine.
Foods That Acidify Urine
* Cheese. e Grains. ® Pasta.
e Corn. e Lentils. ® Plums.
* Cranberries. * Meats. ® Poultry.
* Eggs. ¢ Nuts (walnuts, ® Prunes.
e Fish. Brazil nuts, filberts). * Rice.
Foods That Alkalize Urine
o All fruits except ¢ All vegetables e Almonds.

cranberries, prunes,
plums.

except corn.
* Milk.

® Chestnuts.
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Foods to Avoid With Certain Drugs/Herbs

Drug/Herb

Angiotensin-converting enzyme
(ACE) inhibitors

Avoid or Moderate
Potassium-containing salt substitute.

Ampicillin

Carbonated beverages, acidic juices.

Aspirin

Feverfew, ginkgo, green tea.

Barbiturates

Valerian.

Calcium channel blockers

Grapefruit juice.

Cloxacillin

Carbonated beverages, acidic juices.

Cyclosporine

Grapefruit juice, potassium-containing
salt substitute.

Digoxin

High-fiber foods and meals.

Enteric-coated pills

Excess milk, hot beverages, alcohol.

Fluoroquinolones

Foods high in calcium, iron, or zinc (dairy
and red meat).

Hemorrhoid medications

Saw palmetto.

Indomethacin

Potassium-containing salt substitute.

Isoniazid High-carbohydrate foods.

Levodopa Excess protein.

Lithium Significant increase or decrease in
sodium intake.

Methyldopa Excess protein.

Monoamine oxidase
inhibitors (MAOIs)

Foods that contain tyramine.

NSAIDs Asian ginseng, ginkgo.
Penicillin G Carbonated beverages, acidic juices.
Phenytoin Excess protein.

Potassium-sparing diuretics

Potassium-containing salt substitute.

“Statin” drugs

Grapefruit and grapefruit juice.

Tetracycline

Iron-rich food or supplements, calcium.

Theophylline

Excess protein.

Warfarin (Coumadin)

Vitamin K-rich foods and supplements,
Asian ginseng, feverfew, garlic, ginger,
ginkgo, St. John's wort, green tea.

Zidovudine

Excess fat.
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Herb-Prescription Drug Interactions

Herb Known Drug Interaction
Aloe Increases risks associated with cardiac glycosides.
Anise May interfere with anticoagulants, MAOIs, and hormone

therapy.

Brewer’s yeast

MAOIs can cause an increase in BP.

Echinacea May interfere with immunosuppressant agents.

Eucalyptus Induces liver enzymes, which may increase metabolism of
other drugs.

Feverfew May inhibit platelet activity (avoid use with warfarin or

Garlic other anticoagulants).

Ginger May potentiate effects of MAOIs (ginkgo).

Ginkgo

Ginseng May potentiate effects of caffeine. May interfere with
phenelzine. May inhibit platelet activity. (Avoid use with
warfarin or other anticoagulants.)

Goldenseal May interfere with antacids, sucralfate, H, antagonists,
antihypertensive agents, and anticoagulants.

Hawthorne May inhibit metabolism of ACE inhibitors and potentiate
effect of cardiac glycosides.

Kava kava May potentiate or add to effects of CNS depressants,
antiplatelets, and MAOIs.

Ma-huang Potentiates sympathomimetic effects of antihypertensives,
antidepressants, and MAOIs.

Oak bark Inhibits absorption of alkaloids and other alkaline drugs.

Peppermint May interfere with gastric acid-blocking drugs.

Psyllium Interferes with absorption of other drugs.

St. John's wort

May increase risk of adverse reactions to antidepressants.
May significantly reduce blood concentrations of indinavir.

Saw palmetto

May interfere with oral contraceptives and hormone therapy.

Valerian

May potentiate sedative effects.
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Suggested Dietary Changes Related to Diseases

Disease Process

Suggested Dietary Modification

Celiac sprue Avoid gluten-containing foods.
Cholelithiasis Avoid fatty foods.
Cirrhosis Limit sodium; limit protein intake; avoid alcohol.

Congestive heart
failure

Limit sodium.

Coronary artery
disease

Follow American Heart Association diets.

Diabetes mellitus

Follow American Diabetic Association diet; limit
calories; exercise.

Diverticulitis

Follow low-residue (low-fiber) diet.

Diverticulosis

Follow high-residue (high-fiber) diet.

Dysphagia Use special consistency diets as indicated by
testing/tolerance.
Esophagitis Avoid alcohol, nonsteroidal drugs, tobacco;
consume thick liquids.
Gastroesophageal Avoid caffeine, chocolates, mints, or late meals.
reflux
Gout Limit alcohol, purine, and citric acid intake.

Hyperhomocysteinemia

Increase consumption of folates and vitamin B,.

Hyperlipidemias

Follow National Cholesterol Education Program
diet with limited fat and cholesterol, and
increased fiber.

Iron-deficiency anemia

Take iron supplements with vitamin C.

Irritable bowel syndrome

Increase fiber content of meals; limit dairy
products.

Kidney stone formers

Ensure liberal fluid intake.

Nephrotic syndrome

Limit sodium intake.

Obesity

Restrict calories, increase exercise.

Osteoporosis

Supplement calcium and vitamin D; limit alcohol
and tobacco.

Pernicious anemia

Supplement cyanocobalamin (vitamin Bj,).

Renal failure

Limit sodium, potassium, protein, and fluids.

Women and men, >25 yr

Supplement calcium: 1000 mg/d (1200 mg/d if
>50 yr old).
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Common Formulas and Equivalents

Body Surface Area (BSA) Formula

Using cm and kg Using in. and Ib
\/[(height x weight) + 3600] V[(height x weight) + 3131]

Common Equivalents

Volume Weight

TCC i TmL{Tmg...........oont. 1000 mcg
Ttsp ..ooeiiil 492mL(~5mL) [1g ...oovvviiiiii, 1000 mg
Tthsp ........... 1478 mL (~15mL) [Tkg « oo 1000 g
102 ... 2957 mL(~30mL) [1Tgr ...ovvniiiii 60 mg
TCovviiiinnn 236.58 mL (~240 mL) [1/150Qr.......vvvnennnn. 0.4 mg
TPt oo 47317 mL (~473 ML) [1Kg - o voveeeae i 2.2 1b
Tagt........... 946.35 mL (~946 mL) [TL ....ooovniiii 1 kg
TL o 338102 |10Z «ovvviiiiiiii i 28 g

Source: https://www.checkyourmath.com/convert/volume/index.php

Common Standard-to-Metric Formulas

Standard Metric
Weight Ib =kg x 2.2 kg =1b x 0.45 or (Ib + 2) — 10%
Temp °F =(°C x 1.8) + 32 °C=[(°F-32)x 5] + 9
Volume oztomL=0zx29.57 |mLtooz=mL +29.57
Length in. = cm x 0.394 cm =in. x 2.54

Waist-to-Hip Ratio

Desired Waist-to-Hip Ratio: Women Up to 0.8; Men

Up to 0.95

1. Measure circumference of waist at narrowest point with stomach relaxed.
2. Measure circumference of hips at fullest point where buttocks protrude most.
3. Divide circumference of waist by circumference of hips.
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Conversions: Standard-to-Metric
Weight Temp Height

Ib kg °F °C in. cm
325 148 212 100 boil 50 (4'2") 127
300 136 107 417 51 (4'3") 130
275 125 106.7 41 52 (4'4") 132
250 14 105 40.6 53 (4'5") 135
225 102 104 40 54 (4'6") 137
210 96 103 39.4 55 (4'7") 140
200 91 102 38.9 56 (4'8") 142
190 86 101 38.3 57 (4'9") 145
180 82 100.4 38 58 (4'10") 147
170 77 100 377 59 (4'11") 150
160 73 99.6 375 60 (5') 152
150 68 98.6 370 61 (5'1") 155
140 64 98 36.7 62 (5'2") 157
130 59 97.7 36.5 63 (5'3") 160
120 55 96.8 36 64 (5'4") 163
110 50 95.9 355 65 (5'5") 165
100 46 95 35 66 (5'6") 168
90 41 94.1 345 67 (5'7") 170
80 36 93.2 34 68 (5'8") 173
70 32 91.4 33 69 (5'9") 175
60 27 89.6 32 70 (5'10”) 178
50 23 87.8 31 71 (5'11") 180
40 18 86 30 72 (6') 183
30 14 82.4 28 73 (6'1") 185
25 1 78.8 26 74 (6'2") 188
20 9 75.2 24 75 (6'3") 191
15 7 71.6 22 76 (6'4") 193
10 45 68 20 77 (6'5") 196
5 2.3 32 0 freeze 78 (6'6") 199
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English-to-Spanish Translation

English phrase ¢ [pro-nun-ci-a-tion] ¢ Spanish phrase

Introductions: Greetings

W Hello [oh-lah] Hola

B Good morning [bweh-nohs dee-ahs] Buenos dias

B Good afternoon [bweh-nahs tahr-dehs] Buenas tardes

B Good evening [bweh-nahs noh-chehs] Buenas noches

B My name is [meh yah-moh] Me llamo

B | am a nurse [soy lah en-fehr-meh-ra] Soy la enfermera

B What is your name? [koh-moh seh yah-mah oo-sted?] ;Como se
llama usted?

B How are you? [koh-moh eh-stah oo-stehd?] ;Cémo esté usted?

B Very well [mwee b’yehn] Muy bien

B Thank you [grah-s’yahs] Gracias

W Yes, No [see, noh] Si, No

B Please [pohr fah-vohr] Por favor

M You're welcome [deh nah-dah] De nada

Assessment: Areas of the Body

B Head [kah-beh-sah] Cabeza B Stomach [eh-stoh-mah-goh]

B Eye [oh-hoh] Ojo Estomago

W Ear [oh-ee-doh] Oido M Rectum [rehk-toh] Recto

B Nose [nah-reez] Nariz B Penis [peh-neh] Pene

B Throat [gahr-gahn-tah] Garganta B Vagina [vah-hee-nah] Vagina

B Neck [kweh-yoh] Cuello B Arm [brah-soh] Brazo

B Chest, Heart [peh-choh, kah-rah- B Hand [mah-noh] Mano
sohn] Pecho, corazén B Leg [p'yehr-nah] Pierna

B Back [eh-spahl-dah] Espalda B Foot [p'yeh] Pie

B Abdomen [ahb-doh-mehn]

Abdomen
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Assessment: History

Do you have... [T'yeh-neh oo-stehd...] ;Tiene usted...

W Difficulty breathing? [di-fi-kul-thad pah-reh reh-spee-rahr] ;Dificultad para
respirar?

B Chest pain? [doh-lorh hen el peh-chow] ;Dolor en el pecho?

B Abdominal pain? [doh-lorh ab-do-mee-nahl] ;jDolor abdominal?

B Diabetes? [dee-ah-beh-tehs] jDiabetes?

Are you... [jehs-tah...] jEsta...

B Dizzy? [¢mar-eh-a-dho(dha)?] ;Mareado(a)?
B Nauseated? [;kohn now-say-as?] ;Con nauseas?
W Pregnant? [;ehm-bah-rah-sah-dah?] ;Embarazada?

Are you allergic to any medications? [;ehs ah-lehr-hee-koh ah ahl-goo-nah
meh-dee-see-nah?] ;Es alergico a alguna medicina?

Assessment: Pain

Do you have pain? [T'yeh-neh oo-stehd doh-lorh?] ;Tiene usted dolor?
[(0) cero, (1) uno, (2) dos, (3) tres, (4) cuatro, (5) cinco, (6) seis, (7) siete,
(8) ocho, (9) nueve, (10) diez]

Where does it hurt? [dohn-deh leh dweh-leh?] ;Donde le duele?

Is the pain... [es oon doh-lor...] ;Es un dolor...

Dull? [Leh-veh] ;Leve?

Aching? [kans-tan-teh] ;Constante?

Crushing? [ah-plahs-tan-teh?] ;Aplastante?

Sharp? [ah-goo-doh?] ;Agudo?

Stabbing? [ah-poo-neo-lawn-teh] ;Apunalante?

Burning? [Ahr-d’yen-teh?] ;Ardiente?

Does it hurt when | press here? [Leh dweh-leh kwahn-doh leh ah-pree-eh-toh
ah-kee?] jLe duele cuando le aprieto aqui?

Does it hurt to breathe deeply? [S'yen-teh oo-sted doh-lor kwahn-doh reh-spee-rah
pro-foon-dah-men-teh?] ;Siente usted dolor cuando respira profundamente?

Does it move to another area? [Leh doh-lor zeh moo-eh-veh a oh-thra ah-ri-ah]
¢El dolor se mueve a otra area?

Is the pain better now? [S’yen-teh al-goo-nah me-horr-ee-ah] ;Siente alguna

mejoria?
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Symbols and Abbre

abefore

o alpha

B beta

@ at

# pound, quantity

“inch

® right

© left

®bilateral

Tincrease

 decrease

v psychiatric

@ none, no

A change

/ per or divided by

< less than

> greater than

° degrees

Rx treatment, prescription

M micro

AAA abdominal aortic aneurysm

ABC automated blood count (airway,
breathing, circulation)

ABD abdominal (dressing)

ABG arterial blood gas

AC before meals (a.m.), antecubital

ACE angiotensin—converting enzyme

ACLS advanced cardiac life support

ACS acute coronary syndrome

ACTH adrenocorticotropin hormone

AD right ear, Alzheimer’s disease

ADA American Diabetes Association

ADH antidiuretic hormone

ADHD attention deficit-hyperactivity
disorder

ADLs activities of daily living

ADR adverse drug reaction

AED automated external defibrillator

AHA American Heart Association

AIDS acquired immunodeficiency
syndrome

AKA above knee amputation

tions

ALOC altered level of consciousness

ALS advanced life support, amy-
otrophic lateral sclerosis

AMI acute myocardial infarction

AMPLE see SAMPLE

AMS altered mental status, acute
mountain sickness

AP anterior to posterior

APAP abbreviation for
acetaminophen, Tylenol

APGAR appearance, pulse, grimace,
activity, respiration

aPTT activated partial thromboplastin
time

AS left ear

ASA abbreviation for aspirin

AU both ears

AV atrioventricular

AVB atrioventricular block

AVM arteriovenous malformation

AVPU alert, verbal, painful,
unresponsive

BBB bundle branch block

BCC, BCCa basal cell carcinoma

BE barium enema, base excess

bid twice a day

BKA below knee amputation

BM bowel movement

BMI body mass index

BP blood pressure

BPH benign prostatic hyperplasia

bpm beats per minute

BS blood sugar, bowel sounds

BSA body or burn surface area

BUN blood urea nitrogen

BVM bag-valve mask

€ with

°C degrees Celsius, centigrade

C & S or CS culture and sensitivity

Ca** calcium

CA cancer

CAD coronary artery disease



CBC complete blood count

CBG chemical blood glucose

CDC Centers for Disease Control and
Prevention

CF cystic fibrosis

CHB complete heart block

CHF congestive heart failure

Cl cardiac index

CI” chloride

CNS central nervous system

CO carbon monoxide, cardiac output

CO, carbon dioxide

COPD chronic obstructive pulmonary
disease

CP chest pain, cerebral palsy

CPAP continuous positive airway
pressure

CPR cardiopulmonary resuscitation

CSF cerebrospinal fluid

CSM circulation sensory and motor

CT computed tomography

CV cardiovascular

CVA cerebrovascular accident

CVC central venous catheter

CVP central venous pressure

Cx circumflex coronary artery

D5W 5% dextrose in water

DBP diastolic blood pressure

DC discontinue, direct current

DIC disseminated intravascular
coagulopathy

DKA diabetic ketoacidosis

dL deciliter

DM diabetes mellitus

DOPE dislodgment, obstruction,
pneumothorax, equipment

DT delirium tremens

DTS distance, time, shielding

DVT deep vein thrombosis

DZ, Dz disease

ECG or EKG electrocardiogram

ED erectile dysfunction, emergency
department (ER)

EFM electronic fetal monitoring

EMS emergency medical services
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EPS extrapyramidal symptoms

ESR erythrocyte sedimentation rate

ET endotracheal

ETOH abbreviation for alcohol

ETT endotracheal tube

°F degrees Fahrenheit

F and E fluid and electrolytes

Fe iron

FFP fresh frozen plasma

FHR fetal heart rate

Fr, fr French

GCS Glasgow Coma Scale

Gl gastrointestinal

gtt drop

GU genitourinary

H & H hemoglobin and hematocrit

h, hr hour

H+* hydrogen ion

HA headache

HACE high-altitude cerebral edema

HAPE high-altitude pulmonary edema

HAZMAT hazardous material

HB heart block

HCI hydrogen chloride

HCO; carbonic acid

Hct hematocrit

HCTZ hydrochlorothiazide

HELLP hemolysis, elevated liver
enzymes, low platelets

Hgb hemoglobin

HHNS hyperglycemic, hyperosmolar,
nonketotic syndrome

HIV human immunodeficiency virus

HOB head of bed

HRT hormone replacement therapy

HS hour of sleep (nighttime)

HTN hypertension

HVS hyperventilation syndrome

IBC iron binding capacity

IBD irritable bowel disease

IBS irritable bowel syndrome

IBW ideal body weight

IC incident commander

ICP intracranial pressure

ICS intercostal space
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ID intradermal

IDDM insulin-dependent diabetes
mellitus

IHSS idiopathic hypertrophic
subaortic stenosis

IM intramuscular

IN intranasal

INH abbreviation for isoniazid

INR international normalized ratio

10 intraosseous

1/0 intake and output

IV intravenous

IVC inferior vena cava

IVF Intravenous fluid

IVP Intravenous push

IVPB Intravenous piggyback

J joule

JVD jugular vein distention

K+ potassium

KB knife blade (scalpel)

KCI potassium chloride

kg kilogram

LAD left anterior descending

LAT lateral

LBBB left bundle branch block

LLQ left lower quadrant

LMA laryngeal mask airway

LNMP last normal menstrual period

LOC level of consciousness

LPM liters per minute

LR lactated Ringer’s (solution)

LTC left to count

LUQ left upper quadrant

mA milliampere

MAOI monoamine oxidase inhibitor

MAP mean arterial pressure

MAR medication administration
record

MAST military antishock trousers

MCA motorcycle accident

mcg microgram

MCI mass casualty incident

MCL modified chest lead

mEq milliequivalent

mg milligram

185

Mg+ magnesium

MgS0O, magnesium sulfate

MH malignant hyperthermia

MI myocardial infarction

min minute, minimum

mL milliliter

mm millimeter

mm Hg millimeter of mercury

MRI magnetic resonance imaging

MRSA methicillin-resistant
Staphylococcus aureus

MS morphine sulfate, multiple
sclerosis, musculoskeletal

MSO, morphine sulfate

MVA motor vehicle accident

Na+* sodium

NAD no apparent/acute distress

NaHCO; sodium bicarbonate

NG nasogastric

NGT nasogastric tube

NI nasointestinal

NIDDM non-insulin-dependent
diabetes mellitus

NPA nasopharyngeal airway

NPO nothing by mouth

NRB nonrebreather

NS normal saline

NSAID nonsteroidal anti-inflammatory
drug

NSR normal sinus rhythm

NTG nitroglycerin

NTP nitroglycerin paste

n/v nausea and vomiting

0, oxygen

OCD obsessive compulsive disorder

OD overdose, right eye

OLMC online medical control

OPA oropharyngeal airway

OPP organophosphate

OPQRST onset, provocation, quality,
radiation, severity, timing

OS left eye

OT occupational therapy

OTC over the counter

OU both eyes



oz ounce

p after

PAC premature atrial complex

PAD peripheral artery disease

PaO, partial pressure of oxygen in
arterial blood

PAP pulmonary artery pressure

PASG pneumatic antishock garment

PCI percutaneous intervention

PCW pulmonary capillary wedge
pressure

PDA patent ductus arteriosus

PE pulmonary embolism, edema

PEA pulseless electrical activity

PEEP positive end-expiratory
pressure

PERRL pupils equal, round, and
reactive to light

PET positron emission tomography

PFIB perfluoroisobutene

pH potential of hydrogen

PICC peripherally inserted central
catheter

PIH pregnancy-induced hypertension

PJC premature junctional complex

PMI point of maximal impulse

PMS premenstrual syndrome

PO per os (by mouth, orally)

PPD purified protein derivative
(tuberculosis skin test)

PPE personal protective equipment

PPF plasma protein fraction

PPV positive pressure ventilation

PQRST see OPQRST

PRBC packed red blood cells

PRI PR interval

prn as needed

PSA prostate-specific antigen

PSI pounds per square inch

PSVT paroxysmal supraventricular
tachycardia

Pt patient

PT prothrombin time, physical
therapy
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PTSD posttraumatic stress disorder

PTT partial thromboplastin time

PVC premature ventricular complex

PVD peripheral vascular disease

q, Q every

qid four times per day

qod every other day

R regular (insulin)

RA rheumatoid arthritis

RBBB right bundle branch block

RCA right coronary artery

RL Ringer’s lactate (solution)

RLQ right lower quadrant

ROM range of motion, rupture of
membranes

RR respiratory rate

RSl rapid sequence intubation

RSV respiratory syncytial virus

RT respiratory therapy, right

RTS revised trauma score

RUQ right upper quadrant

§ without

SAMPLE signs and symptomes, aller-
gies, medications, pertinent history,
last oral intake, events leading up

Sa0, oxygen saturation

SBP systolic blood pressure

SC or SQ subcutaneous

SCC squamous cell carcinoma

Sl stroke index

SLP speech language pathology

SLUDGEM salivate, lacrimate, uri-
nate, defecate, gastrointestinal
distress, emesis, miosis or muscle
twitching

SOB shortness of breath

Sp0, pulse oximeter

ss, s/s signs and symptoms

STD sexually transmitted disease

SV stroke volume

SVC superior vena cava

SVR systemic venous resistance

T temperature

TB tuberculosis
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TBSA total burn surface area URI upper respiratory infection
TCA tricyclic antidepressant UTI urinary tract infection

TCP transcutaneous pacing VAD vascular access device

TF tube feeding VF ventricular fibrillation

TIA transient ischemic attack VRE vancomycin-resistant

tid three times per day Enterococcus

TKO to keep open (30 mL/hr) VRSA vancomycin-resistant
TPN total parenteral nutrition Staphylococcus aureus

TPR temperature, pulse, respirations VT ventricular tachycardia

TVP transvenous pacing WBC white blood count

u, U unit WC wheel chair

UA urinalysis WMD weapons of mass destruction
UC ulcerative colitis WPW Wolff-Parkinson-White
UO urine output (syndrome)

Web Resources (Updated February 2019)

Agency for Healthcare Research and Quality: http://www.ahrqg.gov/

American Academy of Ophthalmology: http:/www.aao.org/

American Cancer Society: http://www.cancer.org/

American Dental Association: http://www.ada.org/

American Diabetes Association: http:/www.diabetes.org/

American Dietetic Association: http://www.eatright.org/

American Heart Association: http://www.heart.org/HEARTORG

American Holistic Nurses Association: http://www.ahna.org/

American Lung Association: http://www.lung.org/

American Pain Society: http://www.americanpainsociety.org/

Centers for Disease Control and Prevention: http://www.cdc.gov/

Department of Health and Human Services: http://www.hhs.gov/

Healthy People: http://www.healthypeople.gov/

Infusion Nurses Society: http://www.ins1.org/

Mental Health America: http:/www.mentalhealthamerica.net/

National Association for Practical Nurse Education and Service: https:/
napnes.org/drupal-7.4/index.php

National Association of Licensed Practical Nurses: http://www.nalpn.org/

National Cancer Institute: http://www.cancer.gov/

National Center for Complementary and Integrative Health: http://nccam.
nih.gov/

National Eye Institute: http://www.nei.nih.gov/

National Heart, Lung and Blood Institute: http://www.nhlbi.nih.gov/

National Human Genome Research Institute: http://www.genome.gov/

National Institute of Allergy and Infectious Diseases: http://www.niaid.nih.gov/

National Institute of Arthritis and Musculoskeletal and Skin Diseases: http://
www.niams.nih.gov/
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National Institute of Child Health and Human Development: http://www.nichd.
nih.gov/

National Institute of Dental and Craniofacial Research: http://www.nidcr.
nih.gov/

National Institute of Diabetes and Digestive and Kidney Diseases: http://
www?2.niddk.nih.gov/

National Institute of Environmental Health Sciences: http://www.niehs.nih.gov/

National Institute of General Medical Sciences: http:/www.nigms.nih.gov/

National Institutes of Health: http:/www.health.nih.gov/

National Institute of Mental Health: http://www.nimh.nih.gov/

National Institute of Neurological Disorders and Stroke: http://www.ninds.
nih.gov/

National Institute of Nursing Research: http://www.ninr.nih.gov/

National Institute on Aging: http://www.nia.nih.gov/

National Institute on Alcohol Abuse and Alcoholism: http://www.niaaa.nih.gov/

National Institute on Deafness and Other Communication Disorders: http:/
www.nidcd.nih.gov/

National Institute on Drug Abuse: http://www.drugabuse.gov/

National Institute on Minority Health and Health Disparities: http://www.
nimhd.nih.gov/

National Library of Medicine: http://www.nIlm.nih.gov/

Practical Nursing: http://www.practicalnursing.org/

United States Department of Agriculture: http://www.usda.gov/

United States Department of Agriculture Choose My Plate: http://www.
choosemyplate.gov/

Wound, Ostomy and Continence Nurses Society: http:/www.wocn.org/
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Abbreviations
additional acronyms, symbols, and,
120-121
“do not use” list, 120
symbols and, 183-187
ABCDs of melanoma, 159
Abdomen, postpartum, 84
Abdominal organs and quadrants, 42
Abdominal pain, 99-100
Abuse, 100-101
Acid-base imbalance, 143
ACLS
cardiac arrest guidelines, 104
tachycardia guidelines, 116-118
Acronyms, 120-121
Acute pain, 47
Adolescents, normal range vital signs
in, 34
Adults
normal range vital signs, 34
recommended immunization
schedule, 66
Airborne transmission, 19
Air leak, chest tube, 7
Alginate dressing, 8
Allergic reaction emergency, 101
Allergies, 38
Altered mental status (AMS), 102
Alzheimer's disease (AD), 157
Ambulation assistive devices, 4
Anaphylaxis, 101
Angle of injection, 124
Antecubital (AC) fossa, 5
Antibiotic levels (peak and trough),
147
Anticoagulants, 128
APGAR score, 81
Arterial blood gas, 142
Aspiration precautions, 3
Assessment
age-related, 56-57
cardiovascular, 36, 39-40
and documentation of medications,
121

English-to-Spanish translations,
181, 182
fundal height, 68
gastrointestinal, 36, 41-42
genitourinary, 37, 43
integumentary, 36, 43-44
musculoskeletal, 37, 44-45
neurological, 37, 45-46
newborn, 80-83
nutritional, 62
overview, 36-37
pain, 47-48, 182
pediatric patients, 87
physical, 38-47, 82
postpartum care and, 84-86
respiratory, 49-50
vital signs, 35
wound, 51-52
Assistive devices, 4
Asthma, 157-158
Asystole, 151
Atrial fibrillation (A-fib), 152
Atrial flutter (A-flutter), 152
Atrioventricular (AV) blocks,
1562-153
Auscultation of lung sounds, 50
Automatic external defibrillator
(AED), 93

Babinski’s (plantar) reflex,
46, 83
Basic chemistry, 139-142
Basic life support. See BLS
(basic life support)
Biographic data, 37
Bleeding
postoperative, 112
during pregnancy, 74-76
Blood gas analysis, 142
Blood pressure
hypertension, 107, 167-168
hypotension, 107
during pregnancy, 76-78
Blood specimens, 5-6
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BLS (basic life support)
cardiac arrest guidelines, 97
choking guidelines, 97

Body surface area (BSA), 179

Body temperature, 34

Bradycardia, 103

Breasts and breastfeeding, 85

Breast self-examination, 160

Cancer, 158-161
common types, 162-163
Canes, 4
Cardiac anatomy and conduction, 148
Cardiac arrest guidelines, 97, 104
Cardiac auscultation sites, 40
Cardiac markers, 144
Cardiopulmonary resuscitation (CPR),
94-96
Cardiovascular assessment, 36, 39-40
Catheter
condom, 25
flushing, 133
indwelling and straight, 26
urinary, 25-27
CBC with differential, 146
Central line catheters
flushing, 133
routine care, 133
Central venous catheters (CVC), 133
Cerebrospinal fluid (CSF), 144-145
Chemical restraints, 14
Chest pain, 104-105
Chest tube complications, 7
Chickenpox, 91
Chief complaint, 37
Child abuse/neglect, 100
Child molestation, 100
Choking guidelines, 97
Chronic obstructive pulmonary disease
(COPD), 163-164
Chronic pain, 47
Chronic renal failure (CRF), 171
Clean-catch urine specimen collection,
28
Clonus, 46
Coagulation, 145

Code responses and responsibilities, 98
Colloids, 135-136

Colostomy, 12

Condom catheter, 25

Congestive heart failure (CHF), 164-165
Contact transmission, 19

Continuous infusion, 132

Conversions, standard-to-metric, 179
Coordination, 46

Coronary artery disease (CAD), 165
Crohn's disease, 165-166

Croup, 91

Crutches, 4

Crystalloids, 135

Cysts and spores, 20

Debilitated patient, oral care in, 11

Deep tendon reflexes, 46

Deep venous thrombosis (DVT), 40

Dehydration in the elderly, 57-59

Delirium and dementia in the elderly,
59-60

Delivery, uncomplicated, 79-80

Dementia, 59-60

Depression and suicide in the elderly,
60-61

Diabetes mellitus (DM), 166-167

Diabetic emergencies, 105-106

Disconnection in system, chest tube, 7

Dislodgement from patient, chest
tube, 7

Disseminated intravascular
coagulopathy panel, 145

Dizziness, 106

Domestic violence, 100

“Do not use” list, abbreviations, 120

Dressing change, 7-8

Dressings, 8

Droplet transmission, 19

Dry dressing, 8

Due date prediction, 68

Dysphagia, 3

Eating problems in the elderly, 61-62
ECG (electrocardiogram)
12-lead, 151



cardiac anatomy and conduction,
148
components, 149
lead placement-standard three- and
five-wire, 150
parameters, 149
sample rhythms, 151-155
systematic assessment, 150
Edema grading scale, 41
Elder abuse/neglect, 100
Elderly, the. See geriatric patients
Electrolytes, 139-142
Electronic fetal monitoring, 72-73
Emergencies, medical
abdominal pain, 99-100
abuse, 100-101
ACLS cardiac arrest guidelines,
104
altered mental status (AMS), 102
anaphylaxis, 101
bradycardia, 103
chest pain, 104-105
diabetic, 105-106
dizziness, vasovagal response,
syncope, 106
hypertension, 107
hypotension, 107
increasing intracranial pressure,
108
infection, 109-110
initial assessment and intervention,
99
overdose (OD), 110-111
postoperative hemorrhage, 112
respiratory distress, 112-113
seizure, 113-114
shock, 115
suicidal/combative patient, 116
tachycardia, 116-118
transfusion reaction, 118
Emotional status, postpartum, 85
English-to-Spanish translation,
181-182
Epiglottitis, 91

Expectorated specimens, 17
Eye protection and masks, 18

Fall risk assessment and prevention,
63-64
False labor, 71
False readings, pulse oximetry, 13
Family history, 38
Feedings, tube, 23-24
Fetal development timetable, 68
Fetal heart rate (FHR), 72-73
Fever, 109-110
Finger stick blood glucose (FSBG), 5
First morning urine specimen
collection, 28
Flushing, peripheral and central line,
133
Foam dressing, 8
Focused system analysis (OPQRST), 38,
39, 47
Foods
to avoid with certain drugs/herbs,
175
as sources for specific nutrients,
173-174
suggested changes related to
diseases, 177
Formulas
common, 179
medication, 122
Fundal height assessment, 68

Gait/balance, 46
Galant's reflex, 83
Gastroenteritis, 91
Gastrointestinal assessment, 36, 41-42
General condition assessment, 36
Genitourinary assessment, 37, 43
Geriatric patients
age-related assessment, 56-57
dehydration, 57-59
delirium and dementia, 59-60
depression and suicide, 60-61
eating problems, 61-62

Equipment disinfection and storage, 19 fall risk assessment and prevention,

Equivalents, common, 179
Errors, medication, 136-137

63-64
medications, 65
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nutritional assessment, 62
polypharmacy, 66
Gestational diabetes, 78
Gloves, 18
removing soiled, 19
Gown, 18
Grasping (palmar) reflex, 83
Greetings, English-to-Spanish
translation, 181
Guaiac, 19-20

Hand hygiene, 18
Head and neck assessment, 36
Head-to-toe assessment, 38
Health history, 36, 37-38
pediatric patients, 89-90
Heel stick, 5
Hematology (CBC with differential),
146
Hemoccult, 19-20
Hemorrhage, postoperative, 112
Herbs
foods to avoid with certain, 175
interactions with prescription drugs,
176
High-alert medications, 123
History, 36, 37-38
English-to-Spanish translations,
182
in pediatric patients, 89-90
Hormones associated with pregnancy,
69
Hydrocolloid dressing, 8
Hydrogel dressing, 8
Hyperemesis gravidarum, 79
Hypertension (HTN), 107, 167-168
Hypotension, 107

Identification and safety, newborn, 82
lleostomy, 12
Immunizations

adult, 66

pediatric patients, 90

during pregnancy, 69
Implanted port catheters, 133
Incontinence, urinary, 171-172

Indwelling catheter, 26
Infection, 109-110
Infusions
continuous, 132
intermittent IV piggyback (IVPB),
132
rates, 122
Injections, 124
angle of, 124
intradermal (ID), 125
intramuscular (IM), 125-127
subcutaneous, 128-129
Insulin
alert, 128
mixing technique, 129
types, 130
Integumentary assessment, 36,
43-44
pressure ulcers, 52-54
Intermittent IV piggyback (IVPB), 132
Intracranial pressure, increasing, 108
Intradermal (ID) injections, 125
Intramuscular (IM) injections,
125-127
Intravenous (IV) lines
access, 131-132
IV fluid drip rate table, 123
solution types, 135-136
troubleshooting, 134-135
Irritable bowel syndrome (IBS),
168-169

Junctional rhythm, 153

Labor, progression of, 71
Laboratory tests
acid-base imbalance, 143
antibiotic levels (peak and trough),
147
arterial blood gas, 142
basic chemistry and electrolytes,
139-142
cardiac markers, 144
cerebrospinal fluid (CSF),
144-145
coagulation, 145



disseminated intravascular
coagulopathy panel, 145
hematology (CBC with differential),
146
medication levels (therapeutic),
146-147
routine newborn medications
and, 83
urinalysis, 147-148
venous blood gas, 142
Laws pertaining to restraints, 15
Linens, 19
Lower extremities, postpartum, 85
Lung sounds, 50, 51

Malnutrition in geriatric patients, 62
Measles, 91
Measurements, newborn, 82
Medication levels (therapeutic),
146-147
Medications
abbreviations, 120-121
administration, 121-123
assessment and documentation,
121
critical general points, 121
in the elderly, 65-66
errors, 136-137
foods to avoid with certain, 175
formulas, 122
in health history, 37
herb interactions with, 176
high-alert classes, 123
and infusion rates, 122
injected, 124
insulin, 129-130
intravenous, 123, 131-136
IV fluid drip rate table, 123
pharmacokinetics in the elderly, 65
polypharmacy in the elderly, 66
during pregnancy, 137
rights, 122
routine newborn labs and, 83
triple checking, 122
Melanoma, 159
Meningitis, 91

Moist-to-dry dressing, 8

Monomorphic ventricular tachycardia,
155

Moro's (startle) reflex, 83

Multiple sclerosis (MS), 169

Musculoskeletal assessment, 37, 44-45

Nagele’s rule, 68

Nasogastric (NG) tube, 9-10

Nasopharyngeal/oropharyngeal
suctioning, 21

Neurological assessment, 37,
45-46

Newborn. See also pediatric
patients
initial care and assessment,

80-83

normal range vital signs, 34
routine infant reflexes in, 83

Normal range vital signs, 34

Nutritional assessment in geriatric
patients, 62

Nutritional requirements during
pregnancy, 70

Obstetric patients. See pregnancy
Occult blood, 19-20

Onset origin, 39

Oral care, 11

Order of lab draw, 6

Ostomy bags, 12

Ostomy care, 12

Ova and parasites, 20

Overdose (OD), 110-111

Pacemaker rhythm, 153
Pain
abdominal, 99-100
assessment, 47-48
chest, 104-105
English-to-Spanish translations,
182
in pediatric patients, 87
Pancreatitis, 170
Parachute reflex, 83
Parasites and ova, 20
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Past medical history, 37
Pediatric patients. See also
newborn
abuse of, 100-101
assessment, 87
health history, 89-90
immunization history, 90
normal range vital signs, 34
pain assessment and intervention,
87
quick reference, 86
recurrent childhood illnesses, 91
respiratory distress, 88-89
Perineum, postpartum, 85
Peripheral IV, 131
flushing, 133
routine care, 133
Peripherally inserted central catheters
(PICCs), 133
Peripheral vascular access device
(VAD), 133
Peripheral vascular disease (PVD),
170-171
Personal protective equipment (PPE),
18
Pharmacokinetics in the elderly, 65
Physical assessment, 38-47
newborn, 82
Physical restraints, 14
Placenta abruptio, 74, 76
Placenta previa, 75-76
Plantar reflex, 83
Polymorphic ventricular tachycardia,
155
Polypharmacy in the elderly, 66
Postoperative hemorrhage, 112
Postpartum care and assessment,
84-86
Post-procedure guidelines, 2
Pre-eclampsia, 76-77
Pregnancy
basic terms associated with,
66-68
blood pressure during, 76-78
complications of, 74-79
due date prediction, 68
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electronic fetal monitoring during,
72-73
fetal development timetable, 68
fundal height assessment, 68
gestational diabetes during, 78
hormones associated with, 69
hyperemesis gravidarum during, 79
immunization during, 69
medication risk categories, 137
normal changes throughout,
69-70
postpartum care and assessment
and, 84-86
progression of labor and, 71
uncomplicated delivery and,
79-80
weight gain and nutritional
requirements, 70
Premature atrial/junctional complexes
(PAC/PJC), 153
Premature ventricular complex (PVC),
153
Pre-procedure guidelines, 2
Pressure ulcers, 52-54
Progression of labor, 71
Provocation/precipitation/palliation, 39
Pulse oximetry, 13
Pupil scale, 47

Quadrants, abdominal, 42
Quality (symptom), 39

Radiation/region/related s/s/, 39

Random urine specimen collection, 29

Recurrent childhood illnesses, 91

Referred pain, 48

Reflexes, infant, 46, 83

Refuse, 19

Renal failure, 171

Respiratory assessment, 36, 49-50

Respiratory distress, 30-31, 112-113
in pediatric patients, 88-89

Respiratory patterns, 50

Respiratory syncytial virus (RSV), 91

Restraints, 14-15

Reverse isolation, 19



Rooting reflex, 83
Rubella, 91

Safety-oriented restraints, 14
Saline lock, 131
SBAR (situation-background-
assessment-recommendation)
technique, 16
Second void urine specimen
collection, 29
Seizure, 113-114
Sensory assessment, 46-47
Sepsis, 109-110
Severity (symptom), 39
Sexual abuse, 100
Sharps, 19
Shock, 115
Sinus bradycardia (SB), 154
Sinus rhythm (SR), 154
Sinus tachycardia (ST), 154
SIRS, 109-110
Skin assessment, 36, 43-44
pressure ulcers, 52-54
Social history, 38
Solutions, IV, 135-136
Spanish numerical pain scale, 48
Specimen collection
finger stick blood glucose
(FSBG), 5
order of lab draw, 6
sputum/throat culture, 17
stool, 19-20
urine, 28-29
venous sample, 5-6
SPICES tool, 56-57
Spores and cysts, 20
Sputum/throat culture, 17
Sputum trap, 17-18
Standard precautions, 18
Standard-to-metric conversions, 180
Sterile dressing change, 7-8
Stool specimen collection, 19-20
Straight catheter, 26
Subcutaneous injections, 128-129
Suctioned specimens, 17-18
Suctioning, 20-21

Suicidal/combative patient, 116

Suicide and depression in the elderly,
60-61

Supine hypotensive syndrome,
77-78

Symbols, 120-121, 183-187

Syncope, 106

Systemic inflammatory response
syndrome (SIRS), 109

Systems assessment, 38

Tachycardia, 116-118

Temperature, body, 34

Testicular self-examination (TSE), 161

Throat culture, 18

Time urine specimen collection, 29

Timing (symptom), 39

TNM staging of cancer, 159

Torsade de Pointes, 154

Tracheostomy care, 22

Transfusion reaction, 118

Translation, English-to-Spanish,
181-182

Transmission-based precautions, 19

Transparent dressing, 8

Triple checking medications, 122

True versus false labor, 71

Tube feedings, 23-24

24-hour urine specimen collection, 29

Ulcers, pressure, 52-54
Unconscious patient, oral care in, 11
Urinalysis, 147-148
Urinary catheter, 25-27

specimen collection from, 28
Urinary incontinence, 171-172
Urine specimen collection, 28-29
Uterus, postpartum, 84

Varicella, 91

Vasovagal response, 106

Venous blood gas, 142

Venous sample blood specimen,
5-6

Ventilated patient suctioning, 20

Ventilators, 30-31
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Ventricular fibrillation (V-fib), 1564-155 Web resources, 187-188

Ventricular tachycardia (VT), 155 Weight gain during pregnancy, 70
Vital signs Wolff-Parkinson-White (WPW) rhythm,
assessment, 35, 36 155
newborn, 80 Wound assessment, 51-52
normal range, 34 Wound care, 32
Volume expanders, 135-136 Wound packing, 8
Waist-to-hip ratio, 179 Z-track method for intramuscular

Walkers, 4 injections, 127
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