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Welcome to the third edition of Understanding Medical
Surgical Nursing! We have fully updated all the material,
and have added exciting new information on home health
care, end-of-life care, disaster response and bioterrorism,
stroke, and more.

‘We continue to work hard to provide a text written at an
understandable level, with features that help students under-
stand, apply, and practice the challenging content required
to function as practical/vocational nurses. We are thankful to
the many students who tell us they find the book very read-
able, and actually enjoyable. We are overjoyed to hear from
several nursing programs that their NCLEX scores soared
after adopting this textbook.

We continue to emphasize understanding, critical
thinking, and application throughout the book. We believe
that a student who learns to think critically will be better
able to apply information to new situations. We hope both
students and instructors find this third edition a practical tool
for learning and understanding medical-surgical nursing.

FEATURES OF THE BOOK

We have kept our most popular features from the first two
editions, and added new ones based on reader input.

* Questions to Guide Your Reading begin each chap-
ter. In our experience, the standard objectives found
in many textbooks have little meaning and provide
little assistance to students. Literature suggests that
comprehension increases when students read guid-
ing questions before reading the text. So we have
provided a series of questions that students should
keep in mind as they read. These questions can be
translated easily back into objectives by instructors
who prefer this format.

* Special features written by actual patients, called
Patient Perspectives, were added in the second edi-
tion. Many more have been added to this edition.
These stories help to make patients’ experiences
with illness more meaningful and personal for stu-
dents.

Preface

Web links are included in the text to help students
do further research on topics of interest. Every
effort was made to use only major established web
sites that are unlikely to change in the near future.
One of our most popular features, Critical Thinking
Exercises, has been expanded to help students prac-
tice and think about what they are learning. We
have added more math calculations and documenta-
tion practice to Critical Thinking Exercises where
applicable.

Review questions at the end of each chapter have
been updated and include alternate format items to
reflect NCLEX-PN.

Suggested Answers for the Critical Thinking
Exercises and Review Questions are included.
Research supports the importance of immediate
feedback to reinforce learning, so we feel strongly
that students should have access to correct answers
while they are studying, without having to wait for
their next instructor contact. Since there can be
many answers to some of the critical thinking ques-
tions, we have provided sample answers to help
stimulate students’ thinking.

The effects of aging on body systems have been
converted from text format to a mindmap format.
We believe this visual representation is easier to
understand and apply than the traditional text.

We have changed our Nursing Process format from
text to bullet lists. It is very easy to read, clearly
stands out, and makes interventions with rationale
very clear to students.

More Learning Tips, a very popular feature in past
editions, have been added. New to the third edition
are Nursing Care Tips and Safety Tips.

JCAHO National Patient Safety Goals are reflected
in many of the safety tips to give students an intro-
duction to these safety goals.

Nursing assessment, laboratory tests, and medica-
tions have been placed in consistent tables that are
easy to read and understand.

vii
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* Summary boxes including nursing diagnoses
have been expanded and included for most major
disorders.

* A pronunciation key for new words is found at the
beginning of each chapter.

* A review of anatomy and physiology is presented at
the beginning of each unit.

* Word-building footnotes are found throughout the
chapters to make complex medical terminology eas-
ier to understand.

* Nursing care plans with geriatric considerations
have been updated.

* Boxed presentations of Cultural Considerations,
Gerontological Issues, Home Health Hints, Ethical
Considerations, and Nutrition Notes provide valu-
able supplemental information and help students
relate text material to real life situations.

* Many new photographs and drawings have been
added to illustrate important concepts.

* A comprehensive, updated glossary of new words is
included in the appendix.

TO STUDENTS: HOW TO USE
THIS BOOK

As you begin each chapter, carefully read the section labeled
Questions to Guide your Reading. Then, when you are fin-
ished reading each chapter, go back and make sure you can
answer each question.

You will find a list of new words and their pronuncia-
tions at the beginning of each chapter. These words appear
in bold at their first use in a chapter, and they also appear in
the glossary at the end of the book. By learning the mean-
ings of these words as you encounter them, you will increase
your understanding of the material.

You also will encounter other learning tips to increase
your understanding and retention of the material. You may
want to develop your own memory techniques in addition to
those provided. (If you think of a good one, send it to us and
you may find it in the next edition!) Many of the learning
tips have been developed and used in our own classrooms.
We find them helpful in fostering understanding of complex
concepts or as memory aids. However, we want to stress that
memorization is not the primary focus of the text but rather
a foundation for understanding and thinking about more
complex information. Understanding and application will
serve you far better than memorization when dealing with
new situations.

Each chapter includes critical thinking case studies
designed to help you apply material that has been presented.
A series of questions related to the case study will help you
integrate the material with what you already know. These
questions emphasize critical thinking, which is based on a
foundation of recall and understanding of material. To
enhance your learning, try to answer the questions before
looking up the answers at the end of the chapter.

Review questions appear at the end of each chapter to
help you prepare for chapter tests, and also for the NCLEX-
PN. Again, to assess your learning, try to answer the ques-
tions before looking up the answers at the back of the book.

A bibliography at the end of each unit provides sources
for additional reading material. Web sites have been
included in many chapters. We believe it is important for
you to interact with current technology to expand your infor-
mation resources.

The following appendices are included for easy refer-
ence:

* NANDA nursing diagnoses

 Lab values

* Common medical abbreviations (Although it is still

important to know the abbreviations, many can
increase risk of errors. Check www.JCAHO.org for
a list of abbreviations to avoid.)

* Common prefixes and suffixes to help learn word

building techniques

SUPPLEMENTAL MATERIALS

* A new Electronic Student Guide is included with
the book. This provides practice in the form of
objective (fill-in, labeling, and flashcard) exercises,
and case studies. There are also review questions
and a practice NCLEX test. We have also included a
brief math tutorial using Unit Analysis, and practice
calculation problems. Answers are provided to all
exercises for immediate feedback.

* A paperback Student Workbook is available to pro-
vide the student additional contact and practice with
the material. Each chapter includes vocabulary prac-
tice, objective exercises, a case study or other criti-
cal thinking practice and review questions written in
NCLEX-PN format. Answers provide immediate
feedback. Rationales are provided for non-anatomy
review question answers.

* An Instructor’s Resource Disk includes an
Electronic Instructor’s Guide that provides materi-
als for use in the classroom. Each chapter has a
chapter outline with suggested classroom activities.
Also included are student activities for printing and
using for individual practice or for collaborative
learning activities. These activities help the student
to interact with the material, understand it, and
apply it. Many of the activities are based on real
patient cases and have been used with our own
practical nursing students. Feedback from students
has helped to refine the exercises. We believe the
use of collaborative learning has greatly enhanced
our students’ success in achieving their educational
and licensure goals. Another benefit is the sense of
community the students develop as a result of work-
ing in groups. A brief introduction and guidelines
for using collaborative learning techniques is
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Preface ix
included. Also included is an expanded Electronic for practical nursing students. The program allows
Test Bank, available to instructors who adopt the instructors to choose and modify the questions that
textbook, which provides test questions that assist best suit their classroom needs. Finally, for the
students to prepare for NCLEX-PN. These ques- instructor’s convenience, there is a comprehensive
tions have been prepared according to test item Power Point program for classroom presentations.
writing protocols. The questions are in multiple Images from the text have been added for the third
choice and alternate format, and test recall, applica- edition. Each presentation can be modified, reduced,
tion, and analysis of material. Many of the test or expanded by individual instructors to suit their

questions have been developed, used and refined by needs.
the authors in their own medical-surgical courses
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Excellence in the delivery of nursing care requires good
thinking. Each day nurses make many decisions that will
affect the care of their patients. For those decisions to be
effective, the thought processes behind them must be sound.

CRITICAL THINKING
| AND SAFE CARE

Nurses must learn to think critically. This means they must
use their knowledge and skills to make the best decisions
possible in patient care situations. Halpern! says that “criti-
cal thinking is the use of those cognitive [knowledge] skills
or strategies that increase the probability of a desirable out-
come.” Critical thinking is sometimes called directed think-
ing because it focuses on a goal. Other terms used when
talking about critical thinking include reasoning, common
sense, analysis, and inquiry. Good thinking requires critical
thinking attitudes and skills, which are described below. It
also requires a good knowledge base, so your thinking is
based upon correct factual material. These are the topics of
the rest of this book.

Critical Thinking Attitudes

Researchers have identified attitudes that are associated with
good critical thinking. Green identifies seven attitudes, sum-
marized below.?

Intellectual Humility

Have you ever known people who think they “know it all”?
They do not have intellectual humility. People with intellec-
tual humility have the ability to say, “I am not sure about
that.... I need more information.” Certainly, we want our
patients to think we are smart and know what we are doing,
but patients also respect nurses who can say, “I do not know;
let me find out.” It is unsafe to care for patients when you are
not sure of what you need to do.

Intellectual Courage

Intellectual courage allows you to look at other points of
view even when you do not agree with them at first. Maybe
you really believe that 8-hour shifts are best for nurses, and
have a lot of good reasons for your belief. But if you have
intellectual courage, you will be willing to really listen to
the arguments for changing to 12-hour shifts. Maybe you
will even be convinced. Sometimes you have to have the
courage to say, “Okay, I see you were right after all.”

Intellectual Empathy

Consider the patient who snaps as you enter her room, “I've
been waiting all morning for my bath. If you do not help me
with it right now I am going to call your supervisor.” The
first response that comes into your head is, “I have five other
patients; you are lucky I am here now!” But, if you have
intellectual empathy, you will be able to think, “If I were
this patient, who is in chronic pain and is tired of being
in the hospital, how would I feel?” It might change how you
respond.

Critical Thinking and the Nursing Process 3

Intellectual Integrity

Your patient seems to ask a hundred questions when you
bring her a medication that has been newly prescribed for
her high blood pressure. But later you notice she is taking an
herbal remedy from her purse. It is good that she is asking a
lot of questions about her drug, which has been tested exten-
sively by the Food and Drug Administration (FDA). Herbal
remedies are not held to the same standards as medications
in the United States. Someone with intellectual integrity
would want the same kind of proof that both types of med-
ications are safe and effective before using them.

Intellectual Perseverance

Do not give up. Consider this scenario. You have concerns
about some side effects you have noticed when you admin-
ister a new drug to your patients. You mentioned it to the
physician and he said not to worry about it, but you are still
concerned. If you have intellectual perseverance, you might
do some research on the web, then go to your supervisor or
the pharmacist to discuss your concerns.

Faith in Reason
If you have faith in reason, you believe in your heart that
good thinking, and reason, will indeed result in the best out-
comes for your patients. And if you really believe, you will
be more likely to attend a seminar or read an article on crit-
ical thinking skills.

Intellectual Sense of Justice
One of your co-workers wants to change the medication
administration schedule on your unit. She says it is because
it will be better for the patients, but you think it might be
because it fits her break schedule better. If you have an intel-
lectual sense of justice, you will be sure that your thinking
is not biased by something that you just want for yourself,
like your co-worker seems to be doing. You should examine
your own motives as well as those of others when you are
making decisions.

So, what does this all mean to you as a nursing student?
The term “metacognition” means to “think about thinking.”
It is important for you to try to develop the attitudes of a crit-
ical thinker, and to learn to think clearly and critically about
your patient care. In order to do that, you need to constantly
think about your thinking. Are you practicing intellectual
humility? Are you trying to be courageous and empathetic?
These attitudes create an excellent base on which to build a
nursing knowledge base, and on which to develop further
thinking skills.

Knowledge Base

Nurses must have a good knowledge base in order to safely
care for their patients. You could not drive a car without first
learning the basics of how a car works and how to follow the
rules of the road. In the same way, you must understand the
human body in health and illness before you can understand
how to take care of an ill patient. This is the reason you are
going to school and studying this book.
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4 Understanding Health Care Issues

Information is found in many places; some information
is good, and some is not as good. For example, health infor-
mation found on a website may have been put there by a
major university medical school, or it may have been put
there by a patient who has a particular disorder. You may
learn about a patient’s experience by reading his or her web-
site, but you certainly would not base care of your patients
on this one person’s personal experience.

The best knowledge upon which to base your practice
comes from research. Nurse researchers try new methods for
taking care of patients and compare them with traditional
methods to determine what works best. For example, for
many years nurses were taught to massage patients’ red-
dened bony prominences to prevent pressure ulcers.
Through research, we now know that this practice should be
avoided because it can further harm tissue that is already
damaged.

When nursing care is based on good, well-designed
research studies, it is called evidence based practice. As
nurses, we need to use as many interventions as we can that
have been researched. Other interventions, until they are val-
idated by research, have to be based on our best critical
thinking skills. Some expert organizations are beginning to
“bundle” best practice strategies together to increase their
use. Bundles are groups of interventions that, when used
together, have been shown to improve patient outcomes. To
find more information on bundles, go to http://www.ihi.
org/ihi and type “bundles” in the search window. It is nice to
be able to tell a patient or family member that “Your loved
one is being cared for based on the latest research recom-
mendations.”

Concern for Patient Safety

Safety is on everyone’s mind. Many people know of some-
one who has been affected by a medical error or who has
been unhappy with their care. Health-care providers are
being held accountable for safe care by society. As a result,
guidelines to reduce errors in health care and improve
patient outcomes have been developed. The Joint Commis-
sion on Accreditation of Hospitals and Organizations
(JCAHO) is an organization that accredits health-care agen-
cies. JCAHO’s 2006 patient safety goals can be found at
http://www.jcipatientsafety.org. As you will see, care in var-
ious health-care settings is addressed in these goals.
Following is an example of one of the goals which you will
find throughout the book as safety tips.

These goals are throughout the book to increase your
awareness and understanding of them. They address impor-
tant areas of concern such as using medications safely, cor-
rectly identifying patients, identifying operative sites
correctly, improving communication, reducing fall injuries,
and reducing risk for infections in institutionalized elderly
persons to name a few. So become familiar with them and
look for annual updates on the web. Of course, it takes
critical thinking to use them at the right times and in the
right circumstances. Using them appropriately helps you
provide safer care with fewer errors, which your patients
appreciate.

ﬂ SAFETY TIP

Use at least two patient identifiers (neither to
be the patient’s room number) when taking blood
6amplee and other specimens for clinical testing,
or providing any other treatments or procedures
(JCAHO, 2006). 2006 National Fatient Safety
Goals from www.jcaho.org

Critical Thinking Skills

Problem Solving

Problem solving is one type of critical thinking skill. Nurses
solve problems on a daily basis. However, a problem can be
handled in a way that may or may not help the patient. For
instance, consider Mr. Frank, who is in pain and requests
pain medication. You check the medication record and find
that his analgesic medication is not due for another 40 min-
utes. You can choose to manage this problem in a variety of
ways. One obvious approach is to return to Mr. Frank and
tell him that it is not time for the pain medication and that he
will have to wait. This may solve your problem (you can
move on to the next patient), but it does not solve the prob-
lem in an acceptable way for Mr. Frank. An alternative
approach is to use a standard problem-solving method:

1. Gather data. When Mr. Frank requests pain med-
ication, the first thing you do is obtain more data.
As a good critical thinker, you can use intellectual
empathy as well as your knowledge base about
pain to decide what additional data you need. You
decide to use a pain-rating scale on which the
patient rates pain on a scale of O (no pain) to 10
(the greatest pain possible). Mr. Frank states that
his pain is in his back and rates it as an 8 on the
10-point scale. You check his history and find he
has compression fractures of his spine. Your empa-
thetic attitude tells you that waiting for 40 minutes
to relieve his pain is not acceptable. You next go to
the medication record and find that he has no alter-
native pain medications ordered.

2. Identify the problem. Here you use your knowl-
edge base to draw the conclusion that Mr. Frank is
in acute pain, and the current medication orders are
not sufficient to provide pain relief.

3. Decide what outcome (sometimes called a goal) is
desirable. The outcome should be determined by
you (the nurse) and the patient working together.
The patient is intimately involved in this situation
and deserves to be consulted. In this case you talk
to Mr. Frank and determine that he needs pain
relief now; he cannot wait until the next scheduled
dose of medication. He states that he is able to tol-
erate a pain rating of 3 or less on a 10-point scale.

4. Plan what to do. Formulate and evaluate some
alternative solutions. For example, you can decide
to tell Mr. Frank that he has to wait 40 minutes;
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however, this will not help him reach his desired
outcome of pain control. Giving the medication
early might relieve his pain, but this would not be
following the physician’s orders and may have
harmful effects for Mr. Frank. You could decide to
try some non—drug pain-control methods, such as
relaxation, distraction, or imagery. These might be
helpful, but you recall from pharmacology class
that complementary methods should be used in
conjunction with, not in place of, medications.
Another alternative is to report to the physician
that Mr. Frank’s pain is not controlled with the cur-
rent pain-control regimen. Once you have several
alternative courses of action, decide which will
best help the patient. Then you can discuss those
options with the registered nurse (RN) and together
decide the best thing to do; in this case, you might
decide to have the RN contact the physician while
you work with the patient on relaxation exercises.
You might decide to ask Mr. Frank if he would like
to listen to some of the music his wife brought in
for him. You can also tell Mr. Frank that the physi-
cian is being contacted. This would assure him that
his pain-relief needs are being taken seriously.

5. Implement the plan of care. The RN enters the
room and informs you and the patient that the
physician has changed the analgesic orders. You
obtain and administer the first dose of the new
analgesic, being sure to explain its effects and side
effects to Mr. Frank. The RN also informs Mr.
Frank that the physician has ordered a consultation
with the pain clinic.

6. Evaluate the plan of care. Did the plan work? As
you reassess Mr. Frank 30 minutes later, he rates
his pain level at 2. You think back to the desired
outcome, compare it with the current data col-
lected, and determine that your interventions were
successful.

Can you see how using good thinking attitudes, a good
knowledge base, and the problem-solving process led to a
better outcome than simply choosing the first obvious
option? You were able to effect a positive change: assisting
a patient in achieving pain relief. And you have undoubtedly
earned Mr. Frank’s trust in the process. Problem solving is
how nurses make decisions on a daily basis. This is known
as the nursing process.

Other Critical Thinking Skills
Problem solving is just one critical thinking skill. There are
many others that are beyond the scope of this book.
Following are a few questions to ask yourself as you con-
tinue to develop your critical thinking. There are many more
questions you might ask. These are not in any order, nor
would they all be asked for a given situation. They are just
some ideas to get you started.

* Have I thought this through?

* What information do I need?

* How do I know?

Critical Thinking and the Nursing Process 5

¢ Is someone influencing my thinking in ways I am
not aware of?

* What conclusions can I draw from the information I
have?

* Am I basing this decision on assumptions that may
or may not be true?

* Am [ thinking creatively about this, or am I in a
rut?

¢ Is there an expert I can consult that can help me
think through this?

¢ Is there any research or evidence that this is true?

* Am [ too stressed or tired to think carefully about
this right now?

| NURSING PROCESS

Previously you used the nursing process to solve a real
problem. The nursing process is an organizing framework
that links the process of thinking with actions in nursing
practice. The nursing process can be used to assess patient
needs, formulate nursing diagnoses, and plan, implement,
and evaluate care. As a nursing student, you consciously use
the nursing process with each patient problem. With experi-
ence, you will internalize the nursing process and use it
without as much conscious effort.

Role of the Licensed Practical
Nurse and Licensed Vocational Nurse

The licensed practical nurse (LPN) or licensed vocational
nurse (LVN) carries out a specific role in the nursing pro-
cess, as described in Table 1.1. The LPN/LVN collects data,
assists in formulating nursing diagnoses, assists in determin-
ing outcomes and planning care to meet patient needs,
implements patient care interventions, and assists in evaluat-
ing the effectiveness of nursing interventions in achieving
the patient’s outcomes. It is the role of the LPN/LVN to pro-
vide direct patient care. This gives the LPN/LVN an oppor-
tunity to develop a relationship with the patient that aids in
assisting in the other parts of the nursing process. The
LPN/LVN and the RN work as a team to analyze data and
develop, implement, and evaluate the plan of care (Fig. 1.1).

TABLE I.1 ROLE OF THE LPN/LVN
IN THE NURSING PROCESS

Role of the LPN/LVN

Assists in collecting data

Assists in choosing appropriate nurs-
ing diagnoses

Assists in developing outcomes and
planning care to meet outcomes

Steps of the Process

Assessment
Nursing Diagnosis

Planning Care

Implementation Carries out those portions of the plan
of care that are within the
LPN/LVN'’s scope of practice

Evaluation Assists in evaluation and revision of

the plan of care
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FIGURE 1.1 The nursing care team collaborating on a nursing
care plan.

Data Collection

The first step in the nursing process is data collection. The
LPN/LVN assists the RN in collecting data from a variety of
sources. Data are divided into two types: subjective data
and objective data.

Subjective Data

Information that is provided verbally by the patient is called
subjective data. Symptoms are subjective data. Subjective
data are often placed in quotes, such as “I have a headache”
or “I feel out of breath.” You must listen carefully to the
patient and understand that only the patient truly knows how
he or she feels.

When collecting subjective data, begin with the
patient’s main concern. Focus on the reason the patient is
seeking health care. The question, “What happened that
made you decide to come to the hospital (clinic, office)?”
can be helpful.

Once the patient has identified the main concern, further
questioning can elicit more pertinent information. Use the
letters of the “WHAT’S UP?” questioning format to remem-
ber questions to ask the patient (Box 1.1 What’s Up? Guide
to Symptom Assessment). Asking the right questions can
help you obtain better data with which to make the best deci-
sions.

Next, obtain a patient history. This is done by asking
the patient and family questions about the patient’s past and
present health problems, including specific questions about
each body system, family health problems, and risk factors
for health problems. The patient’s medical record may also
be consulted for background history information.

In addition to assessment related to physiological func-
tioning, ask the patient about personal habits that relate to

a LEARNING TIP

Practice assessing a symptom on a classmate.
Ask the “WHAT'S UP?” questions.

Box 1.1

WHAT’S UP? Guide to
Symptom Assessment

W—Where is it?

H—How does it feel? Describe the quality.

A—Aggravating and alleviating factors. What makes it
worse? What makes it better?

T—Timing. When did it start? How long does it last?

S—Severity. How bad is it? This can often be rated on
a scale of 0 to 10.

U—Useful other data. What other symptoms are pres-
ent that might be related?

P—Patient’s perception of the problem. The patient
often has an idea about what the problem is, or the
cause, but may not believe that his or her thoughts
are worth sharing unless specifically asked.

health, such as exercise, diet, and the presence of stressors,
per institutional assessment guidelines. Finally, assess the
patient’s family role, support systems, and cultural and spir-
itual beliefs.

Objective Data
Objective data are pieces of factual information obtained
through physical assessment and diagnostic tests and are
observable or knowable through the five senses. Objective
data are sometimes called signs. Examples of objective data
include the following:

* 3-cm red lesion

» Respiratory rate 36

* Blood glucose 326 mg/dL.

* Patient is moaning

Note that these are all observable or measurable by a
nurse and do not require explanation by the patient.

Objective data are gathered through physical assess-
ment. Inspection, palpation, percussion, and auscultation
techniques are used to collect objective data (Fig. 1.2). Give
special attention to areas that the patient has identified as
potential problems.

Documentation of Data

Collected data are documented in the patient’s medical
record. Identification of any significant problem or variation
from normal is reported immediately to an RN or physician
and then documented. The recorded data should be accurate
and concise. You should document exactly what you
observed or heard stated by the patient, significant other, or
health team members. Avoid interpreting the data and using
words that have vague meanings in your documentation. For
example, “nailbed color is pink” gives clearer information
than “nailbed color is normal.” “Capillary refill is 2 sec-
onds” provides more precise data than “capillary refill is
good.” The statement “the wound looks better” is not mean-
ingful unless the wound has been previously observed by the
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FIGURE 1.2 Nurse auscultating patient's chest.

reader. Stating that “the wound is 1 by 2 inches, red, with no
drainage or odor” provides data with which to compare the
future status of the wound and determine whether it is
responding to treatment. When documenting subjective
data, use direct quotations from the patient whenever possi-
ble. Quotes accurately represent the patient’s view and are
least open to interpretation. Meaningful documentation pro-
motes continuity of patient care.

u LEARNING TIP

Documenting exactly what is observed is more
appropriate, easier, and less time consuming
than seeking other words or ways to state
observations. Beginners may be tempted to
search for elaborate phrases or words when sim-
ple, direct words are best. Stating exactly what
i eeen or heard usually provides the most clear
and accurate information.

Nursing Diagnosis

Once data have been collected, the LPN/LVN assists the RN
to compare the findings with what is considered “normal.”
Data are then grouped, or clustered, into sets of related
information that identify problems.

According to the North American Nursing Diagnosis
Association (NANDA), a nursing diagnosis is a clinical
judgment about individual, family, or community response
to actual or potential health problems or life processes.
Nursing diagnoses are standardized labels that make an
identified problem understandable to all nurses. Nursing
diagnoses are the foundation used to select interventions to
achieve a desired outcome. A list of NANDA-approved
nursing diagnoses can be found in Appendix A of this book.

Nursing actions are either independent or collaborative.
Independent nursing actions can be initiated by the nurse.
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Examples of independent nursing actions include teach-
ing the patient deep breathing exercises, turning a patient
every 2 hours, teaching about medications, and giving
a back rub for comfort. Collaborative actions require a
physician’s order to perform them in response to both nurs-
ing and medical diagnoses. Examples of this are giving pre-
scribed medications, applying antiembolism stockings,
requesting a referral to physical therapy, and inserting a uri-
nary catheter.

A diagnosis is considered “nursing” instead of “med-
ical” if the interventions necessary to treat the problem are
primarily independent nursing functions. Even with inde-
pendent nursing functions, nurses often consult with physi-
cians about plans of care. When the physician directs most
of the care related to a particular health problem, it is a med-
ical diagnosis rather than a nursing diagnosis. For example,
a patient with pneumonia (a medical diagnosis) has many
needs that depend on physician orders, such as respiratory
treatments and antibiotics. The nurse, however, can provide
important assessment findings related to the health problem
and provide nursing measures such as encouraging fluid
intake, coughing, and deep breathing. When the physician
and nurse work closely together on a patient problem, it is
referred to as a collaborative problem.

One of the NANDA nursing diagnoses is acute pain. In
Mr. Frank’s example, the pain was assessed as a health prob-
lem, and a plan of care was developed to manage the pain.
The physician was contacted for analgesic orders, and inde-
pendent nursing actions were used, including relaxation and
distraction. These independent nursing actions did not
require a physician’s order.

A well-written nursing diagnosis helps guide develop-
ment of a plan of care. The three parts to a diagnosis follow:
* Problem—the nursing diagnosis label from the

NANDA list

 Etiology—the cause or related factor (usually pre-

ceded by the words “related to”)

* Signs and symptoms—the subjective or objective

data that are evidence that this is a valid diagnosis
(often preceded by the words “as evidenced by”)

CRITICAL THINKING

Nursing Diagnosis

B Which of the following are NANDA nursing diag-
noses? Which are medical diagnoses?

Impaired mobility

Ineffective coping

Herniated disk

Fractured femur

Diabetes

Impaired gas exchange

Appendicitis

Health-seeking behaviors

Suggested answers at end of chapter.

PN AP =
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The statement of problem, etiology, and signs and
symptoms is called the PES format. Look again at the case
study of Mr. Frank. A diagnosis using this format might read
as follows: “Acute pain related to muscle spasms and nerve
compression as evidenced by patient’s pain rating of 8.”
Note how the complete diagnosis gives you more helpful
information than simply the label “pain.” This additional
information helps determine an appropriate outcome and
guides intervention selection.

Plan of Care

Once nursing diagnoses are identified, an individualized
plan of care to help the patient meet his or her care needs is
designed. It is important to include the patient in the devel-
opment of the plan of care. The patient must be in agreement
with the plan for it to be successful in meeting the desired
outcomes. The first step in planning care after diagnoses are
selected is to prioritize the diagnoses and develop outcomes,
or goals, for each. Actions that will help the patient meet the
desired outcomes can then be determined.

Prioritizing Care

Once you know what problems need to be addressed, you
must decide which problem or intervention needs to be
taken care of first. You and the patient decide together which
problems take priority. Maslow’s hierarchy of human needs
is one commonly used psychological theory that can be used
as a basis for determining priorities (Fig. 1.3). According to

SELF-
ACTUALIZATION
(The individual possesses
a feeling of self-fulfillment
and the realization of his or
her highest potential.)

Understanding Health Care Issues

Maslow, humans must meet their most basic needs (those at
the bottom of the triangle) first. They can then move up the
hierarchy to meet higher level needs.

Physiological needs are the most basic. For example, a
person who is short of breath cannot attend to higher level
needs because the physiological need for oxygen is not
being met. Once physiological needs are met, the patient can
concentrate on meeting safety and security needs. Love,
belonging, and self-esteem needs are next; self-actualization
needs are the last to be met.

Throughout life, individuals move up and down
Maslow’s hierarchy in response to life events. If a need
occurs on a level below the patient’s current level, the patient
will move down to the level of that need. Once the need is
fulfilled, the person can move upward on the hierarchy again.

In a nursing plan of care the patient’s most urgent
problem is listed first. According to Maslow’s hierarchy of
human needs, this usually involves a physiological needsuch
as oxygen or water because these are life-sustaining needs.
If several physiological needs are present, life-threatening
needs are ranked first, health-threatening needs are second,
and health-promoting needs, although important, are last.

Once physiological needs are met, needs related to the
next level of the hierarchy, safety and security, can be add-
ressed. Remaining diagnoses are listed in order of urgency
as they relate to the hierarchy. Needs can occur simultane-
ously on different levels and must be addressed in a holistic
manner, with prioritization guiding the care provided.

FIGURE 1.3 Maslow's
hierarchy of human needs.
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a LEARNING TIP

If you are developing a plan of care for a patient
with complex needs and are not sure where to
start, go back to the assessment phase. Often
additional information can help you better under-
stand the patient’s needs and develop a plan of
care that is individualized to the patient’s spe-
cific problem areas.

Establishing Outcomes

An outcome is a statement that describes the patient’s
desired goal for a problem area. It should be measurable, be
realistic for the patient, and have an appropriate time frame
for achievement. Measurable means that the outcome can be
observed, or is objective. It should not be vague or open to
interpretation, with the use of subjective words such as nor-
mal, large, small, or moderate. Consider, for example, two
outcomes:

* The patient’s shortness of breath will improve.

* The patient will be less short of breath within 15

minutes as evidenced by the patient rating the short-
ness of breath at less than 3 on a scale of O to 10,
respiratory rate between 16 and 20, and relaxed
appearance.

Although the first outcome seems appropriate, in real-
ity it is difficult to know when it has been met. There is noth-
ing to objectively indicate when the problem has been
resolved. The second outcome is objective. You can see that
when the patient rates his or her shortness of breath less than
3, is breathing at a rate of 16 to 20, and appears relaxed, the
desired outcome will have been met. The outcome is realis-
tic, and the 15-minute time frame ensures that the patient’s
distress is minimized. If the plan of care does not achieve the
desired outcome in the given time frame, it should be evalu-
ated and revised as needed.

When determining criteria for a measurable outcome,
look at the signs and symptoms portion of the nursing
diagnosis. The resolution or continuation of the signs and

CRITICAL THINKING

Prioritizing Care

B Based on Maslow’s hierarchy of needs, list the fol-
lowing nursing diagnoses in order from highest (1) to
lowest (5) priority. Give rationales for your decisions.

____ Deficient knowledge

____ Constipation

___ Disabled family coping
___ Anxiety

____ Ineffective airway clearance

Suggested answers at end of chapter.
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symptoms identified in the NANDA nursing diagnoses are
evidence that nursing interventions were effective. If the
desired outcome is not achieved, reevaluation of the prob-
lem and interventions is needed. Look at another outcome
example to see how criteria are used for measurement:
Nursing diagnosis—Ineffective airway clearance related
to excess secretions as evidenced by coarse crackles
and nonproductive cough.
Outcome—Demonstrates clear lung sounds and produc-
tive cough within 8 hours.

Identifying Interventions
Interventions are the actions you take to help the patient meet
the desired outcome. Therefore, interventions are considered
goal directed. Any intervention that does not contribute to
meeting the outcome should not be part of the plan of care.

One way to create a plan is to include interventions
that can be categorized as “take, treat, and teach.” In the first
intervention category, “take,” or identify data that should
be routinely collected related to the problem. Next, “treat”
the problem by identifying deliberate actions to help reach
the outcome. Last, identify what to “teach” the patient
and family for the patient to learn to care for himself or her-
self.

Look again at the nursing diagnosis of impaired airway
clearance. A plan of care for this problem using the take,
treat, and teach method might look like the following:

Take:  Auscultate lung sounds every 4 hours and prn.
Assess respiratory rate every 4 hours and prn.
Treat: Provide 2 L of fluids every 24 hours.
Offer expectorant as ordered.
Provide cool mist vaporizer in room.
Teach: Teach the patient the importance of fluid

intake.
Teach the patient to cough and deep breathe
every 1 to 2 hours.

In addition to identifying interventions, it is important
to understand how and why they will work. This is called
identifying rationales. For example, assess lung sounds and
respiratory rate every 4 hours because increased crackles
and respiratory rate indicate retained secretions. Fluids are
provided to help liquefy secretions and ease their removal.
Sound rationale that is evidence (research) based should
guide the selection of each nursing intervention.

Implementation

Once the plan of care has been identified, it must be com-
municated to the patient, family, and health team members
and then implemented. One way a plan of care is communi-
cated is by writing it as a nursing care plan. The nursing care
plan is documented on the patient’s medical record and
allows other nurses to know the patient’s priority problems,
the desired outcomes, and the plan for meeting the out-
comes. In this way, all nurses can provide consistent care for
the patient.

When implementing the plan of care, the actions listed
as interventions are performed. The patient’s response to
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each intervention is noted and documented. This documen-
tation provides the basis for evaluation and revision of the
plan of care.

Evaluation

The last step of the process is evaluation. Evaluation exam-
ines both outcomes and interventions. The nurse continu-

Understanding Health Care Issues

ously evaluates the patient’s progress toward the desired
outcomes and the effectiveness of each intervention. If the
outcomes are not reached within the given time frame, or if
the interventions are ineffective, the plan of care is revised.
Any part of the plan of care can be revised, from the diag-
nosis or desired outcome to the interventions. Acute care
institutions require review and updating of the plan of care
every 24 hours.

SUGGESTED ANSWERS TO

CRITICAL THINKING

m Nursing Diagnosis

Impaired mobility = nursing
Ineffective coping 5 nursing
Herniated disk = medical

. Fractured femur = medical
Diabetes = medical

Impaired gas exchange = nursing
Appendicitis = medical
Health-seeking behaviors = nursing

PN LR W

m Prioritizing Care

1 Ineffective airway clearance—physiological need
that can be life threatening

2 Constipation—physiological need that can be health-
threatening

3 Anxiety—safety and security need

4 Deficient knowledge—safety and security need

5 Disabled family coping—Ilove and belonging need

l'{EVIEIW QUESTIONS

1. In which of the following ways is critical thinking use-
ful to the nursing process?
a. It highlights the obvious solution to a problem.
b. It can lead to a better outcome for the patient.
c. It simplifies the process.
d. It helps the nurse arrive at a solution more quickly.

2. Which nurse is exhibiting intellectual humility?
a. The nurse who is an expert at wound care.
b. The nurse who reports an error to the supervisor.
c. The nurse who tries to empathize with the patient.
d. The nurse who asks a co-worker about a new
procedure.

3. Which of the following pieces of information is consid-
ered objective data?
a. The patient’s respiratory rate is 28.
b. The patient states, “I feel short of breath.”
c. The patient is short of breath.
d. The patient is feeling panicky.

4. An LPN/LVN is collecting data on a newly admitted
patient who has an ulcerated area on his left hip. It is
2 inches in diameter and 1 inch deep, with yellow
exudate. Which of the following statements best docu-
ments the findings in the patient’s database?

a. Wound on left hip, 2 inches diameter, 1 inch deep,
infected

b. Left hip wound is large, deep, and has yellow
drainage

c. Pressure ulcer on left hip, yellow drainage

d. Wound on left hip 2 inches in diameter, 1 inch deep,
yellow exudate

5. A 34-year-old mother of three children is admitted to
a respiratory unit with pneumonia. Based on Maslow’s
hierarchy of needs, which of the following patient prob-
lems should the nurse address first?
a. Frontal headache from stress of hospital admission
b. Anxiety related to concern about leaving children
c. Shortness of breath from newly diagnosed pneu-

monia

d. Deficient knowledge about treatment plan

6. Place the steps of the nursing process in correct chrono-
logical order of use. Use all options.
a. Nursing Diagnosis
b. Evaluation
c. Assessment
d. Planning Care
e. Implementation
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Which of the following parts of the nursing process can
be carried out by an LPN/LVN?

a. Implementation of interventions

b. Nursing diagnosis

c. Analysis of data

d. Evaluation of outcomes

. Which of the following is a nursing diagnosis?

a. Stroke

b. Renal failure
c. Fracture

d. Acute pain
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9. A nurse teaches a patient the importance of stopping
smoking. Which of the following patient responses
would best indicate to the nurse the effectiveness of
the instruction?

a. “T have a brother who died of lung cancer. I know
smoking is bad.”

b. “Itried to quit 5 years ago, and I really would like
to, but it is very hard.”

c. “Thank you for the information. I will call the
Smoke Stoppers organization today.”

d. “T know you are right; I should stop smoking.”
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Issues in Nursing Practice

LENETRA JEFFERSON, LINDA MARIE LOWE,

AND PATRICK M. SHANNON

QUESTIONS TO GUIDE YOUR READING

1.

AN N B W

11.

What are factors influencing changes in the health-
care delivery system?

. What is the LPN/LVN’s role in the health-care

delivery system?

. What are three leadership styles?
. What is the LPN/LVN’s role in leadership?
. Why are ethics important in health care?

. What is an example of a character trait and how

does it relate to nursing?

. What are the definitions of the four major princi-

ples in ethics and how would you apply one to an
ethical dilemma?

. What are the steps of the ethical decision-making

model?

. Where is the regulation of nursing practice defined?

10.

How can you provide quality care and limit your
liability?

How would you define HIPAA (Health Insurance
Portability and Accountability Act of 1996)?
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| HEALTH-CARE DELIVERY

The health-care delivery system continues to experience
rapid and dramatic changes from acute care to outpatient
and community settings. As nursing adapts to these changes,
it is important to understand wellness and illness treatments,
factors that influence health care, and application of princi-
ples of cultural diversity during care.

Health-lllness Continuum

The World Health Organization in the preamble of its con-
stitution defines health as a “state of complete physical,
mental and social well-being and not merely the absence of
disease and infirmity.” This definition provides a narrow
view of health that does not provide for chronic illness
effects or fluctuating levels of wellness. The health-illness
continuum, in contrast, addresses various levels of health
that are continually shifting for an individual. One end of the
continuum represents high-level health and the other end
poor health with impending death. Individuals move along
the continuum throughout their lives.

Health-Care Delivery Systems

A focus on prevention and providing services from birth
to death under one integrated system is an approach being
used in some health-care systems. Hospital consolidations
have resulted in development of health-care systems that
may cover large geographic areas. The hospital then pro-
vides the integrated care delivery network for the system
(Fig. 2.1).

Factors Influencing Health-Care Change

Changing characteristics of the American population influ-
ence the health-care delivery system. These changing char-
acteristics include increasing size of the national population,
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the increasing number of elderly people, the birth rate
decline, the increase in the number of uninsured or underin-
sured, and increased cultural diversity. The size of the
American population is projected to increase to over 350
million people by the year 2020." The health-care needs of
the elderly can be complex and chronic, which places
increased demands on the health-care system. The declining
birth rate means there will be fewer school-age children and
fewer people in the future to care for the elderly. The
increase in the uninsured places additional strains on the
system, and the increase in cultural diversity impacts how
health care is delivered.

The change in how diseases are being treated today
greatly influences health-care delivery. Chronic diseases are
the most frequently treated conditions. Increasing numbers
of infectious diseases, such as AIDS, tuberculosis, and
resistant infectious organisms are also challenging the
health-care system.

Additionally, the development of new technology for
communicating information and designing medical equip-
ment for testing and treatment is changing the health-care
industry. New expensive technology is continually being
introduced that quickly outdates equipment in use. This
makes change and relearning a constant in today’s health-
care environment.

| ECONOMIC ISSUES

The health-care system is mainly funded by the government
and private insurers. Costs have risen dramatically in recent
years. Access to care is not available to everyone and is often
linked to availability of resources. Preventive care is not an
option for many people. Treatment is often sought in the
costly emergency room after a medical problem has become
complex.

Medicare and Diagnosis-
Related Groups (DRGs)

Medicare was created in 1966 to provide health insurance as
part of the Social Security Act. It is run by the United States
government and currently covers all individuals age 65 and
over and disabled people under 65 years of age who are eli-
gible for Social Security. It is funded by a deduction from
every person’s paycheck that is matched by the government.
There are two parts of coverage in the original Medicare
plan. Part A covers inpatient hospital care, skilled nursing
facilities, hospice services, and some home care. There is no
premium or deductible for Part A. Part B is medical insur-
ance that covers physician costs, outpatient services, some
home care, supplies, and other things not covered by Part A.
Some preventive services may also be covered. A monthly
premium and yearly deductible are paid for Part B coverage.
For more information, visit www.medicare.gov.

New prescription drug coverage for everyone with
Medicare coverage became available January 1, 2006. For
more information on this coverage visit www.medicare.gov.
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Congress created the DRG payment system in 1983
for 470 diagnostic categories to help control costs in the
Medicare program, which previously had no reimbursement
limits. All hospitals are paid the same fee for patients in the
same diagnostic category regardless of length of stay and
supply costs. Hospitals lose money if the patient’s costs
exceed the DRG payment but make money if the costs are
less than the payment. The incentive to deliver more cost-
effective care within the DRG payment system lies with the
hospital. Effective discharge planning and nursing involve-
ment in maintaining quality but cost-effective care are
essential in this payment system.

Medicaid

The Medicaid payment system was also created in 1966 to
provide health insurance as part of the Social Security Act
for low-income or disabled persons under 65 years of age
and their dependent children. Some low-income people over
65 years of age may also qualify. Medicaid funding comes
from federal, state, and local taxes. Medicaid benefits vary
from state to state.

Managed Health Care

There are a variety of organizations that consist of groups
of health-care providers who provide all or most of the
health care required for a group of people in an effort to con-
tain costs. Health maintenance organizations (HMOs) were
first begun in the 1930s, but did not flourish until the 1970s.
Their emphasis is on wellness, health promotion, and ill-
ness prevention. Preferred provider organizations (PPOs)
are much newer. A PPO is a network of providers who pro-
vide care to plan members at set discounted rates. The early
movement to contain health-care costs led to the formation
of HMOs and then PPOs. HMOs deliver multiple forms of
health-care services to individuals who enroll in this prepaid
group practice health program. The purpose of the HMO is
to reduce overlapping services and provide quality and cost-
effective care. Healthy patients require fewer services so
preventive care is promoted. PPOs are a method of reducing
costs to businesses that insure employees. Hospitals and
physicians develop a contract with employers to provide
services at a negotiated fee.

oy

LEARNING TIP

To understand what the term managed care
means, reverse the words: Care management.

As managed care is implemented, trends are emerging.
The need for hospital beds is decreasing. Shorter lengths of
stay for more acutely ill patients are being seen. Discharged
patients are requiring more home care for more complex
needs. Home care is rapidly expanding to meet this need.
Case management is a strategy for providing patient care to
ensure that the best patient outcome is achieved while con-
trolling costs. The health-care industry is being challenged

to provide cost-effective care while maintaining quality
health care that meets the needs of the patient.

NURSING AND THE
| HEALTH-CARE TEAM

Nursing is an integral part of the health-care network. Nurses
work as Licensed Practical Nurses (LPNs) or Licensed
Vocational Nurses (LVNs); Registered Nurses (RNs); or
Registered Nurses with advanced practice skills that include
Nurse Practitioners (NPs), Clinical Nurse Specialists
(CNSs), Certified Nurse Midwives (CNMs), and Certified
Registered Nurse Anesthetists (CRNAs). The LPN/LVN pro-
vides direct patient care under the direct supervision of a reg-
istered nurse or physician. Certified nursing assistants are
trained to assist nurses in providing health care to patients.

Nurses work in collaboration with other members of
the health-care team to meet patient health-care needs.
Educational requirements, titles, and duties are described
for some health-care team members. Licensed physicians
provide medical care to patients after graduating from a col-
lege of medicine or osteopathic medicine. Physician assis-
tants after graduating from a physician’s assistant program
work under the supervision of a physician and perform
certain physician duties such as history taking, injections,
and suturing of wounds. Licensed pharmacists complete 5
or 6 years of college and dispense medications from pre-
scriptions, consult with physicians, and provide medication
information to patients. Social workers usually have a mas-
ter’s degree in social work and treat psychosocial problems
of patients and their families. Dietitians provide nutrition
information, analyze nutritional needs, and calculate special
dietary needs. Licensed physical therapists complete a col-
lege physical therapy program and assist patients in reduc-
ing physical disability, bodily malfunction, movement
dysfunction, and pain through evaluation, education, and
treatment. Physical therapy assistants, whose educational
requirements vary, may complete 2 years of education and
be licensed and then work under the supervision of a physi-
cal therapist. Respiratory therapists have a 2-year college
degree, may be registered (RRT), and work with patients
who have respiratory problems. Respiratory therapy techni-
cians have 1 year of education, may be certified (CRTT),
and work under the supervision of a respiratory therapist to
provide respiratory care. Occupational therapists complete
a bachelor’s or master’s program, may be registered (OTR),
and assist patients in restoring self-care, work, and leisure
skills from developmental deficits or injury. Health unit sec-
retaries manage the clerical work. Student nurses are
enrolled in a nursing program and work under the supervi-
sion of nursing faculty in the clinical setting.

LEADERSHIP IN
| NURSING PRACTICE

Leadership skills are necessary for the LPN/LVN to effec-
tively guide patient care and achieve goals. Leadership
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involves decision making, communicating, motivating, and
guiding others. The leadership process seeks to change
behaviors in others in order to accomplish goals.

Anyone who influences others to achieve goals is a
leader. Effective leaders must be knowledgeable in the man-
agement process and able to make decisions. They should be
role models and an inspiration to others. Positive thinking
and the use of humor are valuable assets of good leaders.
Ultimately leaders must earn the respect of their co-workers
to be successful. In order to prepare for a leadership role,
you should understand and apply the following principles of
leadership.

Leadership Styles

There are three leadership styles: autocratic, democratic,
and laissez-faire.

Autocratic Leadership Style

An autocratic leader has a high degree of control. Almost no
control is given to others. In autocratic leadership, the leader
determines the goals and plans for achieving the goals.
Others are instructed what to do but are not asked to provide
input. The group usually achieves high-quality outcomes
under this style of leadership. This is an efficient leadership
style for situations when decisions must be made quickly as
in an emergency such as evacuation of a building or a code
for cardiac arrest.

Democratic Leadership Style

A democratic leader has a moderate degree of control.
Others are given some control and freedom. In democratic
leadership, participation is encouraged in determining goals
and plans for achieving the goals (Fig. 2.2). Decisions are
made within the group. The leader assists the group by steer-
ing and teaching rather than dominating. The leader shares
responsibility with the group. The group usually achieves
high-quality outcomes and is more creative under this style
of leadership. This is an efficient leadership style for most
situations. Group members are more satisfied and motivated
to achieve goals because they are active participants.

FIGURE 2.2 Group participation in decision making.
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Laissez-Faire Leadership Style

A laissez-faire leader exerts no control over the group.
Others are given complete freedom under this leadership
style. With laissez-faire leadership, no one is responsible for
determining goals and plans for achieving the goals. This
produces a feeling of chaos. If decisions are made, the group
makes them. Very little is accomplished under this leader-
ship and the quality of outcomes is poor.

Management Functions

There are five major components in the management pro-
cess. They include planning, organizing, directing, coordi-
nating, and controlling.

Planning

The first step of the management process is planning. A plan
must be developed to ensure that desired patient care out-
comes are achieved. To formulate the plan, desired out-
comes or problems are identified and data are collected
about them. Alternatives or solutions are considered using
the collected data and input from others. A decision is then
made about the best option or course of action. The leader
should ensure that the choice is realistic and can be imple-
mented. Involving others in the planning and decision-
making process from beginning to end can assist in greater
acceptance at the time of implementation.

Organizing

The purpose of organizing, the second step in the manage-
ment process, is to provide an orderly environment that pro-
motes cooperation and goal achievement. Providing a
framework for goals and the activities that accomplish them
is the initial step in organization. Policies and procedures
provide this framework as well as guidance for those carry-
ing out tasks designed to accomplish the organization’s
goals.

Directing

Making assignments is the primary function of directing.
Nurses make assignments for patient care. One person, usu-
ally the nurse in charge or the team leader, makes the assign-
ments. State Nursing Practice Acts define who can make
assignments and delegate care. Communication is important
in directing. Assignments must be clearly and specifically
stated. The individual making assignments must be sure that
they are correctly understood and should seek out the receiv-
ing person for clarification. Effective directing can be
accomplished by providing verbal and written assignment
information, making requests rather than giving orders, and
giving instructions as needed.

Coordinating

Coordination is the process of looking at a situation to
ensure that it is being handled in the most effective way for
the organization or coordinating services for a patient. The
nurse may assess a particular activity or issues related to
patient care assignments. In a long-term care facility, for
example, the nurse may want to review skin assessment and
care throughout the facility to see if it is being done consis-



Copyright © 2007 by F. A. Davis.

16 Understanding Health Care Issues
Assign
responsibility
for CQl
Commuﬂlcate Describe
fesults scope of care
Reevaluate Identify important
action aspects of care
Develop and Determine
implement action measures
plan if needed of quality
Evaluate data Set threshold

and the set for acceptable

threshold Collect ? evaluation
ﬁ data

FIGURE 2.3 A continuous quality management model.

tently and uniformly. If a concern is found, problem-solving
techniques are used.

Controlling

The final phase of the management process is controlling to
evaluate the accomplishment of the organization’s goals.
Continuous quality improvement is linked with controlling.
If the organization’s efficiency or ability to reach its goals is
impaired, the use of the continuous quality improvement
model can facilitate correction of the concern (Fig. 2.3).

Leadership and Delegation
for the LPN/LVN

LPN/LVNs are leaders and managers for the care of the
patients to whom they are assigned under the supervision of
a registered nurse, physician, or dentist. Beyond this appli-
cation of a leader and manger role for the LPN/LVN, state
nurse practice acts specify if the LPN/LVN can assume
other leader or manager roles. Within this dependent role,
some application of delegation may be allowed.

LEARNING TIP

Review your state nurse practice act. Does your
state allow LFN/LVNs to delegate? If so, to whom
and what can be delegated?

Delegation is the act of empowering another person to
act. Delegation occurs in a downward manner, meaning RNs
delegate to LPN/LVNs and unlicensed assistive personnel
(UAP) and LPN/LVNS, in certain circumstances, delegate to
LPN/LVNs and UAPs (see below). When delegation occurs,
responsibility for the care is transferred to the delegate but
accountability for the care remains with the delegator.

The LPN/LVN might function as a team leader or
charge nurse primarily in the long-term care setting, requir-

ing some use of delegation to UAPs. When the LPN/LVN
acts as a team leader or charge nurse, a registered nurse del-
egates the authority to provide supervision and delegation of
tasks. Team leaders are responsible for the coordination and
delivery of patient care to each of the patients assigned to
the team. They assess the patients assigned to the team to
plan appropriate care and contribute to the nursing care plan.
Team leaders receive information from team members and
communicate patients’ needs to appropriate individuals.
Since team leaders guide patient care provided by the team,
they must be knowledgeable about safety policies, patients’
rights, and the accountability of being a team leader. All
patients are entitled to quality care and treatment with dig-
nity and respect. The team leader is accountable for all care
provided by the team. Supervision involves initial direction
for the task and then monitoring of the task and outcome at
intervals. At the end of the team’s work shift, team leaders
are responsible for transferring patient care to the oncoming
team. This transfer of care is accomplished by reporting the
patient’s condition, status, and needs to the oncoming team
leader (Fig. 2.4). Institutional policy specifies whether the
RN or LPN/LVN communicates the report.

Within the leadership role, the LPN/LVN must decide
when delegation would most benefit the situation and the
patient. The nurse must follow the state practice act and the
scope of practice when making any decisions regarding del-
egation. Consult the charge nurse, team leader, and nurse
practice act for your state when deciding if delegation is
appropriate. Ultimately, the nurse must ask several impor-
tant questions to determine when delegation would best ben-
efit the situation. These questions include:

* Does the state practice act allow for delegation in

this situation?

* Is the person whom I am delegating to have the

knowledge and education to perform this skill and
is it documented for me to have access to make the
decisions regarding delegation?

FIGURE 2.4 Communication of the patient’s status when trans-
ferring the patient’s care to another team leader.
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* Would it benefit the patient if I delegated this skill
to the support person?

Delegation Process

Delegation is a complex process. When delegation is
considered, the following steps should be considered that
encompass the decision to delegate, what to delegate, and to
whom delegation can be made:

1. Know your state practice act rules for delegation.
The LPN/LVN scope of practice usually does not
provide for the legal authority for the LPN/LVN to
delegate. However, some state board rules allow
LPN/LVNSs to delegate tasks that are within the
LPN/LVN’s scope of practice as long as the RN
has given the LPN/LVN the authority to delegate
the tasks.

2. Identify the skills of the person to whom you may
delegate to determine if he or she has the knowl-
edge and ability to carry out the task. When select-
ing a delegatee for a particular task, consider if
there is potential for harm to the patient during the
task, whether it is a complex task that will require
problem solving, how predictable the outcome is,
and how much interaction with the patient is
needed. Match the skills and talents of the delega-
tee to the task being delegated. Remember, nursing
judgment can never be delegated.

3. Use The National Council of State Boards of
Nursing’s five rights of delegation for the decision-
making process for delegation.? Following these
guidelines will give you a framework for your
decision-making process and comfort in knowing
you utilized them to make good choices.

» Right task—is it appropriate to delegate?

* Right circumstances—is this situation safe and
appropriate for delegating?

» Right person—is this delegatee the appropriate
person for the task and this patient’s needs?

* Right communication—is there clear understand-
ing between you and the delegatee for terms
used, communication, and reporting needs?

* Right supervision—is it defined how and when
direct supervision will occur?

Delegation requires trust. You should be comfortable
with your delegatee and know that you understand each
other’s methods of communicating so that miscommunica-
tions do not occur.

When you first begin your career, the process of dele-
gating may seem difficult. As with any skill, it takes practice
to feel confident in carrying out the process.

CAREER OPPORTUNITIES
| FOR LPN/LVNS

Today, LPNs can choose to work in a variety of settings in
acute care or long-term care or expand their roles through
additional education. Many schools provide for an acceler-
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ated educational tract for LPN/LVNs seeking to become reg-
istered nurses with either an associate degree or a bachelor’s
degree. Advanced educational opportunities include a mas-
ters degree in nursing or a doctor of philosophy degree.
Check with colleges/universities to see which program
would best meet your needs for continuing your education.
Other career opportunities include massage therapist or
roles previously mentioned in the chapter. Travel nursing is
one of the fastest growing areas within the health-care deliv-
ery system. It is an exciting way to see the world while
working. Since licensure in other states is required, you
should check these requirements with travel nursing agen-
cies if you are interested in travel nursing.

The LPN/LVN of today must be equipped with knowl-
edge and skills to be able to sufficiently function within a
health-care delivery system. An understanding of leader-
ship, delegation, and career opportunities will provide a
basis to begin your journey in practicing as a LPN/LVN. We
wish you well on your journey!

| ETHICS AND VALUES

Preamble

... just because we are able to do something does not
mean that it is right to do it. Moreover, what is possible
and even legal might not be ethical. Therefore, we must
ask, especially regarding the new science: Is it right? Is
it ethical?

MARGARET SOMERVILLE, THE ETHICAL CANARY, XIIP

The term “ethics” itself is a branch of philosophy that
seeks to understand the nature, purposes, justification, and
founding principles of moral rules and the systems they
comprise.* We know that every society has a fairly regulated
set of moral rules or guidelines that secure the boundaries of
what is considered acceptable behavior. Often these rules
are about behavior. Such examples of behaviors are:

* Harming other people (e.g., homicide, rape, theft)

* Concerning oneself with the well-being of others
(e.g., helping others, responding to people in dis-
tress)

* Actions that touch on issues of respect for other
persons (e.g., segregation, using other people for
one’s own ends without concern for their welfare)

Often the rules about such behavior are expressed in
statements about what you ought to do or should do. These
rules fit together, fairly consistently, to form the moral code
by which a society lives.

One of the most exciting and challenging areas of nurs-
ing practice today is bioethics. Bioethics is a branch of
ethics that studies moral values in the biomedical sciences.
In the current practice of nursing, the term bioethics has
come to be most closely associated with ethics in health-
care: life and life choices as affected by health, sickness, dis-
ease, or trauma. Ethics is the study of systems of traditions,
values, and beliefs as they relate to persons and their rela-
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tionships with one another. To use words such as “good” and
“bad” does not give the whole picture. Maybe there has to
be a decision made about a patient and possibly the choice
that we have to make may be the least harmful. What should
we do? and What ought we to do? are part of ethics and we
are responsible for knowing why we might take the intended
action or decision.

Morals or morality are also related to ethics. Some
individuals use the terms ethics and morals interchangeably;
however, morals more specifically refers to our personal val-
ues, the standards set by our own conscience, and our per-
sonal choices of what we consider good and bad, right and
wrong.

Values are standards, ideals, or concepts that give
meaning to an individual’s life. Values are most commonly
derived from societal norms, religion, and family traditions.
They serve as a guide for making decisions and taking cer-
tain actions in everyday life. Individuals can change their
value systems when they experience life-changing events.
Values are not usually written down, but it can be helpful to
make a list of your values and attempt to rank them by pri-
ority. Value conflicts often occur in everyday life and can
force an individual to select a higher priority value over a
lower priority value. For example, a nurse who values both
her career and her family may be forced to decide between
going to work or staying home with a sick child.

Values exist on many different levels. Individuals have
personal values that govern their lives and actions. Many
groups and organizations have values that may or may not
be identical to personal values. When a person becomes a
member of a group or organization, he or she agrees to
accept the values of the group. Examples of groups include
clubs, churches and religious organizations, political parties,
and professions. The values of a profession are usually out-
lined in a code of ethics. Failure to adhere to a code of ethics
of a profession may be an indication that the individual
really does not want to belong, or possibly cannot belong, to
that group. Society as a whole has values. As a member of a
society or country, an individual accepts the values of that
culture. Finally, societal values may change with the adop-
tion of new laws.

Ethical issues surround us throughout our entire life-
time. Bioethical issues are particularly prevalent in our pro-
fessional lives for several reasons. Health care has the
potential to affect us and our patients at every milestone of
human development. Life and death issues and decisions
can be especially difficult for health-care professionals, who
may be faced with these issues every day. Today’s sophisti-
cated technology and complex treatments, which are
advancing exponentially, present other challenges. When
sophisticated interventions are available, one obvious ethical
question is, should we use them? Ethical issues are raised
when the organization of health-care delivery systems
becomes more complex as mergers and alliances come and
go. Despite the large percentage of our country’s wealth
dedicated to health care, financial resources are not unlim-
ited. How those resources are allocated can be troublesome,

with the needs and desires of many different groups and
organizations competing for a slice of the pie.

Although bioethical issues abound, not all issues are
problems and not all ethical problems make headline news.
Nurses are involved in ethical decision-making every day
that may not become problems. A promise might be
extended to return to the patient and assess whether or not
the pain medication was effective. Patients might share
information that they want to remain confidential. A family
agrees to a “do not resuscitate” (DNR) order for their loved
one when they believe there is no hope for recovery. A
young man in the prime of life is given cardiopulmonary
resuscitation (CPR) when he suddenly goes into respiratory
failure on the day of his proposed discharge. These exam-
ples usually are not problems but, depending on the situa-
tion, can develop into ethical dilemmas.

An ethical dilemma is created when:

* The required moral action is not clear

¢ Individuals in the situation do not agree on the pro-

posed solution

* Neither of the available choices seems to offer a

“best” option

It should be borne in mind that although while clinical
decision making has been seen traditionally as the responsi-
bility of the doctor, the consequences of those decisions fall
largely on the nurses who are caring for such patients.

Potential solutions may appear to be equally good or,
worse, equally risky: A promise cannot be kept; information
cannot remain confidential; DNR orders may not be accept-
able for some individuals. Not every patient should be the
recipient of CPR endeavors, even those who are very young.
When patients are conscious, their choices are usually
respected, but on occasion even that premise can be difficult
to apply. Often groups of individuals must work together to
resolve a conflict that occurs if there is disagreement
between physicians and families, nurses and physicians, or
among family members.

A basic mastery of several elements enhances your
ability to perform competently when bioethical issues pre-
sent themselves and decision making is the focus.
Understanding the ethical component of your nursing role is
a first step. Discovering how your personal value set influ-
ences your nursing practice. Acquiring knowledge about
relevant ethical material is also essential. An ethical deci-
sion-making process is a useful tool for examining ethical
dilemmas. Together these elements provide a foundation
from which you can begin to explore the meaning of
bioethics in nursing practice today. For more information
about bioethics, visit the America Journal of Bioethics
Online at http://www.ajobonline.com or try The Center for
Bioethics and Human Dignity at http://www.cbhd.org

Ethical Obligations and Nursing

As a nurse, you are an invaluable member of the health-care
team. Members of the team contribute to patient care
according to their educational preparation and assigned
responsibilities. A common goal among all health team
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members is to provide holistic care to the patient because
not only is the individual’s mind, body, and spirit affected by
disease or trauma, the disease process impacts upon the
patient’s family and community. A central component of
that holistic care encompasses your responsibility to prac-
tice ethically.

In addition to practicing within the law, nurses have
ethical obligations related to the law. First, if the law is con-
sidered unethical or has serious limitations, a basic moral
obligation of the nurse, if not the health-care profession as
a whole, is to make an effort to change that law. As a by-
product, laws can sometimes unfairly affect health care in
relation to accessing, services, subsidizing health care, or
allocating health care dollars. Laws sometimes can be
unethical because they are enacted based on power, author-
ity, and political influences rather than high moral standards.
Laws are created to reflect current common ethical beliefs
(e.g., do not kill, do not steal) and values. However, in a
democratic society with a diverse population such as in the
United States, there are serious questions about the degree to
which society should enforce moral behavior through the
law and vice versa.

Nursing Code of Ethics

Some of the major ethical obligations of nursing practice are
addressed within the nursing code of ethics. As a profes-
sional guide for ethical practice, the National Association
for Practical Nurse Education and Service (NAPNES)
developed a code of ethics for the licensed practical
nurse/licensed vocational nurse (LPN/LVN). Like all codes
of ethics, this code is an important document because it is a
public statement of the basic ethical principles and standards
for LPN/LVNs. An organization’s code of ethics should be
supported by the majority of its members. The code should
provide guidance for appropriate decision-making based
upon the laws and expectations of that time. A code of ethics
also provides a base for professional self-evaluation and
reflection regarding ethical practice.’ Finally, the code of
ethics is the tool by which the public can hold the profes-
sional accountable.

A code does not dictate a particular action, nor is it a
legal document, although the code should not be in conflict
with the law. The code is not enforced by any organization,
and no punishment exists if a nurse fails to adhere to it. A
code must be interpreted because it usually contains broad
statements, but it does serve as a general guideline for pro-
fessional ethical issues. Over time, the opinion of society
changes and, as such, the codes are revised and updated.
Although the Hippocratic oath (400 BC), the earliest Western
code of ethics for physicians, contains fundamental moral
advice, the passage of time and the occurrence of notable
events make it incomplete for medical practice today.
Changes in society prompt us to examine the profession’s
ethical standards and update them appropriately. There are
several websites that offer information and guidance. The
most important website for nurses is the American Nurses
Association website (http://www.nursingworld.org/). This
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website has a section that is entitled “The Centre for Ethics
and Human Rights” dedicated to current statements on ethi-
cal dilemmas that contains the code of ethics for nurses.
This can be found at http://www.nursingworld.org/ethics/
code/protected_nwcoe303.htm

Virtues

Particular ethical obligations can be summarized in the form
of virtues. Each individual is endowed with specific charac-
ter traits. As we grow, develop, and experience life, we
acquire certain other character traits. Virtues are character
traits most often associated with one’s values and morality
or conscience and are different from the skills that we
acquire as nurses. Skills are used to implement various
actions, something we do, whereas virtues define who we
are. The Nightingale Pledge is implicit in its expectation of
certain virtues possessed by graduating nurses. Such virtues
include faith, loyalty, trustworthiness, and temperance.®
These are all ideal traits, and although we may strive to act
as virtuous persons, we are human and may not always suc-
ceed. The code of ethics specifically invokes faithfulness
and respect for patient choice and acts as a constant
reminder to that high standard to which we should always
strive to maintain.

In addition, it should be remembered that virtues are
related to roles and responsibilities and are therefore time
dependent. For example, in the early decades of organized
nursing in the United States, nurses occupied a handmaiden
role relative to the physician. Obedience to the physician
was considered a virtue, but such obedience is no longer
held as a virtue by nurses.

FIDELITY (ALSO A PRINCIPLE). Fidelity is the
obligation to be faithful to commitments made to self and
others. In health care, fidelity includes faithfulness or
loyalty to agreements and responsibilities accepted as part
of the practice of nursing. It also means not promising
a patient something that one cannot deliver or what they
do not control (for example, a patient asks not to be
resuscitated if they have a cardiac arrest, but the physician
has not been consulted). Fidelity is the main support for the
concept of accountability, although conflicts in fidelity
might arise because of obligations owed to different
individuals or groups. For example, nurses have an
obligation of fidelity to the patients they care for to provide
the highest quality care possible, as well as an obligation of
fidelity to their employing institution to follow its rules and
policies. Nurses can have an ethical dilemma when a
hospital’s policy on staffing creates a situation that does not
allow the nurses to provide the quality of care they feel is
necessary.

Maintaining a patient’s privacy and confidentiality is
related to fidelity (Fig. 2.5). Privacy and confidentiality may
or may not be explicit promises. Nurses are obligated to
only discuss the patient under circumstances in which it is
necessary to deliver high-quality holistic health care such as:

* When given specific instructions to do so by the

patient
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FIGURE 2.5 Maintaining privacy is a patient right and conveys
caring to the patient.

* When there is the grave possibility of harm coming
to either the patient or others

* When legally mandated to do so

Confidentiality also includes the necessary communi-
cation of information through the posting of unit census
and various schedules for tests, procedures, or special exam-
inations (operating room, physical therapy, radiology), stor-
age and access of patient information through computers,
and the transmission of patient information via fax
machines. Many individuals have legitimate access to the
patient’s chart in addition to direct caregivers: faculty mem-
bers in the course of making student assignments, accredit-
ing agencies, risk managers, quality assurance personnel,
insurance companies, and researchers. Each is obligated to
maintain patient confidentiality to the extent that concealing
information:

* Does not compromise mandated reports (communi-

cable diseases or gunshot wounds)

» Considers various releases already granted by the
patient (such as when insurance coverage was
obtained)

* Ensures gathering data in the aggregate without
identification of specific patients (research or insti-
tutional statistics)

Other forms of necessary communication include regu-
lar shift changes and case conferences. Care should be taken
to hold these information-sharing events in settings where
the discussion remains private.

VERACITY. Veracity is the virtue of truthfulness. Within
health care, it requires health-care providers, whenever
possible, to tell the truth and not intentionally deceive or
mislead patients. As with other rights and obligations, there
are limitations to this virtue. The primary limitation occurs

when telling patients the truth would seriously harm their
ability to recover, or when the truth may produce greater
illness (this can be considered under the principle of
nonmaleficence or doing no harm, which finds its origins in
the Hippocratic Oath). Another difficult situation may be
created in relation to diagnostic information. Although
giving diagnostic information is the responsibility of the
physician or registered nurse (RN), LPN/LVNs sometimes
find themselves caught in situations in which they must deal
with patients’ questions. If LPN/LVNs feel uncomfortable
about reinforcing physician or RN explanations about
unpleasant information, they may avoid answering patients’
questions directly. However, patients do have a right to
know this information.

INTEGRITY. Integrity is a holistic, unwavering moral sense
of self. Each individual has a cluster of values, beliefs, and
traditions that form the basis for moral decision making; in
a sense, the conscience. This sense of self can be com-
promised when the nurse is requested to act in a manner that
requires setting aside or acting against values, beliefs, or
traditions. The nurse who believes in the sanctity of life and
that human life begins at conception, may not be able
to maintain integrity if required to participate in abortion
procedures. However, this nurse also has the responsibility
not to accept a professional position where abortion is an
issue, as a nurse cannot abandon a patient in need of nursing
services. The nurse with integrity is faithful to professional
responsibilities and obligations.

COMPASSION. Compassion or caring is a central virtue in
nursing. Some label this empathy and connect it to the
ability of a nurse to identify with a patient’s suffering, pain,
or disability. The difference between the two virtues is that
in compassion, the nurse wishes to alleviate discomfort.”
Patients are comforted by the compassionate nurse, and such
nurturing can assist in the healing process. A nurse without
any emotion robs patients of the full potential for healing
that is only possible when all parties are actively engaged in
all aspects of the relationship. Compassion should not be so
dominant that it clouds judgment and prevents effective and
efficient provision of nursing services. Compassion, in order
to be effective, needs to be tempered with rationality.

DISCERNMENT. Discernment has been described as
practical wisdom or common sense. This is the ability to
understand, to have insight into the hidden, as well as the
obvious elements of a situation. A nurse who has a
discerning approach is one who is sensitive to the patient’s
actions and responses and does not necessarily accept what
is seen at face value. Verbal, nonverbal, and subconscious
communication, as well as concrete signs and symptoms, all
contribute to the overall evaluation of the patient by the
discerning nurse. This is sometimes translated as practical
wisdom because this type of nurse has a depth of
understanding of patients that leads to the selection of the
appropriate action, which in turn is implemented in a caring
manner. It can be argued that possessing a discerning nature
is a product of experience and knowledge, for in nursing it
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is not enough to act upon gut instinct but to base opinion and
action upon accepted approaches.

TRUSTWORTHINESS. It is vital that as health-care
workers we inspire confidence in the patients we care for.
We need to be considered trustworthy in order to have a true
partnership with our patients. Sometimes, certain nurses
may be preferred by patients because they convey a sense of
confidence with the care they provide, and when one thinks
that in many situations, patients’ lives are truly in the nurse’s
hands, this preference is well grounded. When a patient feels
that a nurse is worthy of their trust, an ease develops within
the relationship that decreases stress and anxiety that
diagnoses and treatment plans often bring. As a result, the
patient develops more effective coping mechanisms. Indeed,
studies have shown that it is the erosion of trust that is cited
as a major factor in the escalating lawsuits that have been
initiated against health professionals.

RESPECTFULNESS. Respectfulness is an attitude of a
nurse toward the patient that indicates valuing that patient
and their feelings as a unique individual. All patients should
be treated with dignity and their autonomy acknowledged.
Nurses are obligated to make an effort to identify their own
biases and prejudices and work to avoid stereotyping and
“isms” in patient relationships (e.g., classism, sexism,
racism, ageism, and ethnocentrism), as well as eliminate
discrimination based on religion, sexual orientation, or
disability. Attentiveness to bias and discrimination is not
limited to private interactions, but nurses are also
responsible for drawing attention to unacceptable statements
or negative actions that reflect disrespect for race, religion,
gender, class, age, culture, sexual orientation, or disability in
any health-care situation.

Rights

Rights represent at least two ways to think about what we
are owed or what we deserve. Harris (2001) puts forward the
position that if all people are considered valuable and equal,
then it follows that there are rights possessed by people by
virtue of their humanity.* These basic rights could be trans-
lated into goods and services (such as the right to clean
water, the right to food). These are positive rights, and
because something needs to be provided, there is a respon-
sibility for someone to furnish these items. Second, other
rights can be determined to protect us (e.g., right to privacy,
right to self-determination). These are negative rights pre-
venting some action that would intrude on our lives or pre-
vent us from acting as we choose.

Laws guarantee some rights. Others are moral rights
based on values and ethical principles but are not enforce-
able by law. “Basic human rights” is a common phrase that
we hear when discussing the condition of various people
around the world, especially when those rights are compro-
mised. The United Nations has a document, “The Universal
Declaration of Human Rights,” that serves to represent what
all people should be provided with or protected from.

In health care, there are increasingly heated discussions
about rights of patients. It is true that in the past, patients
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were seen simply as passive recipients of whatever treat-
ments or actions professionals determined necessary for
their conditions. Now, professionals recognize patient
autonomy and patients’ active participation in health care.?
The American Hospital Association (AHA) first devised a
patients’ bill of rights in 1973, which formally began recog-
nition of what patients are entitled to but may not always
receive. The revised bill includes statements on confiden-
tiality, informed consent, and the right to refuse treatment.
The 2005 version can be found at http://www.aha.org/aha/
ptcommunication/partnership/index.html. It is an easy to
understand brochure entitled “The Patient Care Partnership:
Understanding Expectations, Rights and Responsibilities.”
The brochure is available in multiple languages. Many
health-care organizations followed the patient bill of rights
with other more specific bills of rights, such as those devel-
oped by nursing homes and veterans’ hospitals.

In bioethics many issues can be framed within a rights
context. An important rights issue is whether people have a
“right” to health care. Such a right is discussed at every level
of society, from local governments that determine services
they will provide in city clinics and public schools to the fed-
eral government, which periodically grapples with the
debate on national health insurance. Another prominent dis-
pute is the “right to die” with dignity, which is arousing more
interest as the largest cohort (the “baby boomers”) edge
toward the later decades of life. Combined threats of the loss
of autonomy and the possibility of being subjected to end-
less, painful technological interventions while dying right-
fully substantiates such concerns. By contrast, the “right to
life” is another central concept in our society as groups
organize politically to prevent abortions and overturn the
Roe v. Wade decision of the Supreme Court.? This right also
extends to discussions of reproductive rights and the health
care of pregnant women. These are but a few examples of
rights issues and potential conflicts. Others can be identified
as various areas in medical surgical nursing are explored.

Building Blocks of Ethics

The discipline of ethics, especially health-care ethics, pro-
vides us with useful tools and knowledge that can assist us
when we encounter difficult situations. The professional’s
understanding of basic concepts, presented here in the form
of ethical principles and ethical theories, helps specifically
target the ethical components of the problem. Principles and
theories offer frameworks for ethical problem solving.
However, knowledge about “ethics” cannot in itself provide
all the answers to a problem or dilemma. What such knowl-
edge does do is assist us in focusing upon the ethical aspects
of each case. When we apply appropriate ethical rationale in
our problem solving, we become grounded within this ana-
lytical framework. Such frameworks have the ability to
make us look at many facets of an ethical problem, and pre-
senting a particular position relative to a situation or describ-
ing values, beliefs, and traditions using these common
ethical terms helps clarify discussions and possibly prevents
escalating arguments. When one becomes familiar with
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health-care ethics, problems with communication, manage-
ment of the unit, and legislation or the law can more easily
be separated from the ethical dimension and resolved in
their own problem-solving session.

Ethical Principles

Ethical principles derive from moral theory and have two
purposes. The first is to provide some framework for soci-
ety’s moral conduct. Second, they enable us in taking con-
sistent positions and approaches to moral dilemmas. Ethical
principles can be found in many professional codes of
conduct. The ethical principles that are widely used when
examining bioethical and health-care dilemmas include
autonomy, beneficence, nonmaleficence, and justice. Given
these ethical principles’ prominence in the bioethical litera-
ture, a basic understanding of them is necessary.

AUTONOMY. According to ethicists (and. e.g., be-
haviorists, social scientists, psychologists), what makes
human beings different from nonhumans is that people have
dignity based on their ability to choose freely what they will
do with their lives. Autonomy is the right of self-
determination, independence, and freedom founded on the
notion that humans have value, worth, and moral dignity.
Autonomy in health care refers to those individuals who are
considered capable and competent making health-care
decisions for themselves. Health-care providers do not have
to agree with such decisions, but we must respect the
autonomy of the person making that choice. Preventing
patients from making autonomous decisions or deciding for
patients without regard for their preferences is paternalism.
Autonomy also encompasses the professional’s self-
determination and freedom.

Autonomy, as with most rights, is not an absolute right,
and under certain conditions, limitations can be imposed on
autonomy. Generally, these limitations occur when an indi-
vidual’s autonomy interferes with the rights, health, or well-
being of others. For example, patients generally have an
autonomous right to refuse any or all treatments. This
autonomous right is guaranteed by federal legislation known
as the Patient’s Self-Determination Act. However, in the
case of contagious diseases that affect society, such as tuber-
culosis (TB), an individual can be forced by the health-care
and legal systems to take medications to cure the disease.
Individuals can also be quarantined to prevent the spread of
disease.'?

BENEFICENCE. This principle proposes that one must
take a positive action that does good for another and act in a
way that will prevent harm to others. Within health care,
beneficence is the principle of considering and offering
treatments that are likely to provide relief.!" At this point, it
should be mentioned that the provision of good care means
not just the provision of a technologically competent care of
patients, but care that includes a respect for the patient’s

autonomy: auto—self + nimos—rule
beneficence: bene—good + facere—to do

beliefs, feeling, and wishes, as well those of their family
and significant others. A common problem encountered
when applying the principle of beneficence, is just what is
good for another and who is the best person to make this
decision.

NONMALEFICENCE. Nonmaleficence, one of the oldest
obligations in health care, dating back to the Hippocratic
Oath (400 BC), is related to beneficence and in a sense it is
the opposite side of the coin as it is difficult to speak of one
concept without mentioning the other. According to
Burkhardt and Nathaniel,'? nonmalificence

... requires us to act in such a manner as to avoid caus-
ing harm to patients. Included in this principle are
deliberate harm, risk of harm, and harm that occurs
during the performance of beneficial acts.

It is the requirement that health-care providers do no
harm to their patients either intentionally or unintentionally
(which can be quite difficult!). In current health-care prac-
tice, the principle of nonmaleficence may be intentionally
violated in order to produce a greater good in the long-term
treatment of the patient. For example, a patient may undergo
a painful and debilitating or mutilating surgery to remove a
cancerous growth, thereby avoiding death and prolonging
life.

By extension, the principle of nonmaleficence also
requires a nurse to protect from harm those who cannot pro-
tect themselves. This protection from harm includes groups
such as children, the mentally incompetent, the uncon-
scious, and those who are too weak or debilitated to protect
themselves.

JUSTICE. Justice is based upon the principle of fairness and
equality. Concerns for justice may focus upon how we treat
individuals and groups in society (psychologically, socially,
legally, politically). How we distribute material resources
such as health care (distributive justice) and burdens (taxes)
equitably, and the appropriate compensation to those who
have been harmed. When the patient makes an appointment
for 9 a.m. at the outpatient clinic and his or her neighbor
makes a 10 a.m. appointment, each expects to be seen by the
primary care provider at the designated time unless some
emergency prevails. Unequal treatment would result if a
walk-in who has no pressing problem is seen by the provider
in place of the 9 a.m. appointment, forcing each subsequent
appointment to be delayed beyond the prearranged time.
Distribution of material resources can be complex because it
involves not only benefits (what we receive) but also burdens
(what we may be taxed for but then do not receive). Burdens
are not just monetary, but also include such factors as the
unequal participation of individuals in medical research and
the sacrifices family members make when caring for
disabled individuals in the home.

One of the most serious limitations of these principles
is the lack of any built-in priority when applying them to an

nonmaleficence: non—not + maleficentia—evil doing
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ethical dilemma. Autonomy is not automatically prioritized
over justice or beneficence over nonmaleficence. However,
these principles are helpful in categorizing various prefer-
ences and positions when examining a dilemma, and their
categorization can lead to a clarification of various disagree-
ments among participants in the ethical discussion. Working
with principles moves the discussion to a focus on ethics
rather than a particular personal viewpoint or feeling. Such
a strategy can also avoid a power struggle between partici-
pants who simply want to win the argument. An example of
an ethical dilemma is the following scenario. A nurse
attempts to support a patient’s refusal of surgery, while the
physician claims that the patient must have surgery or she
will lose her leg. Realizing that the nurse is arguing the
case from the perspective of the patient’s autonomy (self-
determination), whereas the physician’s desire to perform
surgery is attributable to beneficence (obligation to come to
the assistance of those in need'?), moves the discussion to
one based on conflicting principles rather than conflict
between individuals. From this point of clarification, the dis-
cussion can focus on autonomy and beneficence and the
rationale for the possible prioritizing of one principle over
the other. This strategy does not resolve the dilemma, but it
makes it less personal and forces participants to develop
sound, ethical rationales for their solutions.

Ethical Theories

Ethical theories are concepts that are more complete than
principles for analyzing ethical dilemmas. Such theories are
used to explain variables, guide inquiry, and provide a foun-
dation from which considered and thought-provoking ques-
tions emanate. However, only a brief description is included
here; a more in-depth understanding can be obtained from
other resources, such as the Web links, journals, and many
books on the topic.

Two of the major theories used in bioethics are defined
first, and then a subcategory of theories collectively known
as feminist theories are introduced; finally, recognition of
the relationship of theology or religion to bioethics com-
pletes this section.

UTILITARIANISM. Utilitarian theory is grounded in the
premise that actions are judged right or wrong based purely
upon their consequences and therefore outcomes are the
most important elements to consider in decision making.'*
Right actions are morally preferred if they produce more
happiness or greater benefits than unhappiness or burdens,
and in utilitarianism, each person’s happiness is equally
important. This approach may be used by institutions and
organizations under the guise of cost-benefit ratios. A
hospital that has the responsibility to care for hundreds of
patients is not as concerned with the individual patient who
unfortunately is caught in the bureaucracy of its functioning.
This is not to say that all institutions operate on this theory
at all times, but in general, rules, policies, and procedures
are developed with the majority in mind. There are several
major criticisms of this theory. One is that an individual is
often sacrificed for the good of the majority (often seen in
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wartime). The second is that it can be difficult to predict
outcomes, especially when human nature is involved.

DEONTOLOGY. Deontology is a philosophical theory
requiring human actions and attitudes to be based on duty
and the moral worth of an action (the result) should not be
judged only in terms of its consequences. For example,
health professionals might operate by a rule that indicates
that a moral person never lies. No matter how much the truth
might hurt, the truth is revealed. Another rule might be to
never use people as a means to an end. Translated this means
that regardless of the benefits, individuals cannot be forced
to participate in medical research studies to benefit others.
An individual’s right to voluntarily participate in research
must be respected. Research does not have to benefit the
individual participant as long as this is understood by the
individual. However, the individual cannot be used simply to
meet the investigator’s needs. Acting morally only because
one has a duty to do so, without any consideration of the
outcome, is a serious limitation of this theory.

FEMINIST THEORIES. Feminist approaches challenge
traditional theories in that they focus upon gender bias,
discrimination, and prejudice in addition to the more serious
actions of oppression and violence against women. The rise
of such theories can find their origins in Carol Gilligan’s
original hypothesis that the moral orientation of a person is
associated with their gender. In other words, the judgments
of women are predominantly oriented toward the value of
care and the judgments of men predominantly toward the
value of justice.'?

This view is important because of existing power dif-
ferentials among the providers and recipients of health care,
as well as the previous treatment of normal development,
injury, illness, disease, and dying in women. Current, or
third wave feminist theories are really a group of various
approaches to ethical problems and decision-making rather
than one uniform approach.'® Feminists may use utilitarian
and deontological theories, as well as various other
approaches, to develop a systematic organization of ethical
rules and principles. Some feminist theories focus on femi-
nine attributes (emotional attachment, caring, prominence of
relationships, and connection with people), emphasizing
their importance in ethical decision-making. In general,
those who support this approach observe the devaluing of
these attributes in society. Caring, as an example of one
attribute, is important personally, but supporters recognize
that caring is not systematically rewarded in our society.
Other theories are more politically oriented and concentrate
their energies on developing approaches to ethical decision
making that minimize the subordination and marginalization
of women, whatever other principles they support. For
example, in a liberal approach to ethical decision making,
human beings have a political responsibility to organize and
maintain a particular society based on freedom and the vari-
ous perceived rights that one has. Rules are supposed to pro-
tect privacy. From a feminist perspective, the liberal
approach focuses on making sure that women are included in
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the political processes when such rules are made, helping to
develop a balanced legislation, this serves to shape the com-
munities in which we live. In health care a liberal feminist
approach focuses on providing women with educational and
promotional opportunities for leadership positions in health-
care systems. In leadership positions, it is hoped that women
will use their power and authority in order to make the
health-care system more accommodating for other women.

THEOLOGICAL PERSPECTIVES. Theological perspec-
tives include the many religious traditions represented in our
culture. Religious teachings are key concepts for ethical
decision making for some individuals. In fact, many
individuals consider these teachings as a divine source of
values and morals. Jehovah’s Witness believers’ rejection of
blood transfusions is a common example of how religious
beliefs affect health-care decision making. This religious
group has collected a large amount of information about
blood substitutes and alternative therapies. Leaders of
Jehovah’s Witnesses are prepared to provide education
for health professionals about their beliefs and accept-
able interventions. In another area, a number of religious
traditions oppose abortion, which affects both health
professionals and patients. Euthanasia is an issue addressed
by numerous organized religious groups, which in turn can
affect how patients make decisions regarding end-of-life
issues. One of the difficulties with religious traditions is that
it is not simply the official church teaching that is involved,
but the individual member’s interpretation of that teaching.
Assessment of the importance of this dimension of the
patient’s life is important in the ethical analysis.

Ethical Decision Making

A variety of models and frameworks for ethical decision
making are available. The steps listed in this section are a
combination of several ideas that have been suggested. In its
simplest form, ethical decision making is an informed prob-
lem-solving process. Similar to the nursing process, as dis-
cussed in the first chapter, the steps described in this section
take the user through a set of strategies that assist in
approaching a problem in an organized and systematic man-
ner. Nurses applying these steps use critical thinking skills
in order to be as logical and objective as possible. This is not
to say that feelings and emotions are to be put aside. Indeed
such feelings and associations as bonding, love, commit-
ment, and other sentiments define our humanity. However, a
balanced perspective is the goal, which includes respecting
these feelings without allowing them to overshadow the
process and the outcome. Although making the final deci-
sion may not be easy, the user knows that once these steps
have been completed, the situation has been thoroughly
examined and all viable and reasonable aspects explored
before the decision was made.

Step I: Gather and Verify the Information

Many kinds of information can contribute to an in-depth
understanding of the situation, which provokes an ethical
dilemma. Basically one needs to know who is involved,

what is involved, and the context of the problem. Foremost
is information about the patient—what the patient says
when conscious and competent. Determining competency
itself can be an involved and frustrating process, especially
when there are competing parties involved (e.g., a disagree-
ment in a family about the competency of a parent). The
chart is an obvious resource for clinical data, but so are the
health professionals who are assigned to the patient because
not every individual records all that is known about the
patient. When appropriate, health-care records from previ-
ous hospitalizations may be helpful, as well as charts from
other institutions and agencies. External factors also need to
be included, such as legal aspects, governing policies and
procedures of the institution, and available resources. The
amount of information gathered depends on the time frame
and urgency of the decision.

Step 2: Clarify the Values of All the Participants
The values, beliefs, and traditions of all participants are
important, especially those of the patient, but more so when
the patient is unconscious or incompetent (often called non
compos mentis from the Latin non meaning not, compos in
control, and mentis mind) and a group is attempting to reach
a consensus based on some understanding of the patient.
Advance directives or a living will prepared by the patient
are often helpful as guides when the patient can no longer
express personally held ethical beliefs (see Chapter 16). In
addition, it is important to realize that sometimes the
advance directive of a patient may be the polar opposite of
the wishes of family. For example, a patient with a preexist-
ing condition such as Parkinson’s disease may not wish
aggressive action to be taken and wants to be allowed to die
should he or she have a massive heart attack. The family, not
wishing to let go of their loved one, may fight to keep the
patient alive. Determining the ethical orientation of all par-
ticipants clarifies their perspectives and moves decision
making to a more objective level. Decision makers must be
especially aware of assumptions, stereotyping, biases, and
prejudices related to socioeconomic status, ethnic identifica-
tion, gender, sexual and religious preferences, and other
common characteristics of the participants.

Step 3: Identify the Ethical Dilemma

and the Conflicts in Values

Separating the ethical aspects from the nonethical facets
facilitates the decision-making process. For example, a
conflict can arise as a result of gaps in communication
rather than a conflict of ethical principles. When the com-
munication channels are open and the decision-making
process is transparent, it no longer is an issue. Sometimes
both nonethical and ethical aspects need to be addressed in
a parallel fashion to reach a resolution of the situation. The
importance of various ethical values for each participant
should be explored.

Step 4: Examine Possible Actions and

the Consequences of Each Action

There is no magic number of “possible actions,” but it is
easy to pose solutions at the extremes of possible actions.
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Consider informing the patient as an example. The two obvi-
ous solutions are to tell and not to tell. But in clinical prac-
tice it is not that simple, and it is more useful also to pose
solutions that are between the extremes. Suppose the issue is
a critically injured patient who wants to know the condition
of her spouse and child, who were also in the automobile
accident. Her spouse was killed and her child is in critical
condition. At the moment, her own status is unstable and
telling her might have a deleterious effect on her own health.
Telling her is certainly an option, just one with certain limi-
tations at that time. Not saying anything in response to her
question is a possibility but seems to show a lack of respect
for her dignity as a person and her right to information.
What might be some possible actions in between those
extremes? Is there some response that tells part of the infor-
mation while avoiding the worst part, her spouse’s death?
Even if the partial truths seem unacceptable at first glance,
they ought to be added to the list of possible actions.
Examination of a range of possible actions aids in identify-
ing where the line is drawn for determining morally accept-
able choices versus those not morally acceptable or for
creating a list of each choice’s risks and benefits.

Step 5: Determine the Ethical

Foundation for Each Action

Each action should be based on selected ethical values, prin-
ciples, or theories. Perhaps the code of ethics lends some
support as ethical rationale. One strategy that is proposed on
occasion, especially for an incompetent or unconscious
patient, is an application of the standard of best interest.
The best interest standard involves the determination of what
action is in the best interest of the patient given the informa-
tion that is known about the patient and the situation. Family
members together with health-care providers usually make
the best interest determination. Ideally, this decision is made
in an objective manner, setting aside any special interests of
the family or health professionals. For example, it may be in
the best interest of the patient to be discharged and go home
so that recovery can be optimized in that setting. Family
members themselves may have other goals that make place-
ment in a long-term care facility better for them. Health pro-
fessionals may be pressured by administrative personnel to
simply arrange a discharge, regardless of where the patient
might be discharged to or what might be best for the patient,
because of utilization review and financial reimbursement
considerations. Under the best interest standard, the optimal
placement is in the home because it is considered to have the
best outcome for the patient.

Step 6: Determine the Best Action

with the Strongest Ethical Support

Each action is judged based on its risks, benefits, and sup-
porting rationale. The actions are then ranked in order of
their priority. Strong ethical support for the first priority is
required, as well as a reasonable potential for the action to be
implemented. For example, if placement in a nursing home
after discharge from the acute care facility is considered to
be the best solution for a patient, but there is no room avail-
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able in the potential facilities, that action must be set aside.
If the preferred action fails, it is possible to move to choice
number two. The designation of these priorities does not nec-
essarily mean that their supporting ethical rationale always
results in the same ranking, nor does it mean that principles
or theories are always in opposition to one another.

Utilitarians and deontologists may disagree about the
important principles in decision making. However, it should
not be assumed that different theorists cannot reach a mutu-
ally agreeable decision. Although their rationale for the
decision may differ, the final solution each proposes may
be identical. A case in point involves the relief of pain
and suffering. The deontologist might argue that there is a
duty among health professionals to provide pain medications
and make patients comfortable. This action shows respect
for the value and dignity of the individual. A utilitarian might
argue that pain and suffering should be relieved because
doing so creates a positive outcome: the patient is more com-
fortable without pain and the family is helped too in that they
do not have to watch a loved one suffer. In an even broader
context, the more pain and suffering that is relieved, the
greater the number of patients who benefit. So both theorists
support the same action, but for different reasons.

Even theorists, such as utilitarians, can disagree among
themselves. A classic case involving confidentiality was
solved based on utilitarian concepts, yet both the ruling vote
and the dissenting vote were based on utilitarian princi-
ples.!” The majority opinion of the court indicated that more
good would be created by disregarding confidentiality obli-
gations because overriding the patient’s confidentiality
would have saved the life of a third person who the patient
threatened to murder. The minority opinion of the court
stated that confidentiality should not be breached because it
gave society the message that psychiatrists would not keep
patient confessions secret and therefore would inhibit most
individuals who have psychiatric problems from seeking
professional help.

Step 7: Implement the Action

Needless to say, the selected action needs to be carried out.
Responsibilities for the professionals and others in the situ-
ation can be assigned. Assigning a coordinator for the imple-
mentation of the action, especially if several individuals
have responsibilities for portions of the action, enhances
the potential for success, ensuring that someone will check
on the process of implementation and that the action is eval-
uated.

Step 8: Evaluate the Outcome

We can learn from success and failure. Successful resolution
of an ethical dilemma provides us with knowledge for the
next ethical dilemma. Although no two dilemmas are
exactly alike, selected features of a particular dilemma may
parallel a subsequent situation and assist in solving the new
dilemma. Failures also teach us a lesson. Retracing all the
steps of the ethical decision-making process may provide
insight and greater understanding of what steps of the
process could have been better implemented. Evaluation is
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also important because the next time we confront a similar
dilemma we may not have the luxury of examining the new
dilemma in as much detail. Prior experience enables us to
face new dilemmas more confidently and to determine the
better action more quickly. It is also important when making
important decisions such as these that involve the life and
care of vulnerable populations that absolute transparency
is evident. Patients and family members have the right to
know how and why decisions are made, especially if it is a
resource allocation decision. One caution, however: It is
very important to evaluate the outcome when decisions are
made and the action taken within a limited time frame.

| LEGAL CONCEPTS

To promote harmony, safety, and productivity as members
of a society, we create rules. The rules of society can be
informal or formal. An informal social rule, for example, is
opening a door for someone. A criminal statute (law) is an
example of a formal rule of society. Social rules or codes
promote our social well-being. It would be unsafe to live in
a community that existed without rules. All societies must
require minimum standards of conduct for their members.
Laws are the governmental mandates of a society that define
individuals’ duties to themselves, their neighbors, and the
government. The failure to adhere to laws can result in pun-
ishment that may include imprisonment or monetary fines.

CRITICAL THINKING

Ethical Decisions

1. Identify a health-care—related ethical dilemma you
have encountered as a student. How did you solve
the dilemma? What expert resources did you use?

2. Apply the ethical decision-making model to the
ethical dilemma. How are your decision-making
process and proposed actions different when using
the model?

Regulation of Nursing Practice

Nursing is a licensed health-care profession. Nurses must be
licensed by their state to practice nursing. The rationale for
state licensure is to improve the quality of health-care serv-
ices and to protect the public. As such, state governments
have created licensing boards to establish the entry-level
requirements for nurses. These licensing boards also estab-
lish regulations that define the scope of appropriate nursing
practice for licensed nurses. These licensing regulations are
found in state nursing practice laws and within regulations
that are made by the licensing agency.

The state nursing practice laws and the attendant nurs-
ing regulations establish the parameters within which nurses
must practice to obtain and maintain state license. These
regulations are referred to as administrative laws. These

considerations and mandates can be the basis for discipli-
nary actions by the licensing body. The failure to adhere to
the regulatory mandates of the nursing licensing body can
result in the loss of the privilege to practice nursing.
Unprofessional conduct and conviction of a crime are exam-
ples of possible violations of nursing regulations.

Health Insurance Portability and
Accountability Act of 1996 (HIPAA)

Since 1996, the federal government has regulated the distri-
bution of personal health information. Licensed nurses
along with other health workers are required to follow the
requirements established by the Health Insurance Portability
and Accountability Act of 1996 (HIPAA). This Act creates
civil and criminal liability for health-care workers who
wrongfully disclose an individual’s health information.
HIPAA has created a national standard for the protection of
individual health information. The Department of Health
and Human Services has developed a privacy rule that has,
for the first time, established a basis for the federal protec-
tion of private health information. Licensed nurses must be
sensitive to these legal limitations for the distribution of per-
sonal health information. Depending upon the seriousness
of the violation of the HIPAA standards, one may be sen-
tenced to up to 10 years in prison. HIPAA establishes very
stringent guidelines. Licensed nurses should review their
employer’s HIPAA compliance policies and adhere to them.
For more information on HIPAA and how it impacts health-
care information and workers, please see the United States
Department of Human Services website at www.hhs.gov/
ocr/hipaa.

Nursing Liability and the Law

Liability refers to the level of responsibility that society
places on individuals for their actions. In recent years, this
responsibility has been interpreted to mean the financial
responsibility owed to those who are injured by wrongful
actions. Laws establish liability or responsibility for these
wrongful actions. Following the law is a major part of the
practice of nursing.

Administrative laws establish the licensing authority of
the state to create, license, and regulate the practice of nurs-
ing. Criminal law regulates behaviors for citizens within
this country. Civil law provides the rules by which individ-
uals seek to protect their personal and property rights.

Criminal and Civil Law

All individuals, regardless of their occupations, are required
to obey the criminal laws of the government. Criminal laws
establish the rules of social behavior and define the punish-
ment for the breaking of those rules, which can result in
imprisonment or monetary fines.

Criminal law is different from civil law in the nature of
remedies that are used for punishment. A crime is viewed as
an action taken by an individual against society that the gov-
ernment will prosecute and punish. The breaking of a crim-
inal law may result in criminal punishment and civil
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liability. For instance, an intoxicated driver may go to jail for
a crime and also be held civilly liable for any personal injury
that resulted. Examples of criminal acts are assault, battery,
rape, murder, and larceny.

Civil laws dictate how disputes are settled among indi-
viduals and how liability is assigned for wrongful actions.
For health-care workers, civil liability is a constant concern.
The potential for civil liability is demonstrated by an
increased use of health-care procedures such as diagnostic
testing, which results in higher health-care costs. Civil lia-
bility is a method by which a patient can seek financial
recovery for injuries and losses caused by the wrongful
action or lack of action by a health-care worker.

A civil liability suit begins with the filing of a com-
plaint with a court. A copy of the complaint must be given
or served by the plaintiff to the defendant. A summons,
which is a notice to defendants that they are being sued, is
attached to the complaint. The complaint describes the claim
being made by the plaintiff, and the summons instructs the
defendant that the complaint must be answered within a
specified period, usually 20 to 30 days. Nurses served with
a summons relating to work should notify their employers
and take these documents seriously. The nurse must ensure
that the summons is answered. If the employer does not
answer the summons, the nurse must seek legal counsel to
answer the summons within the specified time. If the nurse
fails to answer the summons and complaint, it may result in
a default judgment, which is acknowledgment of liability.

Civil wrongs caused by the act or omission of a health-
care worker can be physical, emotional, and financial in
nature. The person claiming a civil cause of action and
injury is the plaintiff, and the person alleged to have caused
the injury is the defendant. Lawsuits involving civil wrongs
are called torts. The institution that employs the worker may
also become liable for the acts or omissions of its employ-
ees. This theory of law is called respondeat superior. It is
important for employees to understand that their work may
result in civil liability for their employers.

Civil or tort liability for health-care workers can be
based on intentional actions, unintentional actions, and even
the omission of action. Malpractice may be defined as a
breach of the duty that arises out of the relationship that
exists between the patient and the health-care worker. This
term includes liability that may arise from intentional torts
and unintentional torts. Intentional torts are lawsuits
wherein the defendant is accused of intentionally causing
injury to the plaintiff. Examples of intentional torts are
assault, battery, defamation, false imprisonment, outrage,
invasion of privacy, and wrongful disclosure of confidential
information (Box 2.1 Intentional Torts).

Negligence

An unintentional tort is known as negligence. Negligence
occurs when injury results from the failure of the wrongdoer
to exercise care. This failure to follow due care in the pro-
tection of the person injured is referred to as a breach of
duty. Professionals owe a higher duty of care to their
patients. The failure of a health-care professional to follow

Issues in Nursing Practice 27

Box 2.1

Intentional Torts

Assault Unlawful conduct that places
another in immediate fear of an
unlawful touching or battery; real
threat of bodily harm

Battery Unlawful touching of another

Defamation Wrongful injury to another’s rep-

utation or standing in a commu-
nity; may be written (libel) or
spoken (slander)
False Imprisonment Unlawful restriction of a person’s
freedom
Extreme and outrageous conduct
by a defendant in the care of the
patient or the body of a deceased
individual
Liability when a patient’s privacy

Outrage

Invasion of Privacy

and Wrongful is invaded physically or when
Disclosure of records are released without
Confidential authority

Information

a prescribed duty of care is called malpractice. Profes-sional
negligence, therefore, is referred to as malpractice (Box 2.2,
Components Necessary for a Finding of Negligence). All
professionals, including LPN/LVNs, are responsible for
their own actions whether they are intentional or negligent
in nature. Although the employing agency is also responsi-
ble for the actions of its employees, employees always
remain responsible for their own actions as well.

Limitation of Liability

All professions are concerned with the limitation of liabil-
ity. Some examples of liability limitations are ensuring
patient rights, accurately documenting procedures, follow-
ing institutional policies, acquiring individual malpractice or
liability insurance, pursuing continuing education, and prac-
ticing in accordance with the current standards of the nurs-
ing profession. Some states have enacted tort reform
legislation. Much of this legislation is directed at limiting
liability for health-care professionals and institutions.
Examples of this reform legislation are limitations on the

Box 2.2

Components Necessary for a
Finding of Negligence
* A duty of care owed to patients

* A breach of duty to exercise care
¢ Injury and damages occurring from this breach of duty
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dollar amount allowable for a patient’s damages, shortening
the time in which a patient can file a lawsuit, and requiring
stringent expert medical evaluation of a claim before a law-
suit can be filed.

All patients are entitled to quality care and treatment
with dignity and respect. To provide quality care and limit
liability, understand and provide the rights your patient is
entitled to and question directions that are controversial,
given verbally, concern situations of high liability, or involve
a discrepancy between the direction and standard policy.
Rights are defined as something due an individual according
to just claims, legal guarantees, or moral and ethical princi-
ples. Welfare rights, also called legal rights, are rights that
are based on a legal entitlement to some good or benefit.
These rights are guaranteed by laws such as the Bill of
Rights and if violated can come under the powers of the
legal system. For example, citizens of the United States have
a right to equal access to employment regardless of race,
sex, or religion. The type of treatment and care a patient has
the right to expect is outlined in the patient bill of rights.
Stay informed on the status of patient rights’ legislation as

1. Factors influencing health care changes include which
of the following?
a. Increasing birth rate
b. Increasing cultural diversity
c. Decreasing elderly population
d. Decreasing population size in America

2. Which of these actions would the nurse correctly inter-
pret as falling within the scope of practice of the LPN/
LVN?

a. Performing an admission physical assessment on a
critical care patient

b. Administering IV push morphine

c. Ambulating a 1-day postoperative patient

d. Developing the plan of care for a newly admitted
surgical patient

3. Which of the following describes how an autocratic
leader makes decisions?
a. Seeks information from all staff members
b. Uses own knowledge to decide
c. Forms focus groups to gather information
d. Forms a staff committee to provide input

4. Which of these situations would be an appropriate

example of a leadership role for the LPN/LVN?

a. Consulting with an RN to modify care for assigned
patient

b. Performing an annual employee evaluation on a
nursing assistant

c. Supervising the RN and LPN/LVN staff on a surgical
unit

d. Interviewing new graduate RN for a staff position

you will be expected to follow it. Knocking before entering
a patient’s room and introducing oneself to the patient are
examples of a patient’s rights.

Documentation is a legal record of your actions.
Document nursing actions based on orders given, as well as
the name and title of the person who gave the verbal direc-
tion. Documentation must be clear, honest, and accurate.
Always practice at a level that is generally accepted by the
nursing profession. Failure to adhere to acceptable practice
standards is cause for concern and can create potential lia-
bility for both you and the health-care institution.

It is important to understand that some employers do
not provide malpractice insurance for their nursing employ-
ees. Always ask an employer exactly who is covered under
the employer’s liability insurance. If nursing employees
are covered, the employer’s insurance provides coverage
from liability only as long as the employee follows the
employer’s work policies. For this reason, employer-
provided liability insurance is not personal liability insur-
ance. As a result, LPN/LVNs often carry personal liability
insurance.

5. As a nurse provides care to patients, it is important to
have an understanding of ethics for which of the follow-
ing reasons?

a. Resources are unlimited and available to everyone.

b. Technological interventions are always desirable.

c. Health-care systems are being simplified.

d. A health crisis can occur at any stage of human
development.

6. The nurse is planning quality care for a patient without
regard to race, ethnicity, and gender. Which of the fol-
lowing ethical obligations does this exhibit?

a. Fidelity

b. Integrity

c. Respectfulness
d. Compassion

7. A patient’s family requests that a feeding tube be
inserted. The patient has an advance directive indicating
that a feeding tube is not to be inserted. As the nurse
and physician consider what is best for the patient in
this ethical dilemma, which of the following principles
is represented?

a. Autonomy

b. Beneficence

c. Nonmaleficence
d. Justice

8. The nurse reviews the advance directive for a
patient who is comatose. Which of the steps in
the ethical decision making process is the nurse
performing?

a. Clarifying the values of all participants.
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b. Examining possible actions and the consequences
of each.

c. Determining best action with strongest ethical
support.

d. Implementing the outcome.

The nurse has a question about how a nursing license
is regulated. In which of the following documents will
the nurse find this information?

a. An institutional policy

b. Nursing ethics code

c. State nursing practice laws

d. National nursing standards

Multiple response item. Select all that apply.
10. In providing professional nursing care, the nurse

understands that the law of negligence requires which
of the following to create liability?
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traditions (tra-DISH-uns)
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Cultural Influences on

Nursing Care

NANCY AHERN

QUESTIONS TO GUIDE YOUR READING

1. What are the meanings of the concepts common to
culture and ethnicity?

2. What are examples of cultural characteristics, values,
beliefs, and practices?

3. What are attributes of culturally diverse patients and
their families and how do they affect nursing care?

4. What data should you collect from culturally diverse
patients and their families?

5. How can you provide a holistic approach to patient
care according to cultural characteristics and attrib-
utes?
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| CASE STUDY

Your clinical instructor has assigned you to provide care to
Mary Williams, a 72-year-old African American woman.
Ms. Williams has diabetes and hypertension (high blood
pressure). She was admitted to the hospital for gangrene of
her left foot. When you enter her room, you find Ms.
Williams anxious and crying. She tells you that she is sched-
uled for surgery later in the day. When asked about her foot,
she tells you that she has been applying a poultice to draw
out the germs but it has not worked yet. She adds that she has
been praying for the cure that she knows will come. As you
are collecting history information about her diabetes, Ms.
Williams admits that her doctor told her to attend diabetes
classes years ago but she stopped going because she didn’t
like what she heard. She quickly changes the subject, want-
ing to talk about nothing but her grandchildren.Your
attempts to complete preoperative teaching are unsuccessful.

Cultural diversity in the United States is increasing.
The United States has become a multicultural society.
Immigration from Spanish-speaking and Asian countries has
resulted in dramatic shifts in census numbers. Table 3.1
illustrates the changes and projections in racial and ethnic
makeup in the United States by the year 2010. As a result,
cultural and ethnic differences between nurses and their
patients are becoming more evident and must be recognized.
Thus there is a need for you to become knowledgeable about
cultures other than your own. This chapter provides you
with the basics of culture and its impact on health promotion
and wellness.

CONCEPTS RELATED
| TO CULTURE

Culture refers to the socially transmitted behavior patterns,
beliefs, values, customs, arts, and all other characteristics
of people that guide their view of the world (worldview).
Cultural beliefs, values, customs, and traditions are prima-
rily learned within the family on an unconscious level. They
can also be learned from the community in which one lives,
in religious organizations, and in schools. As you try to
understand more about culture, keep in mind that it contains
a number of characteristics (Box 3.1, Characteristics of
Culture). All individuals and groups have the right to main-
tain their cultural practices as they feel are appropriate.
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Box 3.1

Characteristics of Culture

 Culture is learned. Learning occurs through life
experiences shared with other members of the cul-
ture.

* Culture is taught. Cultural values, beliefs, and tradi-
tions are passed down from generation to generation
either formally (e.g., in schools) or informally (e.g.,
in families)

 Culture is shared by its members. Cultural norms are
shared through teachings and social interactions.

* Culture is dynamic and adaptive. Cultural customs,
beliefs, and practices are not static, but change over
time and at different rates. Cultural change occurs
with adaptation in response to the environment.

* Culture is complex. Cultural assumptions and habits
are unconscious, which may make it difficult for
members of the culture to explain to others.

* Culture is diverse. Culture demonstrates the variety
that exists between groups and among members of a
particular group.

* Culture exists at many levels. Culture exists in mate-
rial (e.g., art, dress, or artifacts) and nonmaterial (as
language, traditions, customs, beliefs, and practices)
levels.

* Culture has common beliefs and practices. Members
of the culture share the same beliefs, traditions, cus-
toms, and practices as long as they continue to be
adaptive and satisfy their needs. Some members do
not always follow all of these, but many do.

* Culture is all encompassing. Culture can affect
everything its members think and do.

* Culture provides identity. Cultural beliefs provide
identity for its members as long as there is no con-
flict with the dominant culture or lack of gratifica-
tion by its members.

Culture has strong influences on a patient’s understanding of
health and responses to nursing care. You must understand
the impact diversity can have on health behaviors in order
to better meet the needs of your patients (Fig. 3.1). As you
learn more about ethnic and cultural groups, you will be
challenged to look at the differences and similarities across
cultures.

TABLE 3.1 UNITED STATES DEMOGRAPHIC PERCENTAGES 1995-2010°

Race/National Origin 1995
White, non-Hispanic 73.6
Spanish/Hispanics/Latinos 10.3
Black, non-Hispanic 12.0
American Indian or Alaska Native, non-Hispanic 0.7

Asian and Pacific Islander, non-Hispanic 34

2000 2005 Projections 2010 Projections
71.3 69.3 67.3
11.9 13.3 14.6
12.2 12.3 12.5
0.7 0.8 0.8
3.8 43 4.8
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FIGURE 3.1 The nurse must assess patients’ special needs
related to their cultural backgrounds.

Look for a minute at our patient, Ms. Williams. Did she
behave as you would have in a similar situation? How do
you think the characteristics of her culture affected her
behavior?

While the terms cultural sensitivity, cultural aware-
ness, and cultural competence are similar, they have dif-
ferent meanings. Cultural sensitivity is knowing politically
correct language and not making statements that may offend
another person’s cultural beliefs. Cultural awareness
focuses on history and ancestry and emphasizes an appreci-
ation for and attention to arts, music, crafts, celebrations,
foods, and traditional clothing. Cultural competence
includes the skills and knowledge required to provide effec-
tive nursing care. In order for you to be culturally compe-
tent, you need to:

* Have an awareness of your own culture and not let

it have an undue influence on your patient.

* Have specific knowledge about your patient’s

culture.

* Accept and respect cultural differences.

* Adapt your nursing care (when appropriate) to your

patient’s culture.

We will discuss more about cultural competence later
in the chapter.

Even though you may have knowledge about another
culture, there are barriers that can cause you not to appreci-
ate cultural differences, especially ethnocentrism and stereo-
typing. Ethnocentrism is the tendency for human beings to
think that their ways of thinking, acting, and believing
are the only right, proper, and natural ways. Ethnocentrism
perpetrates an attitude that beliefs that differ greatly from
your own are strange or bizarre and therefore wrong. Addi-
tionally, you must be careful not to stereotype your patient.
A stereotype is an opinion or belief about a group of people
that is ascribed to an individual. For example, the statement
“All Chinese people prefer traditional Chinese medicine” is
a stereotype. This stereotype is not true. Although many
Chinese people may prefer traditional Chinese medicine
for some health conditions, not all Chinese people prefer
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traditional Chinese medicine. Some Chinese people pre-
fer the Western medicine that is practiced in the United
States.

However, you can still make generalizations about an
ethnic individual without stereotyping. Whereas a general-
ization, or assumption, may be true for the group, it does
not necessarily fit the individual. Therefore, you must seek
additional information to determine whether the generaliza-
tion fits the individual. The challenge is for you to under-
stand the patient’s cultural perspective. If you have specific
cultural knowledge, you can improve therapeutic interven-
tions by becoming a co-participant with patients and their
families. To do this, it is very important that you develop a
personal, open style of communication and be receptive to
learning from patients from cultures other than your own
(Fig. 3.2).

A few additional terms are important for your under-
standing of culture relate to the socialization process of
those who are learning to become a member of a society or
group. As people immigrate to a new country they gradually
accept the new culture through a learning process. They
learn to accept their own beliefs and those of their new coun-
try. This is known as acculturation. This occurs because the
new member must learn enough of the new culture to sur-
vive. A step further is when cultural assimilation occurs.
This happens when the new member takes on the dominant
culture’s values, beliefs, and practices. This process could
potentially be viewed as negative as the person may lose
some of his rich heritage to become more like the dominant
culture. Imagine for a moment that you have moved to
China. At first you eat the food and attempt to understand
the language of your new country. Over time, you may learn
to cook the food, speak the language, and perhaps blend
some of the Chinese beliefs, tradition, and practices with
your own. As this practice continues to occur, acculturation
is evident. This process may not always be smooth. When
one’s culture conflicts with the new culture cultural conflict

FIGURE 3.2 Health-care workers may come from a variety of
cultural backgrounds.
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occurs. Worse than that, cultural shock happens when val-
ues, beliefs, and practices sanctioned by the new culture are
very different from the ones of the native culture. Let’s look
at another example. Chi Ling is a four-year-old boy who
is a recent immigrant enrolled in a new school. He is alone
and afraid although he is surrounded by other boys and girls
his age. It is lunchtime and although his teacher is trying to
help him with his food, he starts crying. The fork and spoon
are foreign to him. At home he is used to eating his lunch
with chopsticks. In addition he does not understand the
words spoken to him. Little Chi is experiencing cultural
shock.

HEALTH-CARE VALUES,
| BELIEFS, AND PRACTICES

Cultural values, beliefs, and practices are important in health
care. Values can help shape one’s beliefs and practices. Do
you know what your values are regarding health and illness?
A value can be defined as a principle or standard that has
meaning or worth to an individual." “Cleanliness” is an
example of a value. A belief is something that an individual
accepts as true (e.g., “I believe that germs cause illness
and disease”). A practice is a set of behaviors that one fol-
lows; for example, washing hands before eating. It is impor-
tant for you to understand the differences between these
terms as we will be discussing them as they relate to cultural
groups.

In order for you to be able to provide culturally com-
petent care, you need to know how the people you encounter
define health and illness. It is generally known that people
follow one of the three major health belief systems: scien-
tific (Western medicine or biomedical), spiritual, or holistic.
You are already familiar with the scientific health system
which dominates health care in Western societies. Belief in
supernatural forces dominates the spiritual system, which is
considered by many to be an alternative health-care system.
(Some experts call this magicoreligious, but this is an offen-
sive term to some religious individuals.) The holistic belief
system focuses on the beliefs for the need of balance and
harmony of the body and spirit with nature.

Health care typically focuses on the prevention of ill-
ness, health promotion, and acute care practices while con-
sidering traditional, religious, and biomedical (scientific)
beliefs. Additionally, individual responsibility for health,
self-medicating practices, views toward mental illness, and
the patient’s response to pain and the sick role are shaped by
one’s culture. Most societies combine biomedical health
care with traditional, folk, and religious practices, such as
praying for good health and wearing charms or amulets to
ward off diseases and illnesses. There are many examples of
individual and family folklore practices for curing or treat-
ing specific illnesses. Think for a minute about such prac-
tices that you may perform. What do you do for a fever or a
sore throat? Does chicken noodle soup come to mind? Many
times folk therapies are handed down from family members

Cultural Influences on Nursing Care 33

and may have their roots in religious beliefs. Examples of
folk medicines include covering a boil with axle grease,
wearing copper bracelets for arthritic pain, and drinking
herbal teas. As an addition to biomedical treatments, many
people use complementary therapies, such as acupressure,
reflexology, and other traditional therapies specific to the
cultural group.

Often folk practices are not harmful and can be added
into the patient’s plan of care. However, some may conflict
with prescription medications, intensify the treatment effect,
or cause an overdose. It is essential to inquire about the full
range of therapies being used by your patients, such as food
items, teas, herbal remedies, nonfood substances, over-the-
counter (OTC) medications, medications prescribed by
others, and medications borrowed from others. If patients
feel that you do not accept their beliefs and practices, they
may be less open to sharing information and less compliant
with prescribed treatment. You should try to encourage your
patients’ practices that could be helpful and discourage
those that may be harmful. Before encouraging or discour-
aging such practices, you will need to discuss them with the
appropriate health-care team member. Think about Ms.
Williams. Does she use any folk practices? How would you
address this specific situation?

Before moving on, we need to discuss the subjects of
mental illness and cultural responses to pain and the sick
role. Mental illness may be seen by many as being unimpor-
tant compared with physical illness. Mental illness is culture
bound. What may be perceived as a mental illness in one
society may not be considered a mental illness in another
society. Among some cultures, having a mental illness or an
emotional difficulty is considered a disgrace and is taboo. As
a result, the family is likely to keep the mentally ill or hand-
icapped person at home as long as they possibly can.

Cultural responses to pain and the sick role can vary
among cultures. For example, some individuals are expected
to openly express their pain. Others are expected to suffer
their pain in silence. For some, the sick role is readily
accepted, and any excuse is accepted for not fulfilling daily
obligations. Others minimize their illness and make
extended efforts to fulfill their obligations.

Nursing Assessment and Strategies

To begin your assessment of your patient’s health beliefs,
ask the following questions:
* What do you usually do to maintain your health?
* What do you usually do when you are sick?
* What kind of home treatments do you use when you
are sick?
* Who is the first person you see when you are sick?
* What do you do when you have pain?
* Do you wear charms or bracelets to ward off ill-
ness?
* Do you take herbs or drink special teas when you
are sick? What are they?
* Do you practice special rituals or prayers to main-
tain your health?



Copyright © 2007 by F. A. Davis.

34 Understanding Health Care Issues

Cultural Self-Enrichment Exercise:
HOW YOUR CULTURAL BELIEFS AFFECT
YOUR HEALTH BEHAVIORS

* How do you define health for yourself?

* How do you define illness for yourself?

* Identify preventive health-care practices that you
use.

* When you see a health-care provider for a minor ill-
ness, what do you expect the health-care provider
to do for you?

¢ Identify your self-medicating behaviors.

* What home remedies do you use when you are ill?

* What meaning does pain have to you? What meas-
ures do you use when you are in pain?

* What are your personal views toward autopsy,
organ donation, organ transplantation, and receiving
blood or blood products?

CHARACTERISTICS OF
| CULTURAL DIVERSITY

Primary and secondary characteristics of diversity affect
how people view their culture. The primary characteristics
of diversity include nationality, race, skin color, gender, age,
and religious affiliation. Secondary characteristics include
socioeconomic status, education, occupation, military expe-
rience, political beliefs, length of time away from the coun-
try of origin, urban versus rural residence, marital status,
parental status, physical characteristics, sexual orientation,
and gender issues.

Culturally diverse care needs to take into account seven
cultural phenomena that may vary with use but can be seen
in all cultural groups: (1) communication, (2) space, (3) time
orientation, (4) social organization, (5) environmental con-
trol/health beliefs, (6) biological variations, and (7) death
and dying issues.

Communication Styles

Communication styles include verbal and nonverbal varia-
tions. Verbal communication includes spoken language,
dialects, and voice volume. Dialects are variations in gram-
mar, word meanings, and pronunciation of spoken language.
Nonverbal communication includes the use and degree of
eye contact, the perception of time, and physical closeness
when talking with peers and perceived superiors. In some
societies, people are expected to maintain eye contact with-
out staring, which denotes that they are listening and can be
trusted. However, in other societies, as a sign of respect,
people should not maintain eye contact with superiors such
as teachers and those in positions of higher status.

Nursing Assessment and Strategies

Ask the following questions:
* By what name do you prefer to be called?
* What language do you speak at home?

Cultural Self-Assessment Exercise:

WHAT IS YOUR CULTURAL BACKGROUND?

* How do you identify yourself in terms of racial,
cultural, or ethnic background? From what country
did your ancestors originate? Were your parents
from the same or similar ethnic backgrounds?

* What stories do you remember that your parents,
grandparents, or other relatives told about relocat-
ing in the United States? Do you know why they
originally came to America?

* How do these stories compare with those of others
from similar backgrounds?

* How do these stories compare with those of others
from different backgrounds?

Remember, one’s values and beliefs are not better

than another’s—they are just different.

Cultural Self-Enrichment Exercise:

COMMUNICATION

* How many languages do you speak? Do you speak
a dialect of your dominant language? Does it inter-
fere with communication with your patients?

* Do you speak in a soft, medium, or loud tone of
voice? Does this tone change in different situa-
tions? How close do you stand when you speak
with close friends? Does this distance change when
you converse with your teacher, your religious
leader, or a politician?

e Identify characteristics from your worldview in
terms of being present, past, and future oriented.

* By what name do you prefer to be called? Why?
Does this change in different situations?

Be sure to do the following:

 Take cues from the patient for voice volume.

¢ Be an active listener, and become comfortable with
silence.

* Avoid appearing rushed.

* Be formal with greetings until told to do otherwise.

* Take greeting cues from the patient.

* Speak slowly and clearly. Do not speak loudly or
with exaggerated mouthing.

* Explain why you are asking specific questions.

* Give reasons for treatments.

* Repeat questions if necessary.

* Provide written instructions in the patient’s pre-
ferred language.

* Obtain an interpreter if necessary.

Space

Space refers to one’s “personal space.” Are you aware of
your comfort zone? In other words, how close can someone
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get to you before you feel less safe and secure? Like you,
most people have such a comfort space. Personal space
tends to be different when speaking with close friends ver-
sus strangers. For example, people from the Middle East
tend to stand close together when talking, while others from
European countries such as Germany require a much larger
space. The need for space is important for the patient’s pri-
vacy, autonomy, security, and self-identity. Understanding
your patients’ meaning of space can be important when you
are trying to assess, treat, and teach them.

Cultural Self-Enrichment Exercise:

SPACE

* Are you aware of your comfort zone? Is it different
for close friends/family and strangers?

* How does it make you feel when someone violates
your comfort zone?

* Do you respect other individuals’ space when you
communicate with them?

* How do you determine that you are protecting
another’s personal space?

* How do you feel when someone touches you?

* Do you have a firm handshake?

Nursing Assessment and Strategies
Ask the following questions:
* Are you comfortable?
* Do you have any concerns that you would like to
discuss?
Be sure to do the following:
* Make sure you patients are comfortable before you
interview them.
* Maintain appropriate physical distance (observe for
cues).
* Be aware of cultural differences.
* Be aware of physical objects that may be a barrier
to comfort.
* Make sure that the patient’s physical environment is
arranged to assure safety, security, and familiarity.

Time Orientation

Time orientation (past, present, future) can vary among peo-
ple from different cultures. The perception of time has two
dimensions. The first dimension is related to clock versus
social time. For example, some cultures have a flexible ori-
entation to time and events, and appointments take place
when the person arrives. An event scheduled for 2 p.m. may
not begin until 2:30 or when a majority of the people arrive.
For others, time is less flexible, and appointments and social
events are expected to start at the agreed-on time. For many,
social events may be flexible, whereas medical appoint-
ments and business engagements start on time.

The second dimension of time relates to whether the
culture is predominantly concerned with the past, present, or
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future. Past-oriented individuals maintain traditions that
were meaningful in the past and may worship ancestors.
Present-oriented people accept the day as it comes, with lit-
tle regard for the past; the future is unpredictable. Future-
oriented people anticipate a bigger and better future and
place a high value on change. However, some individuals
balance all three views—they respect the past, enjoy living
in the present, and plan for the future.

Hospitals, clinics, and physicians’ offices maintain a
tight time schedule. It is therefore important that you under-
stand the patient’s time orientation so that you can prepare
them for the timing of appointments, tests, and treatments.
In addition, it is important that you know their usual routines
so that you can incorporate these as much as possible in their
daily care.

Cultural Self-Enrichment Exercise:

TIME ORIENTATION

* Are you aware of your time orientation (past, pres-
ent, future)?

* Are you usually on time for appointments?

* Are your biological capacities (e.g., sleep and rest,
eating) affected by your body rhythms?

* Do you have routines that you need to follow at
certain times of the day?

Nursing Assessment and Strategies
Ask the following question to understand your patients’ time
orientation:
* Are you normally on time for appointments?
* Are there any routines that you need to follow?
* What time do you usually eat your meals? Take
your bath?
Be sure to do the following:
* Have a clock in the patient’s room.
* Assess for orientation and reorient to time as
needed.
* Prepare patients ahead of time before a procedure
or test.
* Give time options when appropriate.

Social Organization

Family organization includes the perceived head of the
household, gender roles, and roles of the elderly and
extended family members. The head of the household may
be patriarchal (male dominated), matriarchal (female domi-
nated), or egalitarian (shared equally between men and
women). An awareness of the family dominance pattern is
important for determining which family member to speak to
when health-care decisions have to be made. Confidentiality
issues can complicate this issue. Be sure to follow your
institution’s policies when communicating with family
members. You may need to obtain the patient’s permission
before planning care with family members.
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In some cultures, specific roles are outlined for men
and women. Men are expected to protect and provide for the
family, manage finances, and deal with the outside world.
Women are expected to maintain the home environment,
including child care and household tasks. You must accept
that not all societies share or even desire an egalitarian fam-
ily structure.'

Roles for the elderly and extended family vary among
culturally diverse groups. In some cultures, the elderly are
seen as being wise, are deferred to for decision making, and
are held in high esteem. Their children are expected to pro-
vide for them when they are no longer able to care for them-
selves. In other cultures, although the elderly may be loved
by family members, they may not be given such high regard
and may be cared for outside the home when self-care
becomes a concern.

The extended family is very important in some groups,
and a single household may include several generations liv-
ing together out of desire rather than out of necessity. The
extended family may include both blood-related and
non-blood-related individuals who are provided with family
status. For others, each generation lives separately and has
its own living space.

You can assist your patients with their treatment plans
when you have a better understanding of the family dynam-
ics. It is important to know who to include for planning of
care, discharge planning, and patient teaching. This will also
help the appropriate hospital personnel to assist the patient
and family to plan for home care.

Nursing Assessment and Strategies
Ask the following questions:
* Who makes the decisions in your household?
* Who takes care of money matters, does the cooking,
or is responsible for child care?
* Who decides when it is time to see a health-care
provider?
* Who lives in your household? Are they all blood
related?
Be sure to do the following:
* Observe the use of touch between family members.
* Allow family members to decide where they want
to stand or sit for comfort.

Cultural Self-Enrichment Exercise:

SOCIAL ORGANIZATION

* Who is considered the head of the household in
your family?

* Are there specified gender roles for family mem-
bers?

* What are the roles of the elderly in your family?

* Do you identify with an extended family? Are they
all blood relatives? What roles do they play?

* What kind of decisions do men make and what kind
of decisions do women make?

FIGURE 3.3 Religious artifacts are central to many people's
health and illness practices.

Environmental Control

Environmental control refers to one’s perception of his or
her ability to plan for activities that control nature or direct
environmental factors. This concept is broader than where
an individual lives, but it implies the systems and processes
that affect individuals. While systems can include such
things as cultural health beliefs and practices, processes can
consist of interactions between individuals, families, and
groups. Consideration is given to cultural values and beliefs,
especially as they are different from those of the dominant
health-care view (scientific, biomedical). Distinctions are
made between health and illness and what individuals do to
promote or maintain health and to prevent and treat ill-
nesses. Not all of your patients will turn to the scientific
health-care system or provider. In fact, many individuals try
some form of alternative therapy before seeking treatment If
you use, for example, herbs or over-the-counter medica-
tions, you are doing just that. People also use alternative
therapies and religious systems such as prayer in combina-
tion with the scientific medical system. Religious beliefs and
practices may be very important to patients (Fig. 3.3).

Nursing Assessment and Strategies
Ask the following questions:
* How do you define health? Illness?
* Do you have any special beliefs about health and
illness?

Cultural Self-Enrichment Exercise:

ENVIRONMENTAL CONTROL

* How do you define health and illness?

* What are your health and illness values, beliefs, and
practices?

* What do you do when you are sick?

* Do you use alternative or religious practices for
healing?

* How do you tolerate pain? What do you do for pain?

* How do you handle grief?

* How are your health and illness values, beliefs, and
practices different from others in your dominant
culture?
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* What do you do to keep well?

* When you feel ill, what is the first thing you do to
get better?

* How do you deal with pain?

* How do you and your family express grief?

* Are there any cultural beliefs or practices that I
need to know about in order to plan your care?

Be sure to do the following:

* Be aware of possible cultural beliefs and practices.

* Never stereotype what you know about different
cultures; always ask for specifics.

 Perform a cultural assessment on all of your
patients.

* Determine how your patients view health and illness.

* Ask if they have received any treatments for their
illness of any kind.

* Ask about religions beliefs and practices.

* Encourage helpful practices and discourage those
that are harmful.

Health-Care Practitioners

Health-care practitioner choices are made based on the
patient’s perceived status and previous use of traditional,
religious, and biomedical health-care providers. In Western
societies, educated health-care providers are treated with
great respect. However, some people prefer traditional heal-
ers because they are known to the individual, family, and
community.

It is important to respect differences in gender relation-
ships when providing care. Some people may be especially
modest because of their religion, seeking out same-gender
nurses and physicians for intimate care. Respect these
patients’ modesty by providing privacy and assigning a
same-gender care provider when possible.

Cultural Self-Enrichment Exercise

HEALTH-CARE PRACTITIONERS

* What complementary health-care practitioners have
you used? Were they successful?

¢ Identify complementary health-care practitioners
used by your friends. Were they successful?

* When you are ill and need to see a health-care
provider, do you prefer a same-gender provider?
Why or why not?

Nursing Assessment and Strategies
Ask the following questions of your patients:
* What health-care providers besides physicians and
nurses do you see when you are ill?
* Do you object to male or female health-care
providers giving physical care to you?
Be sure to do the following:
* Observe for alternative care providers who may
visit the patient in the health-care facility.
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Biological Variations

Biological variations refer to ways in which people are dif-
ferent from one another physiologically and genetically.
These differences can make them more susceptible to cer-
tain illnesses and diseases, and may also influence the effec-
tiveness of different medications. Differences in biological
variations can include (1) body build and structure, (2) skin
color, (3) vital signs, (4) laboratory values, (5) susceptibility
to disease, and (6) nutritional variations. Darker skin color
can challenge you to be more observant when you are
assessing the skin color of your patient. Laboratory test
results can also be different in a number of cultures. For
example, American Indians and Hispanic Americans may
have higher blood glucose levels than whites.

Also included with biological variations are differences
in nutritional practices. Nutritional practices are currently
being scrutinized in our society. These practices include the
meaning of food to individuals, food choices and rituals,
food taboos, and how food and food substances are used for
health promotion and wellness. Cultural beliefs influence
what people eat or avoid. In addition to being important for
survival, food offers security and acceptance, plays a signif-
icant role in socialization, and can serve as an expression of
love.

Culturally congruent dietary counseling, such as chang-
ing amounts and preparation practices and including ethnic
food choices, can reduce health risks. Whenever possible,
you should determine a patient’s dietary practices. Culturally
diverse patients may refuse to eat on a schedule of American
mealtimes or eat American foods. Counseling about food
group requirements or dietary restrictions must respect an
individual’s cultural background. Most cultures have their
own nutritional practices for health promotion and disease

Cultural Self-Enrichment Exercise:

BIOLOGICAL VARIATIONS

* Do you know of any diseases or illnesses you are
prone to because of your cultural background?

e Are you at ideal body weight for your height?

* What are your activity habits? Do they need to be
improved?

* What is the meaning of food in your culture?

e Are there any dietary deficiencies or food limita-
tions for you?

* What cultural or ethnic foods do you prepare at
home?

* When you eat out for lunch or dinner, what are
your favorite ethnic foods? Which ethnic foods do
you not like? Why?

* What dietary practices do you engage in when you
are ill?

* What kinds of foods do you eat to stay healthy?

¢ In your culture or personal belief system, are there
any foods that are restricted or taboo?
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prevention. For many, a balance of different types of foods is
important for maintaining health and preventing illness.
Common folk practices recommend specific foods during
illness and for prevention of illness or disease. Therefore, a
thorough history and assessment of dietary practices can be
an important diagnostic tool to guide health promotion.

Nursing Assessment and Strategies
Ask the following questions of your patients:

* Are you at risk for any diseases or genetic disorders
related to your cultural background?

* Are you satisfied with your weight?

* Are you active? What is you normal exercise pat-
tern?

* Do you protect your eyes and skin from the sun?
From possible injuries?

* Do you have any drug or food allergies?

* Has anyone in your family had any major illnesses?

* What do you eat to stay healthy?

* What do you eat when you are ill?

* Are there certain foods that you do not eat?
Why?

* Do certain foods cause you to become ill? What are
they?

* Who prepares the food in your household?

* Who purchases the food in your household?

Be sure to do the following:

* Teach about any biological variations that may per-
tain to your patient.

* Determine usual eating patterns and teach good
nutrition habits, taking into account patient prefer-
ences. Refer to the dietician if appropriate.

Death and Dying and End of Life Issues

Death rituals of cultural groups are the least likely to change
over time. To avoid cultural taboos, you must become
knowledgeable about rituals surrounding death and bereave-
ment. For some, the body should be buried whole. Therefore,
an amputated limb may be buried in a future grave site, and
organ donation would probably not be acceptable. Crema-
tion may be preferred for some, whereas for others it is taboo
and burial is the preferred practice. Views on autopsy vary
accordingly. Some cultural groups have elaborate cere-
monies that last for days in commemoration of the dead. To
some individuals these rituals appear to be a celebration, and
in a sense they are a celebration of the person’s life rather
than a mourning of the person’s death. If you are uncertain,
find out from the family if there is anything that the health-
care team can do to facilitate cultural practices.

The expression of grief in response to death varies
within and among cultural and ethnic groups. For example,
in some cultures, loved ones are expected to suffer the grief
of death in silence, with little display of emotion. In other
cultures, loved ones are expected to demonstrate an elabo-
rate display of emotions to show that they cared for the indi-
vidual. These variations in the grieving process may cause
confusion if you perceive some individuals as overreacting
and others as not caring. You must accept that there are cul-

turally diverse behaviors associated with the grieving
process. Bereavement support strategies include being phys-
ically present, encouraging reality orientation, openly
acknowledging the family’s right to grieve as they need to,
assisting the family to express their feelings, encouraging
interpersonal relationships, promoting interest in a new life,
and making referrals to other staff and spiritual leaders as
appropriate.

At times you may also be somewhat involved with
other end-of-life decisions. Some of these may include
advanced directives, resuscitation status, and organ trans-
plantation.

Cultural Self-Enrichment Exercise:

DEATH AND DYING

* What are the usual burial practices in your family?

* What is expected of family members and friends
after a loved one dies?

e How is grief expressed in your family? Are there
different expectations for men and women?

* Are any specific rituals associated with death?

* Do you believe in organ transplantations?

* Do you have advance directives?

Nursing Assessment and Strategies
Ask the following questions of your patients:
* What are the usual burial practices in your family?
* Do you believe in autopsy?
Be sure to do the following:
» Observe expressions of grief. Support the family in
their expression of grief.
* Observe for differences in the expression of grief
among family members.
 Offer to obtain a religious counselor/spiritual leader
if the family wishes.

| ETHNIC AND CULTURAL GROUPS

Cultural Groups in the United States

This chapter describes selected attributes of some of the
cultural groups in the United States. These groups include
European Americans (white), Spanish/Hispanics/Latinos,
African Americans (black), American Indians/Alaskan
Native, Arab Americans, and Asian/Pacific Islander
Americans. The groups described here by no means repre-
sent all the cultural groups in North America; they do, how-
ever, represent the largest population percentages in the
United States. As of the 2000 census, the federal govern-
ment initiated new terminology for classifying people of
diverse racial and ethnicity and it is used in this chapter.
Attributes presented for each group include communi-
cation styles, space, time orientation, social organization,
environmental control, biological variation, health-care
beliefs, traditional health-care practitioners, and death and
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dying issues. Traditional health-care practitioners are those
practitioners from the patient’s native culture, such as
shamans, herbalists, and other traditional healers. Racial and
ethnic biological variations, susceptibility to disease, and
genetic diseases are covered to a greater extent elsewhere in
this textbook. (See Box 3.2 Ethical Consideration—Cultural
Stereotyping and Box 3.3 Gerontological Issues.)

Cultural Self-Assessment Exercise

¢ Identify your primary and secondary cultural
characteristics. How do they affect your world-
view?

 Share these views with others in your class.

European Americans

European American is the term used to describe people liv-
ing in the United States whose heritage is from the countries
of England, Scotland, Wales, Ireland, Norway, Switzerland,
France, Sweden, the Netherlands, Belgium, and other north-
ern European countries. European American groups include
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the white ethnic groups. Many of the descendants of these
original European immigrants practice the unique attributes
of the subcultures from which they originate. There is much
diversity in the primary and secondary characteristics of
diversity within this cultural group.

Many European Americans maintain the value of indi-
vidualism over group norms and are activity oriented. Most
European Americans practice Western medicine that uses
high technology and emphasizes scientific discovery.! (See
Box 3.4 Cultural Consideration.)

Spanish/Hispanics/Latinos

The term Spanish/Hispanics/Latinos is used to describe
people whose cultural heritage has a strong Spanish influ-
ence. However, many people in this group prefer to identify
themselves as Chicano or with terms that provide a country
of origin, such as Mexican, Peruvian, Puerto Rican, and
Cuban." The population breakdown of Spanish/Hispanics/
Latinos populations in the United States are Mexican
Americans (67%), Puerto Ricans (9%), Central and South
Americans (14%), Cubans (4%), and other groups, includ-
ing Caribbean (7%).? Hispanics immigrate from any number
of Central and South American countries, the Caribbean,

Box 3.2

Sharon, an experienced Licensed Practical Nurse, was on
duty on the labor and delivery unit when Ruth and her hus-
band Aaron arrived. Ruth was flushed and distressed and
obviously in labor Aaron was bending over his wife,
attempting to coach her breathing, and trying to keep calm.
The child was very early, only 30 weeks' gestation. Aaron
was wearing a yarmulke, so Sharon assumed they were
Jewish.

The usual expectation in labor and delivery is the
arrival of a beautiful healthy child. Ruth and Aaron were no
exception. Unfortunately, their infant son was stillborn due
to gross prematurity and a “true knot” in the cord that had
denied oxygen to the baby during the latter stages of the
labor and delivery. After the delivery, Ruth was transferred
to the medical-surgical unit for postpartum care, a practice
commonly followed when stillbirths occur

Sharon decided that she could make the situation a lit-
tle easier for the couple by arranging care of the stillborn
child. She expected that the parents would want help with
contacting a funeral home and other details. She had done
this many times before and it seemed to help the grieving
parents when she took some of the burden from them by
initiating the process.

Sharon told Ruth she had made some preliminary
phone calls that would start the process of a funeral and
accompanying activities. Ruth looked distressed, and Sharon
misinterpreted this expression as her unfamiliarity with the
funeral home that would be handling the arrangements.

Ethical Consideration—Cultural Stereotyping

Sharon tried to reassure Ruth, stating that she had been
present at many funerals of children who had died either
before, during, or after birth and the funeral home she had
called was reputable and respectful. Sharon recounted her
personal experience of these events and stated that some-
times the ritual of the wake, the burial, and the gathering
afterward were therapeutic, bringing some closure. Aaron,
who was visiting at the time, called Sharon out of the room
and indicated his very strong displeasure that Sharon had
begun arrangements. He explained rather tersely that he
had contacted his rabbi, who as mara datra [halakhic
authority] held the position of authority in Aaron and
Ruth's community. The rabbi had made a p'sak [ruling/deci-
sion]. This p’sak meant that afthough the child was both
premature and dead at birth, it was to be treated as a
fetus. As such, it would be the family that would conduct
the funeral, and there would be no ceremony attached.
Aaron turned his back on Sharon and went back into the
room.

Sharon completed her shift without additional com-
munication with the couple, and Ruth was discharged
before Sharon returned the next day. Sharon was plagued
with a feeling that she had made a major error in caring for
this woman and had failed to meet her emotional needs.

It is evident from this case that several major ethical
principles were either ignored or transgressed. What do
you think they were and why? (Suggested answers at end
of chapter)
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Box 3.3

o

Aging, Ethnicity, Health, and lliness

Gerontological Issues

Compared with white or European American older adults,

ethnic minorities are more likely to:

* Live in poverty

* Have a shorter life expectancy

» Experience debilitating disease processes or functional
disability at a higher rate and at an earlier age

» Have difficulty accessing health-care services

Remember that older adults need to be assessed
within their personal cultural context. Avoid generalizing

and other Spanish-speaking countries. Thus, there is much
diversity in the Spanish/Hispanics/Latino population in the
United States.

Some Spanish/Hispanics/Latinos speak only Spanish,
only English, or both Spanish and English, while others
speak neither Spanish nor English but rather an Indian
dialect. The spoken language depends on individual circum-
stances and the length of time spent in the United States.
Spanish is the second most common spoken language in the
United States.

Spanish/Hispanics/Latinos compose approximately
13% of the U.S. population; they recently became the major-
ity minority population. They live in all 50 states with more
than 90% living in and around cities. Four of every five
Spanish/Hispanics/Latinos are born and raised in the United
States. Many of these individuals have come from poverty;
for them money has little value. They sacrifice for their basic
needs (Figs. 3.4 and 3.5).

The majority of Spanish/Hispanics/Latinos practice
adaptations from the Roman Catholic religion. Their close
relationship with God makes it acceptable for people to

FIGURE 3.4 Honduras couple waits to get married until they
can afford a celebration (at 100 years young).

cultural practices to individuals or families without first
assessing whether this practice or belief is true for them.
For example, it would be wrong to assume that an older
Mexican American woman who lives with her extended
family will get the family’s support for assistance with
bathing and other activities of daily living. If an older
Chinese woman uses herbs and folk treatments for com-
mon complaints, it does not mean that she will not use the
services, treatments, or medications of Western medicine.
Always assess individual preferences.

experience visions and dreams in which God or the saints
speak directly to them. Thus, health-care providers must be
careful not to attribute these culture-bound visions to hallu-
cinations that indicate a need for psychiatric services.! (See
Box 3.4, Cultural Consideration.)

African Americans/Blacks

African Americans/blacks are the second largest ethnic
group in the United States and represent more than 100
racial strains.! They make up 12.3% of the population.?

(Text continued on page 45)

FIGURE 3.5 Many mission workers have helped with health-
care needs in Central and South American countries.
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Communication

Space

Time
Orientation

Social
Organization

European
Americans
(White)

Primary language is
usually English;
often speak own
national language.

Eye contact should be
maintained, with-
out staring. Loud
voice volume is the
norm.

Depends on area;
tend to avoid phys-
ical closeness.

Handshake proper.

Future over present

Nuclear family basic,
extended family
important.

Man dominant figure.
Judeo-Christian
religions.

Cultural Consideration*!5¢

Spanish/
Hispanics/
Latinos

Primary language
either English,
Spanish, or
Portuguese
(many dialects).

Dramatic body
language.

Some believe direct
eye contact can
cause illness
(“evil eye”).

Value physical close-
ness and touching.

Present

Nuclear family basic,
extended family
highly valued.

Man is decision
maker; woman is
homemaker.

African
Americans
(Black)

Primary language is
usually English.
May speak “black
English” occasion-
ally depending on
the situation.

Usually loud voice
volume.

Nonverbal communi-
cation important;
direct eye contact
may be interpreted
as aggression.

Close personal
space.

Touch frequently
with friends, less
so with strangers.

Touching another’s
hair considered
improper.

Present over future

Many female
single-parent
families.

Large, extended fam-
ilies important.

American Indian/

Alaskan Natives Arab Americans

English, tribal
languages.

Silence.

Talking loudly may
be considered

Primary language is
Arabic. Most speak
some English.

May use spirited, loud
voice. May be

rude. reluctant to disclose
Use body language. personal informa-
Avoid eye contact. tion.
Maintain intense eye
contact.

Space very important;
has no boundaries.

Touch is not accept-
able from strangers.

Pointing and direct
eye contact may be
considered rude.

Stand very close when
talking.
Touch only between
same gender.

Usually present Present or future

Patriarchal household,
with well-defined
gender roles.

Elders respected and
cared for by family.

Extended family basic
unit.

Very family oriented.

Elders honored.

Asian/Pacific
Islanders

English (may prefer
national language
and specific to each
country); many
dialects.

Loud talking is con-
sidered rude.
Silence is accept-
able.

Avoid eye contact.

Avoid use of “no.”

Avoid physical close-
ness and touching.

Present

High value on imme-
diate and extended
family.

Hierarchical family
structure.

(Continued on following page)
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Environmental
Control/Health
Beliefs

Box 3.4 (Continued)

Cultural Consideration*!>

European
Americans
(White)

Community social
organizations impor-
tant.

Many concerned with
status.

Rely primarily on mod-
ern health-care sys-
tem.

Value individual
responsibility for
health.

Believe human can
control nature.

Have strong belief and
value in technology.

Most use folk remedies
or OTCs before see-
ing a health-care
provider.

Use of prayers and reli-
gious symbols for
good health.

Have controlled expres-
sion of pain but need
little encouragement
for pain relief.

Spanish/
Hispanics/
Latinos

Catholicism.

Traditional health
and illness
beliefs.

Folk medicine
traditions.

Health beliefs are
strongly affected
by religion,
believing in
God’s will.

May have shrines
or statues in the
home to pray for
good health.

Theory of hot and
cold foods used
for health main-
tenance and
treatment of
disease.

Expressive with
pain.

African
Americans
(Black)

Strong social and
church affiliations

Protestant (often
Baptist).

Traditional health
and illness
beliefs. Folk med-
icine tradition.

May believe that
serious illness
sent from God.

Use prayers for
prevention and
health recovery.

Pain is seen as a
sign of illness.

Sick role not seen as
a burden.

Folk healers.

A respected elderly
female commu-
nity member
commonly

American Indian/
Alaskan Natives

Strong community
affiliations.

Sacred myths and
legends.

Traditional health
and illness beliefs.

Folk medicine tradi-
tions. Promote har-
mony with nature.
Inanimate objects
ward off evil
spirits.

Elderly may request
same-gender
direct-care
provider.

Pain is something to
be endured.

Sick role not usually
supported.

Traditional healers:
shamans, medicine
man, diviners,
crystal gazers.

Arab Americans

Extended family
important; may live
in close proximity.

May be Christian,
Jewish, or Muslim.

Focus on acute care
over prevention.

Illness may be con-
sidered punishment
for sins. May pray
five times a day for
health.

Acceptable to pur-
chase organs for
transplantation.

Sick role supported.

Asian/Pacific
Islanders

Family honor and loy-
alty honored.

Tradition important.

Male has power; woman
is obedient.

High value placed on
children and educa-
tion.

Christianity, Buddhism,
Taoism, and Islamic
religions

Traditional health and
illness beliefs.

Traditional medicine
traditions.

Good health is a gift
from ancestors.

Imbalances in the yin
and yang cause ill-
ness.

Believe blood is the
source of life and is
not replenished.

Amulets worn to ward
off disease.

Traditional healers:

doctors, herbalists,
acupuncturists who
use such therapies as
acupuncture, acumas-
sage, coining, and
cupping.
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Biological
Variations

European
Americans
(White)

Sick role not well
accepted except with
a major illness.

Traditional healers:
Western-educated
health-care providers;
recent trend to use
complementary ther-
apists.

Nutritional preferences
include meats (espe-
cially red) and carbo-
hydrates.

Diets tend to be high in
fat and sodium;

Eating and drinking
may be social rituals.

Culture stresses thin-
ness to be attractive.

Susceptibility: heart
disease, breast can-
cer, diabetes mellitus,
thalassemia, Tay-
Sachs disease
(Eastern European
Jewish).

Spanish/
Hispanics/
Latinos

Easily enter the
sick role.

Traditional healers:
curandero, espiri-
tisa, patera,
senora.

Nutritional pref-
erences include
spicy and fried
foods, beans,
and rice.

Important for
food to be
served warm.

Many subscribe
to the hot and
cold theory
(e.g., illness
caused when
body is
exposed to
imbalance of
hot/cold sub-
stances).

Food choices
vary by spe-
cific country.

African
Americans
(Black)

sought for initial
health care.

Use spiritualists,
voodoo priest or
priestess, or root
doctor.

Nutritional prefer-
ences include
fried foods, bar-
becued foods,
greens, legumes.

Diet commonly
high in fat and
sodium.

Food selections
may vary accord-
ing to socioeco-
nomic status and
rural versus
urban residence.

Being overweight is
seen as positive.

Food is seen as a
symbol of health
and wealth.

American Indian/
Alaskan Natives

Nutritional prefer-

ences vary greatly
depending on loca-
tion and tribe.

Nontraditional diets

tend to be high in
fat and commonly
lack fruits and veg-
etables.

Herbs used to cleanse

the body of evil
spirits and poison.

Susceptibility: heart

disease, alcoholism,
liver disease,
diabetes mellitus,
tuberculosis, arthri-
tis, glaucoma.

Arab Americans

Nutritional preferences
include fresh meats
and vegetables; may
avoid pork and alco-
hol (Islam).

High risk for diabetes,
hypertension, hyper-
cholesterolemia.

Less likely than general
population to smoke,
drink alcohol, or use
illicit drugs.

Asian/Pacific
Islanders

Nutritional prefer-
ences include raw
fish and rice.

Foods are balanced
between the yin
and yang.

Diet is high in salt.

Food is fundamental
form of socializa-
tion

Susceptibility: lactose
intolerance, tha-
lassemia, liver and
stomach cancer,
hypertension, coc-
cidioidomycosis.

(Continued on following page)
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Box 3.4 (Continued)

< : : 1,5,6
WEWTr " Cultural Consideration™
European Spanish/
Americans Hispanics/
(White) Latinos
Susceptibility: lac-
tose intolerance,
diabetes melli-
tus, parasites,
coccidiodo-
mycosis, gout.
Death and Autopsy and burial or Burial is the usual
Dying Issues cremation usually practice, rarely

connected with reli-
gious practices or
individual decisions.

Have varied expressions
of grief.

Men are expected to be
in more control of
grief than women.

cremation; many
resist autopsy,

the body should
be buried whole.

May have elabo-

rate ceremonial
burial.

Women very

expressive
with grief; men
are expected

to maintain
control.

African
Americans
(Black)

Susceptibility:
keloid formation,
lactose intoler-
ance, sickle cell
anemia, glucose-
6-phosphate
dehydrogenase
deficiency, tha-
lassemia, sar-
coidosis, hyper-
tension, coccid-
ioidomycosis,
esophageal and
stomach cancers.

Death does not end
connection
between people;
body is kept
intact after
death; prefer
no autopsy.

Relatives may com-
municate with
the dead person.

Offer eulogy at bur-
ial with religious
songs.

Usually prefer
burial.

Express grief
openly.

American Indian/
Alaskan Natives

Believe body should
go into the after-life
whole.

Some engage in a
cleansing ceremony
after touching a
dead body.

Tribal laws may dic-
tate cremation ver-
sus burial.

Openly express grief.

Arab Americans

Believe death is God’s
will. At time of
death, bed should
face the holy city of
Mecca (for
Muslims).

May perform ritual
washing of the
body after death.
Cremation or
autopsy not
acceptable.

May weep with grief,
but limited.

Asian/Pacific
Islanders

Autopsy not under-
stood by many.

Cremation acceptable,
but burial also
common.

Extended grieving
time (7 to 30 days)
for the more tradi-
tional.

Expression of grief is
highly varied
between men and
women and among
specific countries.

*While many other cultural groups are represented in the United States, the most common are presented here.
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Although African Americans/blacks live in all 50 states,
more than half live in the South. It is important to under-
stand that not all people with black skin identify themselves
as African American. Many black-skinned people from the
Caribbean prefer terms more specific to their identity, such
as Haitian, Jamaican, or West Indian.

African Americans/blacks have been called by many
names. Their ancient African name is Nehesu or Nubian.
During slavery days in America, they were called Negro, a
Spanish-Portuguese word meaning “black.” After emancipa-
tion in 1863, they were called colored, a term adopted by the
First Colored Men’s Convention in the United States in
1831. The United States Bureau of the Census adopted the
word Negro in 1880. During the civil rights movements in
the 1960s, the term black was used to signify a philosophy
of life instead of color. In the 1970s, these ethnic peoples
referred to themselves as African Americans because they
were proud of both their African and American heritages. In
1988, the term African American was widely adopted in the
United States by individuals whose ancestry originated from
Africa. These terms continue to cause confusion when peo-
ple attempt to use the “politically correct” term for this
group in the United States. Additionally, titles such as the
National Black Nurses Association and the National
Association for the Advancement of Colored People
(NAACP) still exist.!

African Americans/blacks are underrepresented in
colleges and universities, managerial and administrative
positions, and the health-care professions. They are overrep-
resented in high-risk, hazardous occupations such as
the steel and tire industries, construction industries,
and high-pollution factories (See Box 3.4 Cultural
Consideration.)

CRITICAL THINKING

® Now that you have learned more about the black

culture, let’s look at Ms. Williams again. Review

Box 3.4 Cultural Consideration and answer the follow-

ing questions:

1. What does your interaction with Ms. Williams tell
you about her time orientation?

2. What is evident about her social organization?

3. What biological variations may Ms. Williams
demonstrate that are likely due to her culture?

American Indians/Alaskan Natives

There are more than 400 American Indian/Alaskan Native
tribes in the United States, totaling 0.8% of the population.’
Although there are similarities among Native Americans,
each tribe has its own unique perspective on health and ill-
ness. Many traditional American Indians/Alaskan Natives
live on reservations; others live in urban areas and practice
few of their traditions. Many American Indians/Alaskan
Natives have a strong belief that illness is caused by an
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imbalance with nature and the universe. Tribal identity is
maintained through powwows, ceremonial events, and arts
and crafts that are taught to children at a young age.
Communicating with nature is important for maintaining life
forces.! American Indians/Alaskan Natives are the original
inhabitants of North America.

American Indians/Alaskan Natives are underrepre-
sented in all the health professions. They are consistently
identified as the most underrepresented minority group in
institutions of higher learning.* (See Box 3.4 Cultural
Consideration.)

Arab Americans

Arab Americans are a large and diverse population, with
over 3,000,000 in the United States. Some common bonds
include the Arabic language and the Islamic religion. Arab
Americans include people from Morocco, Algeria, Tunisia,
Libya, Sudan, and Egypt and the western Asian countries of
Lebanon, occupied Palestine, Syria, Jordan, Iraq, Iran,
Kuwait, Bahrain, Qatar, United Arab Emirates, Saudi
Arabia, Oman, and Yemen. Many early Arab immigrants
were Christians from Lebanon and Syria.

Although many Arab Americans favor professional
occupations, many are underemployed, have their own busi-
nesses, and work in a variety of other occupations. Arab
Americans, whether born in the United States or in Arab
countries, are more educated than the average American.
They are more likely to be in managerial and professional
specialty occupations than any other ethnic group in
America. However, a significant number of primarily
foreign-born Arab Americans are unemployed and live in
poverty.

Asian Americans/Pacific Islanders

This large group is far from homogeneous. The term Asian,
as used in most references, includes 32 different groups.
These groups include Asians, Pacific Islanders, Indochinese,
and other Asian groups. Asians include people from Korea,
Japan, and 54 ethnic groups from China. Pacific Islanders
include Hawaiians, Polynesians, Filipinos, Malaysians, and
Guamanians. Indochinese populations include Cambodian,
Vietnamese, Hmong, and Laotian. Other Asian groups
include Asian Indian, Pakistani, and Thai.

Although it is difficult to determine exact numbers of
Asians from specific countries because of the method of
keeping population statistics, they are a significant and fast-
growing population in the United States. It is important for
many Asian patients to “save face.” Individual shame is
shared with the family and community. Most Asians see the
nurse as an authority figure. Although known by different
names, most Asian cultures practice the yin and yang bal-
ance of forces for illness prevention and maintaining health.
Yin is considered female and represents cold and weakness.
Yang is considered male and represents strength and
warmth. Foods and all forces are classified as yin or yang
and must be balanced or illness occurs. Yin and yang forces
are major components of traditional Chinese medicine,
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which includes acupressure, acumassage, and cupping. (See

Box 3.4 Cultural Consideration.) but neither child has improved. You also notice that the

children are dressed in heavy clothing, although it is
quite warm outside. When you question the parents,
Louisa responds that they are “cold.”

Jesus is admitted to the hospital for dehydration.
As you are admitting the infant to your unit, you
are aware that Jose is answering all of your questions
and making decisions for Jesus’ care. He states that
they will all need to spend the night with Jesus. Jose
further adds that Jesus needs more clothes on and
that the temperature in the room needs to be increased.
The parents refuse the warmed bottle of formula for
Jesus but ask for it to be chilled. Louisa sits in the cor-
ner of the room chanting, crying, and rubbing some
beads.

1. What nonverbal communication characteristics do
these parents display that are common among peo-
ple of Spanish descent?

| CULTURALLY COMPETENT CARE

The American Nurses’ Association supports the need for
nurses to understand cultural diversity and to become
culturally competent. However, there is no real agreement
as to how your knowledge, skills, and attitudes will best
help these diverse populations. You certainly cannot achieve
cultural competence overnight; it is a developmental process.
Each time you care for a patient from a different culture, you
learn more, become more aware and sensitive to individual
needs, and move toward becoming culturally competent.
There are a number of models and theories that
describe cultural competence. In addition, you will find
that there a number of good resource books and web-

sites that will as§1st youon this journey. 2. Why do you think the children are dressed inappro-
The following strategies for culturally competent care ately for th her?
may be helpful: priately for the weather?
Y L . . . 3. Do Jose’s demands mean that he is uncooperative
» Consider each of your clients as unique, influenced

and trying to control the care of his son?

but not defined by their culture. ) 4. Why do you think Jose refused his son’s warm
* Know your own cultural values, beliefs, and prac- bottle?
tices and appreciate how they may be different from 5. What is the significance of Louisa’s behavior?
those . . K
6. What might you do to improve Jesus’ care?
of others. . )
. 7. How will you handle the father’s request for the
* Never let your own biases about people and groups . . . s
. entire family to stay in your patient’s room?
stand in the way of good care. .
8. How can you become more culturally competent in

* Learn as much as you can about cultural groups in
your community.
* Make an effort to include beliefs and practices from

this situation?

Suggested answers at end of chapter.

other cultures into your care when appropriate.
* Try to encourage helpful cultural practices and
discourage harmful ones.
* Be aware of how you communicate with others; ,'#_ﬂ
be aware of verbal and nonverbal patterns. Wi

Respect your patients regardless of their cultural
background.
Learn from your mistakes.

The list does not include everything you can do.
Can you think of other strategies?

CRITICAL THINKING

The Lopez Family

H Jose, age 23, and his wife, Louisa, age 19, immi-
grated to the United States 3 years ago from Mexico.
They have two children, Maria, 3 years old, and Jesus,
6 months old. The young couple brings the children
to the emergency room for the treatment of ear infec-
tions. Jose informs you that Maria is complaining of
a sore throat and ear pain and Jesus is “fussy” and
not eating. He states that he has been to his curandero,

== Home Health Hints

e The effect of the patient’s cultural beliefs and prac-
tices related to health care are more evident when
care is provided in the home.The nurse must
adapt care to the patient’s environment rather
than the patient adapting to the nurse's hospital
environment. The nurse is a guest in the patient's
house.

* When scheduling a home visit, it is important to find
out the primary language spoken in the home. It is
also helpful to carry a translation book when the
language is known. If necessary, arrange to have an
interpreter, either a family member or co-worker,
available to ensure understanding of what is dis-
cussed.

* Be aware of the cultural significance of family hierar-
chy. If possible, avoid having children translate for
parents.
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| REFLECTIONS ON CASE STUDY

After learning more about culture, how do you think the
characteristics of Ms. Williams’s culture affected her behav-
ior? At her age, it is evident that she has learned many of her
beliefs and practices about health and illness from others.
While many of her behaviors can be explained by fear and
denial, it is probable that other things are going on in this sit-
uation. Ms. Williams may feel more comfortable with people
of her own culture, at least when it comes to asking for health
information. Like a number of other cultures, your patient
may not trust biomedical or Western medicine treatments.
She may be more comfortable with the practices and healers
that she knows better. Can you think of other explanations?

Rarely do practicing nurses have the luxury to assess
each patient comprehensively on a first encounter. The
essentials for culturally competent care are obtained as

Chapter 3
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needed. As you meet patients from other cultures, continue
to learn about theses new cultures. Astute observations, an
openness to diversity, and a willingness to learn from
patients are what you need for effective cross-cultural com-
petence in clinical practice. Through these avenues, you can
provide culturally competent nursing care. Cultural compe-
tence is not a luxury; it is a necessity.

Remember that it is important that you acknowledge
that there are similarities within a group. This does not mean
that ALL of the people in the group have all of those char-
acteristics. You must see each of your patients as being
unique. In summary, let’s take a trip to BALI:

Be aware of your own cultural heritage.

Appreciate that your patient is unique; influenced, but
not defined by his culture.

Learn about your patient’s cultural group.

Incorporate your patient’s cultural values, beliefs, and
practices into their plan of care.

1. A nurse who assumes all patients have the same beliefs
as his or her own culture is exhibiting
a. Cultural stereotyping.
b. Ethnocentrism.
c. Cultural sensitivity.
d. Cultural dominance.

2. A 12-year-old Mexican child needs an appendectomy.
His parents bring in the priest from their church to pray
over the child. The prayers are continuing when it is
time to take the child to surgery. How should the nurse
respond?

a. Gently tell the parents that they must stop praying so
the child can be taken to surgery.

b. Give the parents and priest as much time as they
need for prayers prior to surgery.

c. Tell the parents that the child could die from a
ruptured appendix if surgery is delayed.

d. Permit the parents and priest to stay and pray
as the child goes into surgery.

3. An Osage American Indian woman is slow at giving
responses and does not maintain eye contact with you
when you are doing her intake interview. Which of the
following interpretations of her behavior is most likely
accurate?

a. Direct eye contact may be interpreted as rude in her
culture.

b. She does not want to answer personal questions.

c. She does not understand you.

d. She does not want to talk with a nurse and prefers
a physician.

4. An Arab American man is refusing his dinner tray,
which consists of potatoes with cheese, a slice of ham,
and green beans. What knowledge should guide the
nurse’s data collection related to this incident?

a. Arabs do not like foods from different sources on the
same plate.

b. Some Arabs do not eat dairy products.

c. Islamic Arabs may not eat pork.

d. Arabs generally do not eat vegetables.

5. A Puerto Rican man has been admitted for reconstruc-
tive orthopedic surgery on his knee. His wife brings jars
of special blends of spices that he wants to put on his
food because the hospital food is too bland. He is on a
general diet. What action should you take?

a. Allow him to use them.

b. Carefully explain that family cannot bring food items
to the hospital.

c. Have the dietitian speak with the family.

d. Report the situation to the physician.
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ETHICAL CONSIDERATION DISCUSSION

It is evident from this story that the traditional American
or Christian conception of the rituals associated with
the death of a child may not be held by other cultures,
including this Jewish patient and her husband. Upon
reflection, Sharon realized that she had not respected
this couple’s autonomy, or even provided an environ-
ment that would foster the creation of autonomy.
She had failed to minimize harm, failed to produce
the most beneficial outcome for Aaron and Ruth,
and had not familiarized herself with the wishes of the
couple.

Sharon did not serve her clients’ needs first. She should
have determined what Ruth and Aaron needed at that
sensitive time. Instead, she assumed she knew what
was required and subsequently made poor choices for
her clients. Were her clients harmed? If Sharon had
known that there were significant religious protocols
to be observed in this situation, would she have gone
ahead and made phone calls, in essence, to interfere
with the designated roles of the parents? Sharon did

cause some anxiety in this case. Sharon could have
been most helpful by asking respectful questions
about what she could do to assist the couple during
this sad time. Aaron and Ruth may indeed have
asked Sharon to be involved in the preparations and
funeral.

Instead of holding assumptions and applying our own

vision of what a client may need, nurses need to
assess a family’s values, gather appropriate infor-
mation about their culture, and find what the role
expectations are in each situation. There should be
an atmosphere of mutual respect and open commu-
nication. Patients’ values and preferences cannot be
assumed, even when nurses can correctly identify
the culture of the family. Cultural stereotyping is a
mistake that is easy to make. However, if we
approach our clients with an open and nonjudgmen-
tal attitude, we will be able to gather the data that is
essential to providing culturally competent nursing
care.

SUGGESTED ANSWERS TO
CRITICAL THINKING

u Ms. Williams

1. Ms. Williams’s time orientation is the present. She is
not only concerned with the future effects of her
uncontrolled diabetes.

2. Family is very important. She prays for healing.

3. We do not know Ms. William’s weight, but over-
weight is seen as positive, and excess weight is a risk
factor for diabetes and hypertension.

m The Lopez Family

1. Jose’s behavior indicates that he is the primary deci-
sion maker and in charge of this situation. Louisa’s
crying is normal. She is most likely praying.

2. This may relate to the couple’s beliefs in the hot and
cold theory.

3. His role as father may dictate that he should main-

tain control. He probably does not mean to be unco-
operative.

. Again, this may be related to hot and cold beliefs

about treatment of diseases.

. Culture-bound role does not dictate that she assume

control of the situation. She is upset and praying.

. Attempt to incorporate the family’s cultural beliefs

and practices when possible.

. Explain that it would not be good for Maria to

remain in the hospital, because she will be at greater
risk for exposure to infection. Ask if there are other
relatives who can care for Maria. Find out if the par-
ents can divide their time with their son.

. Be aware of your own cultural beliefs, appreciate you

patient’s culture, learn more about the Lopez family’s
culture (ask questions), and include their beliefs and
practices when possible. Explain when other prac-
tices cannot be followed. Ask for alternatives.




KEY TERMS

acupuncture (ak-yoo-PUNGK-chur)
allopathic (AL-oh-PATH-ik)
Ayurvedic (AY-YUR-VAY-dik)
chiropractic (ky-roh-PRAK-tik)
homeopathy (HO-mee-AH-pa-thee)
naturopathy (NAY-chur-AH-pa-thee)
osteopathic (AHS-tee-ah-PATH-ik)

Alternative and
Complementary
Therapies

LYNN KEEGAN

QUESTIONS TO GUIDE YOUR READING

1

. What is the difference between an alternative and

complementary therapy?

. What are some systems of health care that have con-

tributed to the development of new therapies?

. How can the different types of therapies be classi-

fied?

. What are some safety issues in alternative and com-

plementary therapies?

. What is the role of the licensed practical nurse/

licensed vocational nurse (LPN/LVN) in assisting
a patient with alternative and complementary
therapies?

49
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Health care in the 21st century requires that nurses recog-
nize the shift of thinking toward the incorporation of alter-
native and complementary approaches to care. Nurses at all
levels and in every area of practice are answering the call to
use new methods to care for the ill and to enhance the health
of those who are well.

Holistic nursing was a precursor to many of the now
popular alternative and complementary therapies. It was
introduced in the 1970s and has been growing ever since.
Holistic nursing is simply defined as caring for the whole
person—body, mind, and spirit—in a constantly changing
environment.

ALTERNATIVE OR
COMPLEMENTARY:
| WHAT’S THE DIFFERENCE?

The words alternative and complementary are sometimes
used interchangeably, but they are not the same. Alternative
therapy, sometimes called “unconventional” therapy, refers
to a therapy used instead of conventional or mainstream ther-
apy. An example is using acupuncture instead of analgesics.
Complementary therapy refers to a therapy used in addition
to a conventional therapy. For example, a nurse might sug-
gest guided imagery, music, and relaxation techniques for
pain control in addition to prescribed drug therapy.

A good all-around website for alternative and comple-
mentary medicine is http://www.healthy.net. To learn about
holistic nursing and complementary therapies, visit the
American Holistic Nurses Association at http://www.
ahna.org.

INTRODUCTION OF NEW
SYSTEMS INTO TRADITIONAL
| AMERICAN HEALTH CARE

There are many new and different philosophies within the
scope of expanded medical and nursing practice. These sys-
tems reflect cultures and attitudes in healing that range from
East to West and from ancient to modern.

In the United States, the primary system of medicine is
just called medicine, although some people refer to it as
allopathic medicine. A number of other schools of thought
and philosophies are also being increasingly used. The most
frequently seen new systems include Ayurvedic, Chinese,
chiropractic, naturopathic, American Indian, and osteopathic
medicine. Each philosophical system can stand alone or, as
in most instances in the United States, be used in
combination with other systems. Most of these recently

acupuncture: acus—needle + punctura—puncture
allopathic: allos—other + pathic—disease or suffering
Ayurvedic: ayu—life + veda—knowledge or science
chiropractic: cheir—hand + pracktos—to do
osteopathic: osteo—bone + pathy—disease

introduced systems use alternative and complementary
therapies.

Allopathic/Western Medicine

The most common name for allopathic medicine is Western
medicine. Other commonly used terms for Western medicine
are conventional medicine and mainstream medicine. Many
people have not heard the term allopathic because most doc-
tors and nurses do not refer to themselves or their practice by
this name. Practitioners of other systems of medicine more
often use the term when referring to what most of us consider
mainstream medicine. Allopathy is a method of treating dis-
ease with remedies that produce effects different from those
caused by the disease itself. For example, when a patient has
a bacterial infection, a Western medical practitioner pre-
scribes an antibiotic to eliminate the invading pathogen.

Practitioners of Western medicine are medical doctors,
nurses, and allied health personnel. This system of medicine
uses scientific data to determine the validity of a diagnosis
and the effectiveness of treatment. It is evidence-based med-
icine. This means that peer-reviewed medical literature is
very important. In scientific investigations, results can be
verified and reproduced through various types of studies and
statistical analyses. Practitioners use a variety of therapies,
including drugs, surgery, and radiation therapy. Western
medicine practitioners have made most of the significant
advances and developments in modern medicine.

For further information see the American Medical
Association site at http://www.ama-assn.org.

Ayurvedic Medicine

Ayurveda is the ancient Hindu system of medicine, which
originated in India. Its main goals are to maintain the health
of healthy people and cure the illnesses of sick people.
Ayurveda maintains that illness is the result of falling out of
balance with nature. Diagnosis is based on three metabolic
body types call doshas. An Ayurvedic doctor determines
which dosha type is most appropriate for the patient: vata,
pitta, or kapha. Treatment usually involves prescribing a
diet, herbal remedies, breath work, physical exercise, yoga,
meditation, massage, and a rejuvenation or detoxification
program.

Ayurveda is rapidly becoming more popular in
America. The books and videos of Deepak Chopra are
examples of this increasingly popular system of therapy.
An introduction to Ayurveda can be found at http://www.
ayurveda.org.

Traditional Chinese Medicine

Traditional Chinese medicine is thousands of years old and
involves such techniques and practices as acupuncture, acu-
pressure, herbs, massage, and qi gong. The diagnosis and
treatment of disturbances of qi (pronounced “chee”)—
or vital energy—is a distinctive characteristic of Chinese
medicine.

Acupuncturists, one segment of traditional Chinese
medicine practitioners, claim to be able to tell much about a



Copyright © 2007 by F. A. Davis.

patient’s state of health by checking pulses, looking at the
color of the tongue, checking facial color, assessing voice
and smell, and asking a variety of questions. To treat
patients, acupuncturists insert one or more needles along the
meridians (pathways) where qi flows (Fig. 4.1). Many
acupuncturists also prescribe herbal remedies as well.

Chiropractic Medicine

Daniel David Palmer founded chiropractic therapy in 1895.
Chiropractic medicine holds that illness is a result of nerve
dysfunction. The main treatment modality of chiropractors is
manual adjustment and manipulation of the vertebral column
and the extremities. They use direct hand contact and
mechanical and electrical treatment methods to manipulate
joints. The goal is to remove the interference with nerve
function so the body can heal itself. Chiropractors do not per-
form surgery, nor do they prescribe drugs. See the American
Chiropractic Association site at http://www.amerchiro.org.

Homeopathic Medicine

Homeopathy was developed by Samuel Hahnemann in
Germany in the early 19th century. Homeopathy is based on

homeopathy: homeo—like + pathos—disease
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Hahnemann’s principle that “like cures like,” meaning that
tiny doses of a substance that create the symptoms of disease
in a healthy person will relieve those symptoms in a sick
person.

Although there are schools and courses to train home-
opaths, no diploma or certificate from any school or pro-
gram is a license to practice homeopathy in the United
States. Medical doctors and doctors of osteopathy are
granted certificates of competency to practice homeopathy.
Other health-care practitioners may be allowed to use home-
opathy within the scope of their state licenses.

See The National Center for Homeopathy website at
http://www.homeopathic.org. This site has a research sec-
tion with annotated listings from the medical literature dis-
cussing the value of homeopathy. In addition, there is a good
review of licensing laws regarding homeopathy.

Naturopathic Medicine

Naturopathy primarily uses natural therapies such as nutri-
tion, botanical medicine (herbs), hydrotherapy (water-based
therapy), counseling, physical medicine, and homeopathy to
treat disease, promote healing, and prevent illness.

naturopathy: naturo—nature + pathy—disease
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FIGURE 4.1 Qi meridians are used in the Chinese medicine techniques of acupressure and acupuncture.
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Naturopathic physicians have a doctor of naturopathy (ND)
degree and can be licensed in 11 states. There are three
schools of naturopathic medicine in the United States. For
more information about naturopathy, visit http://www.natur-
opathic.org.

American Indian Medicine

American Indian medical practices vary from tribe to tribe.
In general, American Indian medicine is a community-based
system with rituals and practices such as the sweat lodge,
herbal remedies, the medicine wheel, the sacred hoop, the
“sing,” and shamanistic healing. For example, an ill person
may be placed in a small, enclosed sweat lodge while singing
or chanting is done outside the lodge. It is believed that toxic
substances are drawn out in the sweat of the person inside the
lodge. After the ceremony, the ill person may be placed on a
cot outside and be prayed over. You can learn more about
American Indian Medicine at the Association of American
Indian Physicians’ website at http://www.aaip.com.

Osteopathic Medicine

Osteopathic medicine was founded in the United States in
1874 by Andrew Taylor Still, a frontier physician who was
dissatisfied with the state of medicine at that time. This
practice of medicine emphasizes the interrelationship of
the body’s nerves, muscles, bones, and organs. The osteo-
pathic philosophy involves treating the whole person, recog-
nizes the body’s ability to heal itself, and stresses the
importance of diet, exercise, and fitness with a focus on pre-
vention. For more information about osteopathy, visit the
American Osteopathic Association website at http://www.
aoa-net.org.

ALTERNATIVE AND
| COMPLEMENTARY THERAPIES

Discussion of all alternative and complementary therapies is
beyond the scope of this text. Table 4.1 is a summary of the
most commonly used therapies.

Herbal Therapy

Many people use herbs for healing. However, when doing
so, the patient should only take herbs under the supervision
of a health-care provider. Herbs can aid in healing, but they
also can harm. Some of the more common herbs are
described in Table 4.2. Figure 4.2 shows echinacea, an herb
commonly prepared for use as an immune system booster.

It is important to note that herbal remedies are not
foods. They have potent medicinal effects and can interact
with prescribed medications and even surgery. This can be
problematic, both because herbs are readily available in
health food stores and drugstores and because many patients
do not tell their doctors or nurses about their herb use. Be
sure to assess patients’ use of herbs and supplements, and
educate them about the need to inform primary care
providers when using herbs.

TABLE 4.1 CATEGORIES AND
TYPES OF ALTERNATIVE AND
COMPLEMENTARY THERAPIES

Category of Therapy Types of Individual Therapies

Herbal medicine

Nutrition and special diet thera-
pies

Nutritional supplements

Art therapy

Music/sound therapies

Guided imagery

Hypnosis and hypnotherapy

Meditation and relaxation

Movement therapies

Tai chi and qi gong

Yoga

Massage and related massage
therapies

Acupressure

Biofeedback

Healing touch

Magnet therapy

Polarity therapy

Reiki

Spiritual healing

Therapeutic touch

Aquatherapy/hydrotherapy

Aromatherapy

Chanting

Chelation therapy

Colon therapy

Kinesiology

Light therapy

Pet therapy

Herbal medicine and
nutritional supplements

Mind-body therapies

Posture and mobility
therapies

Touch therapies and
bodywork

Energetic therapies

Miscellaneous therapies

Relaxation Therapies

Progressive Muscle Relaxation

Progressive muscle relaxation is a simple technique that
anyone can learn. It is the process of alternately tensing and
relaxing muscle groups. Often this process is performed in a
systematic manner, such as from head to toe. The purpose of
the technique is to help the participant identify subtle levels
of mental and physical tension that accompany mental and
emotional stress. When our conscious awareness of the ten-
sions increases, we can learn to relax and thus reduce the
effects of stress and tension. The idea is to become aware of
the ability to fine tune the relaxation response.

E LEARNING TIP

Try using progressive muscle relaxation the
next time you are anxious during a nursing
examination.

Guided Imagery
Guided imagery is another example of a complementary
therapy that many nurses use. Guided imagery involves
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TABLE 4.2 COMMON HERBS AND THEIR INTENDED PROPERTIES AND USES

Anti-inflammatory; used for migraine headaches and as an appetite stimulant; promotes menstruation, elimi-

Herb Purported properties/uses
Aloe vera Soothing agent, used for skin lesions; toxin absorber
Bee pollen Increases energy, stamina, and strength
Capsaicin For tenderness and pain of osteoarthritis, fibromyalgia, diabetic neuropathy, and shingles
Chamomile For anxiety, stomach distress, and infant colic
Echinacea Antiviral; used for colds, flu, and other infections
Feverfew
nates worms, suppresses fever
Ginger For nausea and vomiting, hypertension, and high cholesterol
Ginkgo May improve memory and help cognitive function in Alzheimer’s disease
Kava For anxiety, insomnia, low energy, muscle tension

St. John’s wort

For mild to moderate depression; viral infections, including human immunodeficiency virus (HIV); and herpes

using mental images to promote physical healing or changes
in attitudes or behavior (Box 4.1 Guided Imagery).
Practitioners may lead patients through visualization exer-
cises or offer instruction in using imagery as a self-help tool.
Guided imagery is often used to alleviate stress and to treat
stress-related conditions such as insomnia and high blood
pressure. People with cancer, acquired immunodeficiency
syndrome (AIDS), chronic fatigue syndrome, and other dis-
orders can use specific images to boost the immune system.
Guided imagery is often an added layer of therapy for some-
one who has learned the progressive relaxation skill dis-
cussed previously.

A common guided imagery technique begins with a
general relaxation process. For those new to the process, it
is good to begin with the progressive muscle relaxation as
explained above. Guided imagery works best when all the
senses are used. This exercise is very basic but gives an idea
of how the technique works. When used for healing, many
more steps are involved. For additional information read
journal articles, books, and Internet sites. It is important to

FIGURE 4.2 Echinacea is a commonly used herb for colds
and flu.

note that with this and any of the alternative and comple-
mentary therapies, you must have some training and skill
before using the technique with patients. Find more on
guided imagery at http://www.healthy.net; type “guided
imagery” into the search window.

ﬁ LEARNING TIP

When you are stumped on a test question, close
your eyes and imagine yourself asking the ques-
tion of your favorite instructor. Imagine what his
or her answer would be.

Box 4.1

Guided Imagery

Assist your patient to progress through the following

steps:

* Assume a comfortable position in a quiet environ-
ment.

* Close your eyes and keep them closed until the exer-
cise is completed.

* Breathe in and out deeply to the count of four,
repeating this step four times.

* When relaxed, think of a favorite peaceful place and
prepare to take an imaginary journey there.

* Picture what this place looks like and how comfort-
able you feel being there.

« Listen to all the sounds; feel the gentle, clean air;
and smell the pleasant aromas.

* Continue to breathe deeply, and appreciate the feel-
ing of being in this special place.

* Feel the sense of deep relaxation and peace of this
place.

* As you continue to breathe deeply, slowly and gen-
tly bring your consciousness back to the setting in
this room.

* Slowly and gently open your eyes, stretch, and think
about how relaxed you feel.
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Biofeedback

Biofeedback might be considered the third tier of learning of
progressive relaxation. It is a technique used especially for
stress-related conditions such as asthma, migraines, insom-
nia, and high blood pressure. Biofeedback is a way of mon-
itoring and controlling tiny metabolic changes in one’s body
with the aid of sensitive machines that provide feedback.
(See Box 4.2 Patient Perspective.)

Massage Therapy

Massage is the use of touch to achieve therapeutic results,
and may include pressure, friction, and kneading of the
body. Massage may be used to relax muscles, reduce anxi-
ety, increase circulation, and reduce pain.

Massage also provides a caring form of touch. In
the past, a back massage was a nightly routine for hospital-
ized patients, helping them relax for sleep. Sadly, today,
patients are often not touched except for technical pro-
cedures.

You can learn basic massage techniques in nursing
school. Or you may also choose to obtain formal massage
therapy education in order to practice more advanced
techniques.

H SAFETY TIP

Do not use firm massage on a patient taking
anticoagulant agents or a patient with a

low platelet level. Tissue injury could cause
bleeding.

Aquatherapy

If you have ever sat in a warm tub, you already know how
good it can feel when your muscles are tired or aching, and
how mentally relaxing it can be. People who suffer from
arthritis or other chronic pain understand how warm water
can ease their discomfort. Relaxing in water feels good for
three reasons: warmth, water movement causing massage,
and buoyancy.

Long before there were analgesics, the human body
relied on its own naturally occurring, internally generated,
painkilling chemicals called endorphins. Through research
we now know that warm water stimulates the release of
endorphins. They are released in response to both acute and
chronic pain. The most recognized methods to release
endogenous (naturally occurring) endorphins are physical
exercise, acupuncture, and electrical nerve stimulation. Any
type of skin stimulation, even the mechanical impact of
water, can cause the release of endorphins. However, pain
reduction is only part of the healing process. Ultimately,
blood flow is what brings nutrients to damaged cells and
facilitates healing. When the body is immersed in warm
water, the blood vessels nearest the skin relax, allowing
more blood to flow. The results are fatigue relief, faster tis-
sue repair, and relief of pain.

@ Box 4.2

Q Patient Perspective

Polly

I am scared to death of flying. The minute I get on an
airplane, I feel jittery, my heart races, and I can’t calm
down until we are safely back on the ground. Several
years ago, [ decided to try biofeedback therapy to over-
come this fear.

My therapist was wonderful. She immediately put
me at ease, and assured me I wasn’t a crazy person to
be afraid to fly. She then put a temperature sensor on my
finger (my hands were usually pretty cold). In her calm,
soft voice, she guided me through a relaxation exercise,
using imagery and progressive muscle relaxation. By
the time we were finished, my hands would be several
degrees warmer than when we had started! This showed
my vessels were dilating, a sign that my sympathetic
nervous system was slowing down its activity. So, I felt
calmer. The sensor gave me feedback that told me when
my relaxation was working well. We did this every
week for a couple of months, until I got really good at
warming my hands and relaxing.

Now when I fly, I close my eyes, imagine a peace-
ful scene and use my relaxation techniques. I still don’t
like it much, but at least I feel a bit calmer!

Heat and Cold Application

Local application of heat or cold provides additional meth-
ods of skin stimulation. A warm compress can soothe sore
muscles and dilate vessels in a defined area, bringing heal-
ing circulation as well as endorphin release. Ice or a cold gel
pack can help numb an area. It also causes overdilated ves-
sels to constrict, yielding relief from pain and throbbing of
overstimulated nerve endings. Ice can be helpful on an acute
injury and for some types of headaches. Check institution
policy before applying heat or cold—a physician’s order
may be required.

SAFETY AND EFFECTIVENESS
| OF ALTERNATIVE THERAPIES

Safety generally means that the benefits outweigh the risks
of a treatment or therapy. If your patient is interested in
using an alternative or complementary therapy, first counsel
the patient to talk with the primary care provider. The patient
also should ask the practitioner of the therapy about its
safety and effectiveness. Patients should tell their primary
care providers and alternative practitioners about all thera-
pies they are receiving because this information may be used
to consider the safety of their entire treatment plan.

The patient should be as informed as possible and con-
tinue gathering information even after a practitioner has
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Box 4.3

Questions Patients Should Ask
Before Starting an Alternative
or Complementary Therapy

What will this therapy do for me?

What are the advantages of this therapy?

What are the disadvantages?

What are the side effects?

What risks are associated with this therapy?

How much will it cost? Will my insurance cover

the cost?

7. How long will it take? How many treatments will
be necessary?

8. How will it interact with my other therapies and
medications?

9. What research has been done on this therapy?

o Fn g 9 =

been selected. You can find information about specific ther-
apy or therapies in journal articles and books. (See Box 4.3
Questions Patients Should Ask Before Starting an
Alternative or Complementary Therapy.)

| ROLE OF THE LPN/LVN

Patients may ask you about the use of an alternative or a
complementary therapy. Because the safety and effective-
ness of many therapies is still unknown, advising patients
presents a challenge. The following steps are suggestions for
helping to advise patients regarding the use of these kinds of
therapies:
1. Take a close look at the background, qualifications,
and competence of the proposed practitioner.
Check credentials with a state or local regulatory
agency with authority over the area of practice they
seek. Are they licensed or certified? By whom?
2. Visit the practitioner’s office, clinic, or hospital.
Evaluate the conditions of the setting.
3. Talk with others who have used this practitioner.
4. Consider the costs. Are the treatments covered by
insurance, or is it direct pay?
5. Discuss use of an alternative or complementary
therapy with their primary care provider.

| NURSING APPLICATIONS

There are ways to gain confidence with alternative and com-
plementary therapies:
1. Begin by trying one or two of these therapies
yourself. Start by choosing a basic therapy such
as massage, music, or guided imagery. Follow
the guidelines listed in Box 4.3 (Questions
Patients Should Ask Before Starting an Alterna-
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tive or Complementary Therapy) to make sure it
is a safe strategy. Not only will you encounter the
benefits firsthand, but you will also come away
with a better understanding of what patients expe-
rience.

2. Ask your patients if they use any alternative or
complementary therapies and what their responses
to them have been. Try to eliminate any precon-
ceived notions you might have. Your patients will
feel more comfortable mentioning them to you if
they feel you understand the treatment and why
they decided to use it.

3. If you decide to become involved, get adequate
instruction in the therapies before you administer
them. Many universities and agencies offer con-
tinuing education courses on these therapies,
and some nursing schools incorporate alterna-
tive and complementary therapies in their skills
courses.

If you wish to incorporate alternative and complemen-
tary therapies into your practice, be sure to check your
state’s nurse practice act for any regulations. Discuss them
with the patient and his or her primary care provider before
using them. If you work for a hospital or other health care
institution, also check institutional policy.

As the public understands more about alternative and
complementary therapies, you can expect to see even greater
demand for these treatments. Nurses have been in the fore-
front of developing the holistic philosophy that has now
become an accepted standard of care.

CRITICAL THINKING

Mr. Jones

B Mr. Jones asks you whether he should stop his
chemotherapy and try magnet therapy for his prostate
cancer. How do you respond?

Suggested answers at end of chapter.

=2 Home Health Hints

* When taking a health history, ask the patient or care-
giver about the use of complementary or alternative
therapies because these may influence the effects or
side effects of some prescription medications.

* Be mindful of the importance of complementary and
alternative therapies to the patient’s health-care belief
system.

» Consider the alternative practitioner as part of the
patient’s health care team.

« Discuss concerns regarding potential interactions with
the registered nurse or physician.
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SUGGESTED ANSWERS TO

CRITICAL THINKING

m Mr. Jones

As with all medical treatments, it is important to sup-
port the established therapy the physician has pre-

scribed. Therefore a good response might be the

following:

Understanding Health Care Issues

“Mr. Jones, chemotherapy is an established medical
treatment for your condition. There is a lot of evidence
for its effectiveness in the medical literature. If you
want to supplement your therapy, there may be some
other treatments you can add. I suggest that you discuss
your feelings about seeking some additional treatments
with your doctor.”

1.

VIEW QUESTIONS

Which of the following statements best defines a com-

plementary therapy?

a. An alternative treatment that is used in place of a
conventional treatment

b. A treatment that is often dangerous and should be
avoided

c. A treatment that can be used in addition to a conven-
tional treatment

d. A treatment that is used after conventional treat-
ments have failed

. Which of the following therapies is most likely to use

research-based interventions?
. Naturopathy

b. Osteopathy

c. Allopathy

d. Homeopathy

o

. A patient with high blood pressure tells his nurse he has

been taking a ginger supplement in addition to his pre-

scribed medications at home. What is the best response

by the nurse?

a. “Nonprescription supplements can interact with pre-
scription medications. You should not take it any
longer.”

b. “Ginger can be effective for hypertension. Be sure to
monitor your blood pressure while you are taking it.”
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hypotonic (HIGH-poh-TAHN-ik)
hypovolemia (HIGH-poh-voh-LEE-mee-ah)
interstitial (IN-ter-STISH-uhl)
intracellular (IN-trah-SELL-yoo-ler)
intracranial (IN-trah-KRAY-nee-uhl)
intravascular (IN-trah-VAS-kyoo-lar)
isotonic (EYE-so-TAHN-ik)

0smosis (ahs-MOH-sis)

osteoporosis (AHS-tee-oh-por-OH-sis)
semipermeable (SEM-ee-PER-mee-uh-bull)
transcellular (trans-SELL-yoo-lar)
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BRUCE K. WILSON

QUESTIONS TO GUIDE YOUR READING

1.

What are the purposes of fluids and electrolytes in
the body?

. What are the signs and symptoms of common fluid

imbalances?

. Which patients are at the highest risk for dehydra-

tion and fluid excess?

. What data should you collect in patients with fluid

and electrolyte imbalances?

. What are therapeutic interventions for patients with

fluid and electrolyte disturbances?

. What are education needs of patients with fluid

imbalances?

. What are common causes, signs and symptoms, and

treatments for sodium, potassium, calcium, and
magnesium imbalances?

. Which foods have high sodium, potassium, and cal-

cium content?

. What are common causes of acidosis and alkalosis?

10.

How do arterial blood gases change for each type
of acid-base imbalance?
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The body undergoes continuous dynamic change. The
proper amount of fluid is needed to support these changes
and to transport building and waste materials. Approximately
60% of a young adult’s body weight is water. Elderly people
are less than 50% water, and infants are between 70% and
80% water. Women have less body water because they have
more fat than men. Fat cells do not contain water.

In addition to water, body fluids also contain solid sub-
stances that dissolve, called solutes. Some solutes are elec-
trolytes and some are nonelectrolytes. Electrolytes are
chemicals that can conduct electricity when dissolved in
water. Examples of electrolytes are sodium, potassium, cal-
cium, magnesium, acids, and bases; these are discussed later
in this chapter. Nonelectrolytes do not conduct electricity;
for example, glucose and urea.

| FLUID BALANCE

Fluids are located both inside the cells (intracellular fluid
[ICF]) and outside the cells (extracellular fluid [ECF]).
ECF can be further divided into three types: interstitial
fluid, intravascular fluid, and transcellular fluid (Fig 5.1).

Interstitial fluid is the water that surrounds the body’s
cells and includes lymph. Fluids and electrolytes move
between the interstitial fluid and the intravascular fluid,
which is the plasma of the blood. Transcellular fluids are
those in specific compartments of the body, such as cere-
brospinal fluid, digestive juices, and synovial fluid in joints.

[ Intracellular
B Intravascular
[ Interstitial

[ Transcellular

FIGURE 5.1 Normal distribution of total body water.

intracellular: intra—within + cellular—cell
extracellular: extra—outside of + cellular—cell
interstitial: inter—between + stitia—tissue
intravascular: intra—within + vascular—Dblood vessel
transcellular: trans—across + cellular—cell
electrolyte: electro—electricity + lyte—dissolve

Control of Fluid Balance

The primary control of water in the body is through pressure
sensors in the vascular system, which stimulate or inhibit the
release of antidiuretic hormone (ADH) from the pituitary
gland. A diuretic is a substance that causes the kidneys to
excrete more fluid. ADH works in just the opposite way.
ADH causes the kidneys to retain fluid. If fluid pressures
within the vascular system decrease, more ADH is released
and water is retained. If fluid pressures increase, less ADH
is released and the kidneys eliminate more water.

Movement of Fluids and
Electrolytes in the Body

Fluids and electrolytes move in the body by active and pas-
sive transport systems. Active transport depends on the pres-
ence of adequate cellular adenosine triphosphate for energy.
The most common examples of active transport are the
sodium-potassium pumps. These pumps, located in the cell
membranes, cause sodium to move out of the cells and
potassium to move into the cells when needed.

In passive transport, no energy is expended specifi-
cally to move the substances. General body movements aid
passive transport. The three passive transport systems are
diffusion, filtration, and osmosis.

Diffusion is a process in which the substance moves
from an area of higher concentration to an area of lower
concentration. If you pour cream into a cup of coffee, the
movement of the molecules causes the cream to eventually
be dispersed throughout the beverage. If you stir the coffee,
this process occurs at a faster rate. Body movement assists
passive transport, like stirring the coffee. It causes the diffu-
sion to occur at a faster rate.

Filtration is the movement of both water and smaller
molecules through a semipermeable membrane. The semi-
permeable membrane works like a screen that keeps the
larger substances on one side and permits only the smaller
molecules to filter to the other side of the membrane.
Filtration is promoted by hydrostatic pressure differences
between areas.

Hydrostatic pressure is the force that water exerts;
sometimes called water pushing pressure. In the body, filtra-
tion is important for the movement of water, nutrients, and
waste products in the capillaries. The capillaries serve as
semipermeable membranes allowing water and smaller sub-
stances to move from the vascular system to the interstitial
fluid, but larger molecules and red blood cells remain inside
the capillary walls.

Osmosis is the movement of water from an area of
lower substance concentration to an area of higher concen-

antidiuretic: anti—against + diuretic—urination

diffusion: diffuse—spread, scattered

filtration: filter—strain through

osmosis: osmo—impulse + osis—condition

semipermeable: semi—half or part of + permeable—passing
through

hydrostatic: hydro—water + static—standing
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tration. The substances exert an osmotic pressure sometimes
called water pulling pressure. The term osmolarity refers to
the concentration of the substances in body fluids. The nor-
mal osmolarity of the blood is between 270 and 300 mil-
liosmoles per liter (mOsm/L).

Another term for osmolarity is fonicity. Fluids or solu-
tions can be classified as isotonic, hypotonic, or hyper-
tonic. A fluid that has the same osmolarity as the blood is
called isotonic. For example, a 0.9% saline solution (normal
saline) is isotonic to the blood and is often used as a solution
for intravenous (IV) therapy. A solution that has a lower
osmolarity than blood is called hypotonic. When a hypo-
tonic solution is given to a patient, the water leaves the blood
and other ECF areas and enters the cells. Hypertonic solu-
tions exert greater osmotic pressure than blood. When a
hypertonic solution is given to a patient, water leaves the
cells and enters the bloodstream and other ECF spaces.

Fluid Gains and Fluid Losses

Water is very important to the body for cellular metabolism,
blood volume, body temperature regulation, and solute
transport. Although people can survive without food for sev-
eral weeks, they can survive only a few days without water.

Water is gained and lost from the body every day. In
addition to liquid intake, some fluid is obtained from solid
foods. When too much fluid is lost, the brain’s thirst mecha-
nism tells the individual that more fluid intake is needed.
Older adults are more prone to fluid deficits because they
have a diminished thirst reflex and their kidneys do not func-
tion as effectively. An adult loses as much as 2500 mL of
sensible and insensible fluid each day. Sensible losses are
those of which the person is aware, such as urination.
Insensible losses may occur without the person recognizing
the loss. Perspiration and water lost through respiration and
feces are examples of insensible losses.

| FLUID IMBALANCES

Fluid imbalances are common in all clinical settings. Elderly
people are at the highest risk for life-threatening complica-
tions that can result from either fluid deficit, more com-
monly called dehydration, or fluid excess. Infants are at
risk for fluid deficit because they take in and excrete a large
proportion of their total body water each day.

Dehydration

Although there are several types of dehydration, only the
most common type is discussed in this chapter. Dehydration
occurs when there is not enough fluid in the body, especially
in the blood (intravascular area).

Pathophysiology and Etiology
The most common form of dehydration results from loss of
fluid from the body, resulting in decreased blood volume.

isotonic: iso—equal + tonic—strength
hypotonic: hypo—Iless than + tonic—strength
hypertonic: hyper—more than + tonic—strength
dehydration: de—down + hydration—water

Box 5.1

Common Causes of Dehydration

Long-term nothing by mouth (NPO) status
Hemorrhage

Profuse diaphoresis (sweating)
Diuretic therapy

Diarrhea

Vomiting

Gastrointestinal suction
Draining fistulas

Draining abscesses

Severely draining wounds
Systemic infection

Fever

Frequent enemas

Tleostomy

Cecostomy

Diabetes insipidus

This decrease is referred to as hypovolemia. Hypovolemia
occurs when the patient is hemorrhaging or when fluids
from other parts of the body are lost. For example, severe
vomiting and diarrhea, severely draining wounds, and pro-
fuse diaphoresis (sweating) can cause dehydration.

Hypovolemia may also occur when fluid from the
intravascular space moves into the interstitial fluid space.
This process is called third spacing. Examples of conditions
in which third spacing is common include burns, liver cir-
rhosis, and extensive trauma. See Box 5.1 for Common
Causes of Dehydration.

As described previously in this chapter, the body ini-
tially attempts to compensate for fluid loss by a number of
mechanisms. If the cause of dehydration is not resolved or
the patient is not able to replace the fluid, a state of dehy-
dration occurs.

Prevention

You can help prevent dehydration by identifying patients
who have the highest risk for developing this condition.
High-risk patients include the elderly, infants, children, and
any patient who has one of the conditions listed in Box 5.1
(Common Causes of Dehydration). Also see Box 5.2,
Gerontological Issues.

Adequate hydration is another important intervention
to help prevent dehydration. You should encourage patients
to drink adequate fluids. Adults need 30 mL/kg /day of flu-
ids. If a patient is unable to take enough fluid by mouth,
alternate routes may be necessary.

Signs and Symptoms

Thirst is the initial symptom experienced by otherwise
healthy adults in response to hypovolemia. As the percent-
age of water in the blood goes down, the percentage of other
substances goes up, resulting in the thirst response. As the

hypovolemia: hypo—Iless than + vol—volume + emia—blood
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Box 5.2

o”

As a person ages, total body water decreases from 60%
to 50% of total body weight. The age-related decrease
in total body water is secondary to an increase in body
fat and a decrease in thirst sensation. These factors
increase the risk of developing dehydration.

Manifestations of dehydration in an older adult
are different from typical manifestations in a younger
person, and may include altered mental status, light-
headedness, and syncope. These occur because a patient
with hypovolemia has an inadequate circulatory volume
and, therefore, oxygen supply to the brain.

Gerontolical Issues

blood volume decreases, the heart pumps the remaining
blood faster but not as powerfully, resulting in a rapid, weak
pulse and a low blood pressure. The body pulls water into
the vascular system from other areas, resulting in decreased
tear formation, dry skin, and dry mucous membranes.

The individual with dehydration has poor skin turgor.
Turgor is poor if the skin is pinched and a small “tent”
remains (called tenting). Temperature increases because the
body is less able to cool itself through perspiration.
Temperature may not appear elevated in an elderly person
because an elder’s normal body temperature is often lower
than a younger person’s. Urine output decreases and the
urine becomes more concentrated as water is conserved.
Dehydration should be considered in any adult with a urine
output of less than 30 mL per hour. The urine may appear
darker because it is less diluted. The patient becomes con-
stipated as the intestines absorb more water from the feces.
A major method of evaluating dehydration is weight loss. A
pint of water weighs approximately 1 pound. Symptoms of
dehydration in the elderly may be atypical (see Box 5.2,
Gerontological Issues).

Complications

If dehydration is not treated, lack of sufficient blood volume
causes organ function to decrease and eventually fail. The
brain, kidneys, and heart must be adequately supplied with
blood (perfused) to function properly. The body protects
these organs by decreasing blood flow to other areas. When
these organs no longer receive their minimum requirements,
death results.

LEARNING TIP

The magic fluid number is 30: Healthy adults
should drink approximately 20 mL of fluid per
kilogram of body weight per day, and they should
urinate at least 30 mL per hour. Of course, this
is just a basic rule of thumb and may vary based
on the person’s individual circumstances.

Diagnostic Tests

The patient with dehydration usually has an elevated blood
urea nitrogen (BUN) level and elevated hematocrit. Both
values are increased because there is less water in proportion
to the solid substances being measured. The specific gravity
of the urine also increases as the kidneys attempt to conserve
water, resulting in a more concentrated urine.

Therapeutic Interventions

The goals of therapeutic interventions are to replace fluids
and resolve the cause of dehydration. In a patient with mod-
erate or severe dehydration, IV therapy is used. Isotonic flu-
ids that have the same osmolarity as blood are typically
administered.

E PATIENT SAFETY TIP

Use at least two patient identifiers (neither to
be the patient’s room number) whenever adminis-
tering medications or blood products; taking
blood samples and other specimens for clinical
testing, or providing any other treatments or
procedures. 2006 National Patient Safety Goals
from www.jcaho.org

Nursing Process
Nurses can play a major role in identifying and caring for
patients who are dehydrated.

ASSESSMENT/DATA COLLECTION. Assess the patient
for signs and symptoms of dehydration. All the classic signs
and symptoms may not be present.

When assessing an elderly patient for skin turgor (tent-
ing), assess the skin over the forehead or sternum. The skin
over these areas usually retains elasticity and is therefore a
more reliable indicator of skin turgor. Also check mucous
membranes, which should be moist.

Weight is the most reliable indicator of fluid loss or
gain. A loss of 1 to 2 pounds or more per day suggests water
loss rather than fat loss. The patient in the hospital setting
should be weighed every day. The patient in the nursing
home or home setting should be weighed at least three times
a week if the patient is at risk for fluid imbalance. Weigh the
patient before breakfast using the same scale each time.
Intake and output are also typically measured (Box 5.3
Cultural Consideration).

NURSING DIAGNOSES, PLANNING,AND IMPLEMEN-
TATION. Actual or risk for deficient fluid volume related
to fluid loss or inadequate fluid intake. The primary
nursing diagnosis and interventions for the patient with
dehydration include:

ExpECTED OUTCOME: The patient will be adequately
hydrated as evidenced by stable weight, moist mucous
membranes, and elastic skin turgor.
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e 1

B
Muslims who celebrate Ramadan fast for 1 month
from sunup to sundown. Although the ill are not requi-
red to fast, the pious may still wish to do so. Fasting
may include not taking fluids and medications during
daylight hours. Therefore, the nurse may need to alter
times for medication administration, including intra-
muscular medication. Special precautions may need to
be taken to prevent dehydration in Muslim patients.

Box 5.3

£

-
v
7

& A

Cultural Considerations

Monitor daily weights and input and output (1&O)
so problems can be detected and corrected early.
Plan with the patient and other members of the
health-care team the type and timing of fluid intake.
Planning with the patient increases the likelihood
the plan is followed.
 Offer fluids often to the confused patient since he or
she may not drink independently.
¢ Correct the underlying cause of the fluid deficit, so
it does not recur.
* Be careful not to overhydrate the patient, so fluid
excess does not occur.
See Box 5.4, Best Practice Recommendations for
Maintaining Oral Hydration in Older People.

EVALUATION. The patient who is adequately hydrated
will have elastic skin turgor, moist mucous membranes, and
stable weight.

Patient Education

The patient, family, and significant others need to be taught
the importance of reporting early signs and symptoms of
dehydration to a physician or other health care provider. At
home or in the nursing home, infections often cause fever

CRITICAL THINKING

Mrs. Levitt

B Mrs. Levitt is a 92-year-old widow who has been
in a nursing home for 4 years. Today she complains
that her urine smells bad and that her heart feels like
it is beating faster than usual. You suspect that she is
becoming dehydrated. You check her urine and find that
it is a dark amber color and has a strong odor. Her heart
rate is 98, blood pressure 126/74, respiratory rate 20,
and temperature 99.2.

1. What other data should you collect, and what results

do you expect?

2. Which interventions should you provide at this time?
3. How should you document your findings?

Suggested answers at end of chapter.

Box 5.4

Best Practice Recommendations
for Maintaining Oral Hydration
in Older People

* A fluid intake sheet is the best method of monitoring
daily fluid intake.

* Urine specific gravity may be the simplest, most ac-
curate method to determine patient hydration status.

* Evidence of a dry furrowed tongue and mucous
membranes, sunken eyes, confusion, and upper body
muscle weakness may indicate dehydration.

* Regular presentation of fluids to bedridden older
people can maintain adequate hydration status.

* Owing to the observation that medication time can
be an important source of fluids, fluids should be
encouraged at this time.

Source: Adapted from Joanna Briggs Best Practice Recom-
mendations: Maintaining Oral Hydration in Older People,
5:6, 2001.

and sepsis, a serious condition in which the infection
invades the bloodstream. The body attempts to decrease the
temperature through perspiration. The patient becomes
dehydrated as a result and can become increasingly ill.

Fluid Excess

Fluid excess, sometimes called overhydration, is a condition
in which a patient has too much fluid in the body. Most of
the problems related to fluid excess result from too much
fluid in the bloodstream or from dilution of electrolytes and
red blood cells.

Pathophysiology and Etiology

The most common result of fluid excess is hypervolemia in
which there is excess fluid in the intravascular space.
Healthy adult kidneys can compensate for mild to moderate
hypervolemia. The kidneys increase urinary output to rid the
body of the extra fluid.

The causes of fluid excess are related to excessive
intake of fluids or inadequate excretion of fluids. Conditions
that can cause excessive fluid intake are poorly controlled IV
therapy, excessive irrigation of wounds or body cavities, and
excessive ingestion of water. Conditions that can result in
inadequate excretion of fluid include renal failure, heart fail-
ure, and the syndrome of inappropriate antidiuretic hormone.
These conditions are discussed elsewhere in this book.

Prevention
One of the best ways to prevent fluid excess is to avoid
excessive fluid intake. For example, you should monitor the

hypervolemia: hyper—more than + vol—volume + emia—
blood
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patient receiving IV therapy for signs and symptoms of fluid
excess. In at-risk patients, an electronic infusion pump or a
quantity-limiting device, such as a burette, should be used to
control the rate of infusion.

Also monitor the amount of fluid used for irrigations.
For example, when a patient’s stomach is being irrigated
(gastric lavage), be sure an excessive amount of fluid is not
absorbed.

Signs and Symptoms

The vital sign changes seen in the patient with fluid excess
are the opposite of those found in patients with dehydration.
The blood pressure is elevated, pulse is bounding, and res-
pirations are increased and shallow. The neck veins may
become distended, and pitting edema in the feet and legs
may be present. The skin is pale and cool. The kidneys
increase urine output, and the urine appears diluted, almost
like water. The patient rapidly gains weight. In severe fluid
excess, the patient develops moist crackles in the lungs, dys-
pnea, and ascites (excess peritoneal fluid).

Complications

Acute fluid excess typically results in congestive heart fail-
ure. As the fluid builds up in the heart, the heart is not able
to properly function as a pump. The fluid then backs up into
the lungs, causing a condition known as pulmonary edema.
Other major organs of the body cannot receive adequate
oxygen, and organ failure can lead to death.

Diagnostic Tests

In the patient experiencing fluid excess, the BUN and hema-
tocrit levels tend to decrease from hemodilution. The plasma
content of the blood is proportionately increased when com-
pared with the solid substances. The specific gravity of the
urine also diminishes as the urinary output increases.

Therapeutic Interventions

Once the patient’s breathing has been supported, the goal of
treatment is to rid the body of excessive fluid and resolve the
underlying cause of the excess. Drug therapy and diet ther-
apy are commonly used to decrease fluid retention.

POSITIONING. To facilitate ease in breathing, the head of
the patient’s bed should be in semi-Fowler’s or high Fowler’s
position. These positions allow greater lung expansion and
thus aid respiratory effort. Once the patient has been properly
positioned, oxygen therapy may be necessary (Fig. 5.2).

OXYGEN THERAPY. Oxygen therapy is typically used to
ensure adequate perfusion of major organs and to minimize
dyspnea. If the patient has a history of chronic obstructive
pulmonary disease, such as emphysema or chronic
bronchitis, do not administer more than 2 L. per minute of
oxygen. At higher oxygen doses, the patient may lose the
stimulus to breathe and may suffer respiratory arrest.

DRUG THERAPY. Diuretics are frequently administered to
rapidly rid the body of excess water. A diuretic is a drug that

edema: swelling
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FIGURE 5.2 Patient in high Fowler's position with oxygen.

increases elimination by the kidneys. The drug of choice for
fluid excess when the patient has adequately functioning
kidneys is usually furosemide (Lasix). Furosemide is a loop
(high-ceiling) diuretic that causes the kidneys to excrete
sodium and water. Sodium (Na™) and water tend to move
together in the body. Potassium (K*), another electrolyte, is
also lost, which can lead to a potassium deficit, which is
discussed later in this chapter.

Furosemide may be given by the oral, intramuscular, or
IV route. The oral route is used most commonly for mild
fluid excess. IV furosemide is administered by a registered
nurse (RN) or physician for severe excess. The patient
should begin diuresis within 30 minutes after receiving IV
furosemide. If not, another dose is given. Strict intake and
output should be monitored when a patient is receiving IV
furosemide.

DIET THERAPY. Mild to moderate fluid restriction may be
necessary, as well as a sodium-restricted diet. In collabo-
ration with the dietitian, a physician prescribes the specific
restriction necessary, usually a 1- to 2-g Na™ restriction for
severe excess. Different diuretics result in differing elec-
trolyte elimination. Specific diet therapy depends on the
medications the patient is receiving and the patient’s
underlying medical problems.

Nursing Process

The nurse plays a pivotal role in the care of a patient
with fluid excess. Prompt action is needed to prevent life-
threatening complications.

ASSESSMENT/DATA COLLECTION. Observe a patient
who is at high risk for fluid excess and monitor fluid I&O
carefully. If the patient is drinking adequate amounts of fluid
(1500 mL per day or more) but is voiding in small amounts,
the fluid is being retained by the body.

Assess for edema, which is fluid that accumulates in the
interstitial tissues. If the edema is pitting, a finger pressed
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against the skin over a bony area such as the tibia leaves
a temporary indentation. For patients in bed, check the
sacrum for edema. For patients in the sitting position, check
the feet and legs. Also assess lung sounds since excess
fluid accumulation in the lungs can cause crackles (see
Chapter 29).

As mentioned earlier, weight is the most reliable indi-
cator of fluid gain. A gain of 1 to 2 pounds or more per day
indicates fluid retention even though other signs and symp-
toms may not be present.

NURSING DIAGNOSES, PLANNING, AND IMPLE-
MENTATION. Actual or risk for excess fluid volume
related to excessive fluid intake or inadequate excretion
of body fluid

ExpECTED OUTCOME: Fatient will return to a normal hydra-
tion status as evidenced by return to weight that is normal
for patient, absence of edema, and clear lung sounds.

* Weigh the patient daily and report any increase to
the physician. Increased weight indicates fluid
retention.

e Implement fluid restriction as ordered to reduce
excess. Work with the patient and RN to determine
how it should be implemented. For example, if a
patient is on a 1000 mL per day fluid restriction,
you might plan for 150 mL with each meal, 450 mL
to be given to the patient to use as he or she likes
during the day, and 100 mL to be used during the
night. Be sure to include the patient in your plan-
ning, and remember to reserve enough fluid for
swallowing medications. Post a sign in the patient’s
room so other caregivers know how much fluid the
patient can have.

* Administer diuretics as ordered, and monitor patient
response. Be sure to monitor potassium in patients
receiving potassium-losing loop or thiazide diuret-
ics. Diuretics promote diuresis.

* Report urinary output below 30 mL per hour to the
physician or RN because it may signify increasing
renal complications.

EVALUATION. If interventions have been effective, the
patient will return to his or her normal weight with clear
lung sounds and no edema. Many patients must remain on
drug and diet therapy after hospital discharge to prevent the
problem from recurring.

Patient Education

In collaboration with the dietitian, the patient, family, or
other caregiver should be instructed about the fluid and
sodium restrictions to prevent further problems (Box 5.5
Nutrition Notes). High-sodium foods to avoid are listed in
Box 5.6 Common Food Sources of Sodium.

Teaching caregivers about diuretic therapy is essential
to prevent electrolyte imbalances. If a potassium-losing
diuretic is prescribed, teach which foods are high in potas-
sium, such as oranges and other citrus fruits, melons,
bananas, and potatoes (Box 5.7 Food Sources of Potassium).

The patient’s serum potassium level must be periodically
monitored by a physician or home-care nurse. If it becomes
too low, an oral potassium supplement is needed.

The family or other caregiver also needs to be taught
common signs and symptoms of fluid excess that should be
reported to a physician or other health-care provider. Of spe-
cial importance is weight gain. The patient should be
weighed at least three times a week in the home or nursing
home if he or she is at high risk for fluid excess, and weight
gain should be reported.

CRITICAL THINKING

Mr. Peters

B Mr. Peters is a 32-year-old man with a congenital

heart problem. He has been recovering from congestive

heart failure and fluid excess. Today, his blood pressure

is higher than usual and his pulse is bounding. He is

having trouble breathing and presses the call light for

your assistance.

1. What should you do first when you assess Mr.
Peters’s condition?

2. What questions should you ask him?

3. What other assessments should you perform?

Suggested answers at end of chapter.

| ELECTROLYTE BALANCE

Natural minerals in food become electrolytes or ions in the
body through digestion and metabolism. Electrolytes are
usually measured in milliequivalents per liter (mEq/L) or in
milligrams per deciliter (mg/dL).

Electrolytes are one of two types: cations, which carry
a positive electrical charge, and anions, which carry a nega-
tive electrical charge. Although there are many electrolytes
in the body, this chapter discusses the most important ones,
including sodium (Na™), potassium (K*), calcium (Ca®"),
and magnesium (Mg?"). These electrolytes are maintained
in different concentrations inside the cell and outside the cell
because of pumps in the cell wall (Fig. 5.3).

| ELECTROLYTE IMBALANCES

The two types of electrolyte imbalances are deficit and
excess. In general, if a patient experiences a deficit of an
electrolyte, the electrolyte is replaced either orally or intra-
venously. If the patient experiences an excess of the elec-
trolyte, treatment focuses on getting rid of the excess, often
by the kidneys. The underlying cause of the imbalance must
also be treated.

The most important aspect of nursing care is prevent-

cation: cat—descending + ion—carrying
anion: an—without + ion—carrying
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1
r® Box 5.5

Nutrition Notes

Reducing Sodium Intake

Many foods, such as dairy products, grain products, and
some vegetables, are naturally high in sodium, but the
major sources of sodium in the diet are salted and
processed foods, including baked goods and condi-
ments. For example, American cheese has more sodium
than Cheddar, and cured ham has more than fresh pork.
Drinking water may contain significant amounts of
sodium, particularly if it is a softened or mineral water.
Because of the numerous “hidden” sources of sodium,
patients on low-sodium diets benefit from education by
a dietician.
The Adequate Intake (AI) of sodium is 1.5 g per
day for adults through age 49, 1.3 g for those 50 to 70
years of age, and 1.2 g for those 71 years of age and
older. The upper tolerable intake level (UL) for sodium
is 2.3 g per day, obtainable in slightly more than
teaspoon of salt. None of these amounts applies to indi-
viduals losing large amounts of sweat daily or to unac-
climatized persons exercising in a hot environment.
Specific definitions for reduced sodium food prod-
ucts have been adopted. Note that serving size is an
important variable.
* Salt or sodium free: <5 mg sodium per serving
* Very low sodium: <35 mg sodium per serving
(per 100 g if main dish)
* Low sodium: <140 mg sodium per serving
(per 100 g if main dish)

ing and assessing electrolyte imbalances. High-risk patients
should be identified and monitored carefully. Serum
electrolytes are measured on a regular basis. As a general
rule, patients should be checked for electrolyte imbalance
when there is a change in their mental state (either increased
irritability or decreased responsiveness) or when muscle
function changes. Patient education is another important
nursing role for patients with electrolyte imbalances.

Sodium Imbalances

The normal level of serum sodium is 135 to 145 mEq/L.
Because sodium is the major cation in the blood, it helps
maintain serum osmolarity. Therefore, sodium imbalances
are often associated with fluid imbalances, described earlier
in this chapter. Sodium is also important for cell function,
especially in the central nervous system. The two sodium
imbalances are hyponatremia (sodium deficit) and hyper-
natremia (sodium excess).

hyponatremia: hypo—Iless than + natr—sodium + emia—
blood

hypernatremia: hyper—more than + natr—sodium +
emia—>blood

Box 5.6

Common Food Sources of Sodium*

Food Group Serving Size Range (mg)
Breads, all types 1oz 95-210
Frozen pizza, plain, 4 oz 450-1200
cheese
Frozen vegetables, 1/2 cup 2-160
all types
Salad dressing, 2 tbsp 110-505
regular fat, all types
Salsa 2 tbsp 150-240
Soup (tomato), 8 oz 700-1260
reconstituted
Tomato juice 80z (~l cup)  340-1040
Potato chips’ 1oz (284 g) 120-180
Tortilla chips’ loz (284 ¢g)  105-160
Pretzels' 1oz (284¢g)  290-560

*The ranges of sodium content for selected foods available
in the retail market. This table is provided to exemplify the
importance of reading the food label to determine the
sodium content of food, which can vary by several hundreds
of milligrams in similar foods.

TAll snack foods are regular flavor, salted.

Source: Agricultural Research Service Nutrient Database
for Standard Reference, Release 17 and recent manufacturers
label data from retail market surveys. Serving sizes were
standardized to be comparable among brands within a food.
Pizza and bread slices vary in size and weight across brands.

Note: None of the examples provided was labeled low-
sodium.

Hyponatremia
Hyponatremia occurs when the serum sodium level is less
than 135 mEq/L.

PATHOPHYSIOLOGY AND ETIOLOGY. Many condi-
tions can lead to either an actual or a relative decrease in
sodium. In an actual decrease, the patient has inadequate
intake of sodium or excessive sodium loss from the body. As
the percentage of sodium in the ECF decreases, water is
pulled by osmotic pressure into the cells. In a relative
decrease, the sodium is not lost from the body but leaves the
intravascular space and moves into the interstitial tissues
(third spacing). Another cause of a relative decrease occurs
when the plasma volume increases (fluid excess), causing a
dilutional effect. The percentage of sodium compared with
the fluid is diminished.

PREVENTION. Additional sodium is commonly adminis-
tered to patients at high risk for hyponatremia (Box 5.8
Conditions that Place Patients at Risk for Hyponatremia),
usually by the IV route. Individuals who have high fevers or
who engage in strenuous exercise or physical labor,
especially in the heat, need to replace both sodium and water.
Hyponatremia is especially dangerous for the elderly patient.
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Box 5.

Food Sources of Potassium®*

7

Food, Standard Amount

Sweet potato, baked, 1 potato (146 g)

Beet greens, cooked, 1/2 cup

Potato, baked, flesh, 1 potato (156 g)
Yogurt, plain, nonfat, 8-0z container

Prune juice, 3/4 cup

Soybeans, green, cooked, 1/2 cup

Bananas, 1 medium
Spinach, cooked, 1/2 cup
Tomato juice, 3/4 cup
Tomato sauce, 1/2 cup
Milk, non-fat, 1 cup

Pork chop, center loin, cooked, 3 oz
Apricots, dried, uncooked, 1/4 cup

Cantaloupe, 1/4 medium
1%-2% milk, 1 cup

Kidney beans, cooked, 1/2 cup
Orange juice, 3/4 cup

Split peas, cooked, 1/2 cup

Potassium (mg)  Calories

694 131
655 19
610 145
579 127
530 136
485 127
422 105
419 21
417 31
405 39
382 83
382 197
378 78
368 47
366 102-122
358 112
355 85
355 116

*Food sources of potassium ranked by milligrams of potassium per standard amount,
also showing calories in the standard amount. (The adequate intake [AI] for adults is
4,700 mg/day potassium.)
Source: Nutrient values from Agricultural Research Service (ARS) Nutrient

Database for Standard Reference, Release 17. Foods are from ARS single nutrient
reports, sorted in descending order by nutrient content in terms of common household
measures. Food items and weights in the single nutrient reports are adapted from those
in 2002 revision of USDA Home and Garden Bulletin No. 72, Nutritive Value of
Foods. Mixed dishes and multiple preparations of the same food item have been omit-
ted from this table.

— =

— —

Sodium Potassium

[] Extracellular

Calcium  Magnesium

[ Intracellular

FIGURE 5.3 Extracellular and intracellular electrolytes.

SIGNS AND SYMPTOMS. Unfortunately, the signs and
symptoms of hyponatremia are vague and depend somewhat
on whether a fluid imbalance accompanies the hyponatremia.
The patient with sodium and fluid deficits has signs and
symptoms of dehydration (discussed previously). The patient
with a sodium deficit and fluid excess has signs and
symptoms associated with fluid excess.

In addition, the patient experiences mental status
changes, including disorientation, confusion, and personality
changes caused by cerebral edema (fluid around the brain).
Weakness, nausea, vomiting, and diarrhea may also occur.

COMPLICATIONS. In severe hyponatremia, respiratory
arrest or coma can lead to death. The patient who also has
fluid excess may develop pulmonary edema, another life-
threatening complication.

DIAGNOSTIC TESTS. The primary diagnostic test is to
obtain the serum sodium level, which is lower than the
normal value when hyponatremia is present. The serum
osmolarity also decreases in patients with hyponatremia.
Other laboratory tests may be affected if the patient
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Box 5.8

Conditions that Place Patients
at High Risk for Hyponatremia

Nothing by mouth (NPO)

Excessive diaphoresis (sweating)

Diuretics

Gastrointestinal suction

Syndrome of inappropriate antidiuretic hormone
Excessive ingestion of hypotonic fluids
Freshwater near-drowning

Decreased aldosterone

experiences an accompanying fluid imbalance. Serum
chloride (C17), an anion, is often depleted when sodium
decreases because these two electrolytes commonly
combine as NaCl (salt in solution, or saline).

THERAPEUTIC INTERVENTIONS. Therapeutic inter-
ventions focus on resolving the underlying cause of
hyponatremia and replacing the lost sodium. The physician
orders IV saline for patients who have hyponatremia without
fluid excess.

For patients who have a fluid excess, a fluid restriction
is often ordered. Diuretics that rid the body of fluid but do
not cause sodium loss may also be used. For patients with
cerebral edema, steroids may be prescribed to reduce
intracranial swelling. I&O are strictly monitored, and the
patient is weighed daily.

Hypernatremia
Hypernatremia occurs when the serum sodium level is
above 145 mEq/L.

PATHOPHYSIOLOGY AND ETIOLOGY. Serum sodium
increase may be an actual increase or a relative increase. In
an actual increase, the patient receives too much sodium or
is unable to excrete sodium, as seen in renal failure. In a
relative increase, the amount of sodium does not change but
the amount of fluid in the intravascular space decreases. The
percentage of sodium (solid) is increased in relationship to
the amount of plasma (water).

In mild hypernatremia, most excitable tissues, such as
muscle and neurons of the brain, become more stimulated.
The patient becomes irritable and has tremors. In severe
cases, these tissues fail to respond.

PREVENTION. Prevention of hypernatremia is not as
simple as prevention of hyponatremia. Most patients have a
sodium excess as a result of an acute or chronic illness.
Patients with a potential for electrolyte imbalance must
always have their IV fluids carefully regulated.

SIGNS AND SYMPTOMS. Thirst is usually one of the first
symptoms to appear. If you eat salty foods, such as potato

intracranial: intra—within + cranial—cranium (skull)

chips, the amount of sodium in the body increases and you
become thirsty. Other signs and symptoms of hypernatremia
are vague and nonspecific until severe excess is present.
Like the patient with a sodium deficit, the patient ex-
periencing sodium excess has mental status changes, such as
agitation, confusion, and personality changes. Seizures may
also occur.

At first, muscle twitches and unusual contractions may
be present. Later, skeletal muscle weakness occurs that can
lead to respiratory failure. If fluid deficit or fluid excess
accompanies the hypernatremic state, the patient also has
signs and symptoms associated with these imbalances.

COMPLICATIONS. The patient experiencing severe
hypernatremia may become comatose or have respiratory
arrest as skeletal muscles weaken.

DIAGNOSTIC TESTS. The most reliable diagnostic test is
the serum sodium level, which indicates an increase above
the normal level. Serum osmolarity may also increase. If the
patient has a fluid imbalance, other laboratory values, such
as BUN, hematocrit, and urine specific gravity, are affected
(see earlier discussion).

THERAPEUTIC INTERVENTIONS. If a fluid imbalance
accompanies hypernatremia, it is treated first. For example,
fluid replacement without sodium in a patient with
dehydration should correct a relative sodium excess. If the
kidneys are not excreting adequate amounts of sodium,
diuretics may help if the kidneys are functional. If the
kidneys are not functioning properly, dialysis may be
ordered. I&O and daily weights are strictly monitored.

The cause of hypernatremia is also treated in an
attempt to prevent further episodes of this imbalance. For
some patients, a sodium-restricted diet is prescribed.

Potassium Imbalances

Potassium is the most common electrolyte in the ICF com-
partment. Therefore, only a small amount, 3.5 to 5 mEq/L,
is found in the bloodstream. Minimal changes in this labo-
ratory value cause major changes in the body.

Potassium is especially important for cardiac muscle,
skeletal muscle, and smooth muscle function. As the serum
potassium level falls, the body attempts to compensate by
moving potassium from the cells into the bloodstream.

The two potassium imbalances are hypokalemia
(potassium deficit) and hyperkalemia (potassium excess).
Hypokalemia is the most commonly occurring imbalance.

Hypokalemia
Hypokalemia occurs when the serum potassium level falls
below 3.5 mEq/L.

PATHOPHYSIOLOGY AND ETIOLOGY. Most cases of
hypokalemia result from inadequate intake of potassium or

hypokalemia: hypo—Iless than + kal—potassium + emia—
blood

hyperkalemia: hyper—more than + kal—potassium + emia—
blood
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excessive loss of potassium through the kidneys. Hypokale-
mia most often occurs as a result of medications. Potassium-
losing diuretics (e.g., furosemide [Lasix]), digitalis
preparations (e.g., digoxin [Lanoxin]), and corticosteroids
(e.g., prednisone [Deltasone]) are examples of drugs that
cause increased excretion of potassium from the body.
Potassium may also be lost through the gastrointestinal (GI)
tract, which is rich in potassium and other electrolytes.
Severe vomiting, diarrhea, and prolonged GI suction cause
hypokalemia (Box 5.9. Patient Perspective). Major surgery
and hemorrhage can also lead to potassium deficit.

PREVENTION. Most patients having major surgery
receive potassium supplements in their IV fluids to prevent
hypokalemia. For patients receiving drugs known to cause
hypokalemia, foods high in potassium may prevent a deficit
(see Box 5.7, Food Sources of Potassium). Patients
receiving digitalis must be closely monitored because
hypokalemia can enhance the action of digitalis and cause
digitalis toxicity.

SIGNS AND SYMPTOMS. Many body systems are
affected by a potassium imbalance. Muscle cramping occurs
with either a deficit or an excess of potassium. Vital signs
change because the respiratory and cardiovascular systems
need potassium to function properly. Skeletal muscle
activity diminishes, resulting in shallow, ineffective

L ] Box 5.9

Patient Perspective

Patricia

I take hydrochlorothiazide for my high blood pressure.
Since it can make me lose potassium, I also take a
potassium supplement. So I thought I was all set. But
recently I ate something that did not agree with me, and
had diarrhea for a couple of days. One morning as I was
driving to work, I felt so weak it made me frightened. I
drove back home and asked my husband to drive me to
work. I arrived safely, but as I walked down the hallway,
I again felt so weak I had to sit down. I felt like I could
not put one foot in front of the other. I kept thinking
“this is all in my head.” I decided maybe I was dehy-
drated from the diarrhea, so I drank a bottle of Gatorade
and a glass of orange juice. Slowly I began to feel a bit
better, and made it through the day. After work I had to
take my daughter to the doctor, so I asked about my
symptoms. [ was sent to the lab where I had my potas-
sium level checked and it was 3.1! Normal is 3.5 to 5
mEq/L. Mine must have been even lower before I drank
the juice and Gatorade. I learned that I probably lost a
lot of potassium because of the diarrhea. I also learned
that low potassium made my muscles weak and could
have affected my heart function. Next time I have diar-
rhea, I plan to call my doctor.

respirations. The pulse is typically weak, irregular, and
thready because the heart muscle is depleted of potassium.
A major danger is an irregular heartbeat (dysrhythmia),
which can lead to a cardiac arrest. Orthostatic (postural)
hypotension may also be present.

The nervous system is usually affected as well. The
patient experiences changes in mental status followed by
lethargy. The motility of the GI system is slowed, causing
nausea, vomiting, abdominal distention, and constipation.
Vomiting may further increase potassium loss.

COMPLICATIONS. If not corrected, hypokalemia can
result in death from dysrhythmia, respiratory failure and
arrest, or coma. The patient must be treated promptly before
these complications occur.

DIAGNOSTIC TESTS. The primary laboratory test is to
obtain a serum potassium level. The patient’s electrocar-
diogram (ECG) may show cardiac dysrhythmias associated
with potassium deficit. In addition to a decrease in the serum
potassium level, the patient may have an acid-base
imbalance known as metabolic alkalosis, which commonly
accompanies hypokalemia. In metabolic alkalosis, the
serum pH of the blood increases (above 7.45) so that the
blood is more alkaline than usual. Acid-base imbalances are
discussed later in this chapter.

THERAPEUTIC INTERVENTIONS. The goal of treat-
ment is to replace potassium in the body and resolve the
underlying cause of the imbalance. For mild to moderate
hypokalemia, oral potassium supplements are given.

For severe hypokalemia, IV potassium supplements are
given. Because the kidneys eliminate excess potassium,
potassium should be added to IV fluids only after the patient
has voided. Potassium is a potentially dangerous drug, espe-
cially when administered intravenously. In too high a con-
centration, it causes cardiac arrest. Only IV solutions which
are premixed and carefully labeled should be used.
Potassium is never given by IV push. The patient’s labora-
tory values must be monitored carefully to prevent giving
too much potassium. Administration of IV potassium is
done by a registered nurse.

Teach the patient about the side effects of oral potas-
sium and precautions associated with potassium administra-
tion. Box 5.10 (Tips for Receiving Oral Potassium
Supplements) summarizes the precautions you need to be
aware of when giving oral potassium supplements.

Hyperkalemia

Hyperkalemia is a condition in which the serum potassium
level exceeds 5 mEq/L. It is rare in a person with healthy
kidneys.

PATHOPHYSIOLOGY AND ETIOLOGY. Hyperkalemia
may result from an actual increase in the amount of total
body potassium or from the movement of intracellular

dysrhythmia: dys—bad or disordered + rhythmia—measured
motion
alkalosis: alkal—alkaline + osis—condition
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Box 5.10

Tips for Patients Receiving Oral
Potassium Supplements

* Do not substitute one potassium supplement for
another.

* Dilute powders and liquids in juice or other desired
liquid to improve taste and to prevent gastrointesti-
nal irritation. Follow manufacturer’s recommenda-
tions for the amount of fluid to use for dilution, most
commonly 4 oz per 20 mEq of potassium.

* Do not drink diluted solutions until mixed thor-
oughly.

* Do not crush potassium tablets, such as Slow-K or
K-tab tablets. Read manufacturer’s directions regard-
ing which tablets can be crushed.

* Administer slow-release tablets with 8 oz of water
to help them dissolve.

* Do not take potassium supplements if taking
potassium-sparing diuretics such as spironolac-
tone or triamterene.

* Do not use salt substitutes containing potassium
unless prescribed by the physician.

 Take potassium supplements with meals.

* Report adverse effects, such as nausea, vomiting,
diarrhea, and abdominal cramping, to the physician.

* Have frequent laboratory testing for potassium levels
as recommended by the physician.

Source: Adapted from Lee, CA, Barrett, CA, and
Ignatavicius, DD: Fluids and Electrolytes: A Practical
Approach, ed 4. F.A. Davis, Philadelphia, 1996.

potassium into the blood. Overuse of potassium-based salt
substitutes or excessive intake of oral or IV potassium sup-
plements can cause hyperkalemia. Use of potassium-sparing
diuretics (e.g., spironolactone [Aldactone]) may also contri-
bute to hyperkalemia. Patients with renal failure are at risk
for hyperkalemia because the kidneys cannot excrete
potassium.

Movement of potassium from the cells into the blood
and other ECF is common in massive tissue trauma
and metabolic acidosis. Metabolic acidosis is an acid-base
imbalance commonly seen in patients with uncontrolled dia-
betes mellitus. Acid-base imbalances are discussed later in
this chapter.

PREVENTION. For patients receiving potassium supple-
ments, hyperkalemia can be prevented by monitoring serum
electrolyte values and the patient’s signs and symptoms.

SIGNS AND SYMPTOMS. Most cases of hyperkalemia
occur in patients who are hospitalized or those undergoing
therapeutic interventions for a chronic condition. The classic

acidosis: acid—acidic + osis—condition

manifestations are muscle twitches and cramps, later
followed by profound muscular weakness; increased GI
motility (diarrhea); slow, irregular heart rate; and decreased
blood pressure.

COMPLICATIONS. Cardiac dysrhythmias and respiratory
failure can occur in severe hyperkalemia, causing death.

DIAGNOSTIC TESTS. In addition to an elevated serum
potassium level, an irregular ECG is associated with
hyperkalemia. If the patient also has metabolic acidosis, the
serum pH falls below 7.35.

THERAPEUTIC INTERVENTIONS. For mild, chronic
hyperkalemia, dietary limitation of potassium-rich foods
may be helpful. Potassium supplements are discontinued,
and potassium-losing diuretics are given to patients with
healthy kidneys. For patients with renal problems, a cation
exchange resin, such as sodium polystyrene sulfonate
(Kayexalate), is administered either orally or rectally. This
drug releases sodium and absorbs potassium for excretion
through the feces and out of the body.

In cases in which cellular potassium has moved into the
bloodstream, administration of glucose and insulin can facil-
itate the movement of potassium back into the cells. During
treatment of moderate to severe hyperkalemia, the patient
should be in the hospital on a cardiac monitor.

Calcium Imbalances

Calcium is a mineral that is primarily stored in bones and
teeth. A small amount is found in ECF. The normal value for
serum calcium is 9 to 11 mg/dL, or 4.5 to 5.5 mEq/L.
Minimal changes in serum calcium levels can have major
negative effects in the body.

Calcium is needed for the proper function of excitable
tissues, especially cardiac muscle. It is also needed for ade-
quate blood clotting. The two calcium imbalances are
hypocalcemia and hypercalcemia.

Hypocalcemia
Hypocalcemia occurs when the serum calcium falls below 9
mg/dL, or 4.5 mEq/L.

PATHOPHYSIOLOGY AND ETIOLOGY. Although
calcium deficit can be acute or chronic, most patients
develop hypocalcemia slowly as a result of chronic disease
or poor intake. The woman who is postmenopausal is most
at risk for hypocalcemia. As a woman ages, calcium intake
typically declines. The parathyroid glands recognize this
decrease and stimulate bone to release some of its stored
calcium into the blood for replacement. The result is a
condition known as osteoporosis, in which bones become
porous and brittle and fracture easily. The woman who is

hypocalcemia: hypo—Iess than + calc—calcium + emia—
blood

hypercalcemia: hyper—more than + calc calcium + emia—
blood

osteoporosis: osteo—bone + porosis—porous
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postmenopausal has a decreased level of estrogens,
hormones that help prevent bone loss in the younger woman.
Immobility or decreased mobility also contributes to bone
loss in many patients. The patients at highest risk for
osteoporosis are thin, petite, Caucasian women.

Hypocalcemia can also result from inadequate absorp-
tion of calcium from the intestines, as seen in patients with
Crohn’s disease, a chronic inflammatory bowel disease. An
insufficient intake of vitamin D prevents calcium absorption
as well. Conditions that interfere with the production of
parathyroid hormone, such as partial or complete surgical
removal of the thyroid or parathyroids, can also cause
hypocalcemia.

Finally, patients with hyperphosphatemia (usually
those with renal failure) often experience hypocalcemia.
Calcium and phosphate have an inverse relationship. When
one of these electrolytes increases, the other tends to de-
crease and vice versa.

PREVENTION. In the United States, the typical daily cal-
cium intake is less than 550 mg. The adequate intake (AI) of
calcium for adults ages 19 to 50 is 1000 mg; the Al for
adults over age 50 is 1200 mg.

Hypocalcemia can be prevented in premenopausal and
postmenopausal women by consuming calcium-rich foods
and by taking calcium supplements. These supplements can
be purchased over-the-counter in any pharmacy or large
food store. An inexpensive source of calcium for patients
who do not require vitamin D supplementation is calcium
carbonate (Tums), which provides 240 mg of elemental cal-
cium in each tablet.

Vitamin D supplementation may be required in addi-
tion to calcium for homebound or institutionalized patients
who have no exposure to the sun. The ultraviolet light
causes the skin to manufacture vitamin D.

SIGNS AND SYMPTOMS. Chronic hypocalcemia is
usually not diagnosed until the patient breaks a bone, usually
a hip. Acute hypocalcemia, which can occur after surgery or
in patients with acute pancreatitis, has several signs and
symptoms. These include increased and irregular heart rate,
mental status changes, hyperactive deep tendon reflexes, and
increased GI motility, including diarrhea and abdominal
cramping. Two classic signs that can be used to assess for
hypocalcemia are Trousseau’s sign and Chvostek’s sign.

To test for Trousseau’s sign, inflate a blood pressure cuff
around the patient’s upper arm for 1 to 4 minutes. In a patient
with hypocalcemia, the hand and fingers become spastic and
go into palmar flexion (Fig. 5.4). A positive Chvostek’s sign
test also indicates calcium deficit. To test for this sign, tap the
face just below and in front of the ear. Facial twitching on
that side of the face indicates a positive test (Fig. 5.5).

LEARNING TIP

You can remember which sign is CHvostek’s sign
because it causes spasm near the CHeek.

FIGURE 5.4 Trousseau's sign.

COMPLICATIONS. In severe hypocalcemia, seizures,
respiratory failure, or cardiac failure can occur and lead to
death if not aggressively treated. The patient may have a
sudden laryngospasm that will stop air from entering the
patient’s lungs.

DIAGNOSTIC TESTS. The patient with hypocalcemia
has a lowered serum calcium and an abnormal ECG. The
parathyroid hormone level may be increased because it
stimulates bone to release more calcium into the blood.

THERAPEUTIC INTERVENTIONS. In addition to
treating the cause of hypocalcemia, calcium is replaced. For
mild or chronic hypocalcemia, oral calcium supplements
with or without vitamin D are given. Calcium supplements
should be administered 1 to 2 hours after meals to increase
intestinal absorption.

For patients with acute or severe hypocalcemia, IV cal-
cium gluconate or calcium chloride is given. When a patient
has had thyroid or parathyroid surgery, this medication must
be readily available for emergency use.

For patients with hyperphosphatemia, usually those
with renal failure, aluminum hydroxide is used to bind the
excess phosphate for elimination via the GI tract. As the
phosphate decreases, the serum calcium begins to increase
closer to normal levels.

Diet therapy is an important part of treatment. Teach
the patient, family, or other caregiver which foods are high
in calcium (Table 5.1). Many foods today are fortified with

FIGURE 5.5 Chvostek’s sign.
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calcium. Vitamin D foods are also encouraged, especially
milk and other dairy products. For patients experiencing dif-
ficulty digesting dairy products and those who choose not to
use dairy products, special attention must be paid to includ-
ing other dietary calcium sources.

CRITICAL THINKING

Mrs. Wright

B Mrs. Wright is a 77-year-old petite Caucasian

woman who lives alone at home. She is on a fixed

income and rarely eats calcium-rich foods. She recently

fell and broke her hip. After surgery she returned home

under the care of a home health agency.

1. What made the patient at high risk for a fracture?

2. What would you expect her serum calcium level to
have been before the fall?

3. What patient teaching related to diet and calcium
supplements should the home health-care nurse
include during his or her home visits?

Suggested answers at end of chapter.

Hypercalcemia
Hypercalcemia occurs when the serum calcium is above 11
mg/dL, or 5.5 mEq/L.

PATHOPHYSIOLOGY AND ETOLOGY. Chronic hyper-
calcemia can result from excessive intake of calcium or
vitamin D, renal failure, hyperparathyroidism, cancers, and

overuse or prolonged use of thiazide diuretics, such as
hydrochlorothiazide (HydroDiuril). Acute hypercalcemia
can occur as an emergency in patients with invasive or
metastatic cancers.

PREVENTION. Although many causes of increased
calcium cannot be prevented, a person receiving calcium
supplements should be monitored carefully. Some women
believe that if 2 or 3 tablets a day are helpful, consuming
twice that much will help even more. The result can be
serum calcium excess. Educating the public about the proper
amount of calcium needed each day and the danger of too
much calcium is very important.

SIGNS AND SYMPTOMS. Patients who have mild hyper-
calcemia or a slowly progressing calcium increase may have
no obvious signs and symptoms. However, acute hypercalce-
mia is associated with increased heart rate and blood pres-
sure, skeletal muscle weakness, and decreased GI motility.
The patient also has a decreased blood clotting capability.

COMPLICATIONS. In some cases, the patient may
experience renal or urinary calculi (stones) resulting from
the build-up of calcium. In more severe cases of acute
hypercalcemia, the patient may experience respiratory
failure caused by profound muscle weakness or heart failure
caused by dysrhythmias.

THERAPEUTIC INTERVENTIONS. Patients with severe
hypercalcemia should be hospitalized and placed on a
cardiac monitor. Unless contraindicated by other conditions,
the primary treatment is to give large amounts of fluids and

TABLE 5.1 FOOD SOURCES OF CALCIUM*
Food, Standard Amount Calcium (mg) Calories
Fortified ready-to-eat cereals (various), 1 oz 236-1043 88-106
Plain yogurt, nonfat (13 g protein/8 oz), 8-0z container 452 127
Romano cheese, 1.5 oz 452 165
Pasteurized processed Swiss cheese, 2 0z 438 190
Swiss cheese, 1.5 oz 336 162
Sardines, Atlantic, in oil, drained, 3 oz 325 177
Pasteurized process American cheese food, 2 oz 323 188
Mozzarella cheese, part-skim, 1.5 oz 311 129
Cheddar cheese, 1.5 oz 307 171
Fat-free (skim) milk, 1 cup 306 83
1% low-fat milk, 1 cup 290 102
Low-fat chocolate milk (1%), 1 cup 288 158
2% reduced fat milk, 1 cup 285 122
Whole milk, 1 cup 276 146
Molasses, blackstrap, 1 tbsp 172 47
Spinach, cooked from frozen, 1/2 cup 146 30
Ocean perch, Atlantic, cooked, 3 oz 116 103
Oatmeal, plain and flavored, instant, fortified, 1 packet prepared 99-110 97-157
Okra, cooked from frozen, 1/2 cup 88 26
Soybeans, mature, cooked, 1/2 cup 88 149

*Food sources of calcium ranked by milligrams of calcium per standard amount; also calories in the standard
amount. The bioavailability may vary. (The adequate intake [AI] for adults is 1000 mg/day.)

Source: Adapted from Nutrient Values from Agricultural Research Service (ARS) Nutrient Database for
Standard Reference, Release 17. Foods are from ARS single-nutrient reports, sorted in descending order by nutri-
ent content in terms of common household measures. Food items and weights in the single nutrient reports are
adapted from those in 2002 revision of USDA Home and Garden Bulletin No. 72, Nutritive Value of Foods.
Mixed dishes and multiple preparations of the same food item have been omitted from this table.



Copyright © 2007 by F. A. Davis.

72 Understanding Health and llIness

promote diuresis. Saline infusions are the most useful
solutions to promote renal excretion of calcium.

The physician also discontinues thiazide diuretics if the
patient was receiving them and prescribes diuretics that pro-
mote calcium excretion, such as furosemide (Lasix). Other
drugs that bind with calcium to lower calcium levels may
also be used, such as plicamycin (Mithramycin, Mithracin)
and D-penicillamine (Cuprimine).

If hypercalcemia is so severe that cardiac problems are
present, hemodialysis, peritoneal dialysis, or ultrafiltration
may be necessary to cleanse the blood of excess calcium.
(See Chapter 37 for discussion of these procedures.)

Magnesium Imbalances

Magnesium and calcium work together for the proper func-
tioning of excitable cells, such as cardiac muscle and nerve
cells. Therefore, an imbalance of magnesium is usually
accompanied by an imbalance of calcium.

The normal value for serum magnesium is 1.5 to 2.5
mEq/L. The magnesium imbalances are called hypomagne-
semia and hypermagnesemia.

Hypomagnesemia

Hypomagnesemia occurs when the serum magnesium level
falls below 1.5 mEq/L. It results from either a decreased
intake or an excessive loss of magnesium. Causes of inade-
quate intake include malnutrition and starvation diets.
Patients with severe diarrhea and Crohn’s disease are unable
to absorb magnesium in the intestines.

One of the major causes of hypomagnesemia is alco-
holism, which causes both a decreased intake and an
increased renal excretion of magnesium. Certain drugs, such
as loop (high-ceiling) and osmotic diuretics, aminoglyco-
sides (e.g., gentamicin), and some anticancer agents (e.g.,
cisplatin), can increase renal excretion of magnesium.

The signs and symptoms of hypomagnesemia are simi-
lar to those for hypocalcemia, including positive Trousseau’s
and Chvostek’s signs, described earlier in this chapter.

The goal of management is to treat the underlying
cause and replace magnesium in the body. Magnesium sul-
fate is administered intravenously. If the serum calcium is
also low, calcium replacement is prescribed. The patient is
placed on a cardiac monitor because of magnesium’s effect
on the heart. Life-threatening dysrhythmias can lead to car-
diac failure and arrest.

Hypermagnesemia
Hypermagnesemia results when the serum magnesium level
increases above 2.5 mEq/L. The most common cause
of hypermagnesemia is increased intake coupled with de-
creased renal excretion caused by renal failure.

Signs and symptoms are usually not apparent until
the serum level is greater than 4 mEq/L. Then the signs

hypomagnesemia: hypo—Iess than + magnes—magnesium
+ emia—blood

hypermagnesemia: hyper—more than + magnes—magnesium
+ emia—blood

and symptoms include bradycardia and other dysrhythmias,
hypotension, lethargy or drowsiness, and skeletal muscle
weakness. If not treated, the patient experiences coma, res-
piratory failure, or cardiac failure.

When kidneys are functioning properly, loop diuretics
such as furosemide (Lasix) and IV fluids can help increase
magnesium excretion. For patients with renal failure, dialy-
sis may be the only option.

| ACID-BASE BALANCE

The cells of the body function best when the body fluids and
electrolytes are within a very narrow range. Hydrogen (H™)
is another ion that must stay within its normal limits. The
amount of hydrogen determines whether a fluid is an acid or
base.

An acid is a substance that releases a hydrogen ion. The
stronger the acid, the more hydrogen ions are released.
A common acid in the body is hydrochloric acid (HCI),
which is found in the stomach. A base is a substance that
binds hydrogen. A common base in the body is bicarbonate
(HCO,"). Alkali is another word for base.

Sources of Acids and Bases

Acids and bases are formed in the body as part of normal
metabolic processes. Acids are formed as end products of
glucose, fat, and protein metabolism. These are called fixed
acids because they do not change once they are formed. A
weak acid, carbonic acid, can be formed when the carbon
dioxide resulting from cellular metabolism combines with
water. This acid can again change to bicarbonate (a base)
and hydrogen and therefore is not a fixed acid.

The ECF maintains a delicate balance between acids
and bases. The strength of the acids and bases can be meas-
ured by pH. The pH of a solution can vary from 0 to 14, with
7 being neutral, 0 to 6.99 being acid, and 7.01 to 14 being
base, also called alkaline. The normal serum pH is 7.35 to
7.45, or slightly alkaline. It must remain in an extremely
narrow range to sustain life. A pH lower than 6.9 or higher
than 7.8 is usually fatal.

Control of Acid-Base Balance

As discussed in the sections on fluid and electrolyte balance,
the body has several ways in which it tries to compensate for
changes in the serum pH. Three major mechanisms are used:
cellular buffers, the lungs, and the kidneys.

Cellular buffers are the first to attempt a return of the
pH to its normal range. Examples of cellular buffers are pro-
teins, hemoglobin, bicarbonate, and phosphates. These
buffers act as a type of sponge to “soak up” extra hydrogen
ions if there are too many (too acidic) or release hydrogen
ions if there are not enough (too alkaline).

The lungs are the second line of defense to restore nor-
mal pH. When the blood is too acidic (pH is decreased), the
lungs “blow off” additional carbon dioxide through rapid,
deep breathing. This reduces the amount of carbon dioxide
available to make carbonic acid in the body. If the blood is
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too alkaline (pH is increased), the lungs try to conserve car-
bon dioxide through shallow respirations.

The kidneys are the slowest to respond to changes in
serum pH, taking as long as 24 to 48 hours to assist with
compensation. The kidneys help in a number of ways,
including regulating the amount of bicarbonate (base) that is
kept in the body. If the serum pH lowers and becomes too
acidic, the kidneys reabsorb additional bicarbonate rather
than excreting it so that it can help neutralize the acid. If the
serum pH increases and becomes too alkaline, the kidneys
excrete additional bicarbonate to get rid of the extra base.
The kidneys also buffer pH by forming acids and ammo-
nium (a base).

Acidosis or alkalosis that is corrected for by the body
is referred to as compensated. The pH is returned to normal
or near normal, but the Pco, and Hco, are abnormal.

| ACID-BASE IMBALANCES

Most acid-base imbalances are caused by a number of acute
and chronic illnesses or conditions. The primary treatment
for each of the imbalances is to manage the underlying
cause, which corrects the imbalance. The role of the nurse is
to identify patients at risk and monitor laboratory test values
for significant changes.

The laboratory tests that are used to evaluate acid-base
balance are called arterial blood gases (ABGs). As the name
implies, the blood sample that is analyzed must be from an
artery rather than a vein. The femoral, brachial, and radial
arteries are most often used to obtain the sample. Table 5.2
lists ABG values and what they indicate.

The two broad types of acid-base imbalance are acido-
sis and alkalosis. Each of these types can occur suddenly,
which is called an acute imbalance, or develop over a long
period, referred to as a chronic imbalance.

When the serum pH falls below 7.35, the patient has
acidosis because the blood becomes more acidic than nor-
mal. Too much acid in the body or too little base causes aci-
dosis. Acidosis can be divided into two types: respiratory
and metabolic. Respiratory acidosis is caused by problems
occurring in the respiratory system. Metabolic acidosis is
the result of problems in the rest of the body.

When the serum pH increases above 7.45, the patient

has alkalosis because the blood becomes more alkaline or
basic. Alkalosis is caused by too little acid in the body or too
much base. It can also be divided into two types: respiratory
alkalosis and metabolic alkalosis.

Respiratory Acidosis

As the name indicates, the primary cause of this type of aci-
dosis is respiratory problems. Carbon dioxide is not ade-
quately “blown off” during expiration, causing a build-up of
carbon dioxide in the blood. As mentioned earlier, carbon
dioxide mixes with water to create a weak acid in the body,
thus increasing the acidity of the blood.

Acute respiratory acidosis is caused by hypoventila-
tion, usually as a result of an acute flare up of chronic respi-
ratory disease, drugs, or neurological problems that depress
breathing. Patients with chronic respiratory disease may
have chronic respiratory acidosis.

The signs and symptoms of respiratory acidosis involve
the central nervous system and the musculoskeletal system.
As carbon dioxide increases, mental status is altered, pro-
gressing from confusion and lethargy to stupor and coma if
not treated. The lungs are not able to get rid of excess car-
bon dioxide. Instead respirations become more depressed
and shallow as muscle weakness worsens.

The treatment of respiratory acidosis is aggressive
management of the underlying respiratory problem, dis-
cussed in the respiratory unit (Unit Seven) of this text.

Metabolic Acidosis

Metabolic acidosis can result from too much acid in the
body (usually fixed acids) or too little bicarbonate in the
body. Uncontrolled diabetes mellitus and end-stage renal
failure are the two most common causes of metabolic aci-
dosis resulting from increased fixed acids.

The GI tract is rich in bicarbonate. Patients experienc-
ing severe diarrhea or prolonged nasointestinal suction are at
high risk for metabolic acidosis as a result of bicarbonate
(base) loss. The serum pH decreases as the bicarbonate
level decreases (see Table 5.2). As mentioned earlier in the
discussion on hyperkalemia, serum potassium tends to
increase in the presence of metabolic acidosis. Excess
hydrogen in the ECF moves into the cells in exchange for
potassium, which leaves the cells and enters the blood. In a
sense, this is a way of compensating for the acidotic state.

TABLE 5.2 ARTERIAL BLOOD GAS VALUES AND CHANGES

IN ACID-BASE IMBALANCES

pH Pco, Hco,
Normal values 7.35-7.45 3245 mm Hg 20-26 mEq/L
Respiratory acidosis 4 ) Normal
Respiratory acidosis with compensation Nearly normal T
Respiratory alkalosis 1 Normal
Respiratory alkalosis with compensation Nearly normal 4 4
Metabolic acidosis Normal 4
Metabolic acidosis with compensation Nearly normal 4
Metabolic alkalosis Normal T
Metabolic alkalosis with compensation Nearly normal T
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The signs and symptoms are similar to those associated
with respiratory acidosis, with the exception of the respira-
tory pattern. To help compensate for the acidotic state, the
lungs get rid of extra carbon dioxide through Kussmaul’s
respirations. Kussmaul’s respirations are deep and rapid and
can occur only in patients with healthy lungs.

The treatment for the patient with metabolic acidosis is
management of the underlying disease or condition.
Information about disease management, such as diabetes, is
found elsewhere in this book.

Respiratory Alkalosis

Respiratory alkalosis occurs when there is excessive loss of
carbon dioxide through hyperventilation. Patients may
hyperventilate when they are severely anxious or fearful.
Patients who hyperventilate have rapid shallow respirations,
are light-headed, and may become confused. The heart rate
increases and the pulse becomes weak and thready. The
serum pH is increased and the Paco, is very low.
Mechanical ventilation can also cause respiratory alkalosis,
and it can occur as a result of being at high altitudes. You
may have experienced this while deep breathing during a
pulmonary examination.

Respiratory alkalosis is treated by having patients hold
their breath or rebreathe their own carbon dioxide with the
use of either a rebreathing mask or a plain paper bag. The
underlying cause must also be treated.

hyperventilation: hyper—more than ventilation—air

REVIEW QUESTIONS

1. Which of the following are functions of sodium
in the body? Choose all responses that are correct.
a. Maintenance of serum osmolarity
b. Formation of bones and teeth
c. Control of bronchodilation
d. Control of serum glucose
e. Maintenance of cellular function

2. A 93-year-old patient with diarrhea and dehydration is
admitted to the hospital from an extended care facility.
For which of the following symptoms of dehydration
should the nurse assess?
a. Pale-colored urine, bradycardia
b. Disorientation, poor skin turgor
c. Decreased hematocrit, hypothermia
d. Lung congestion, abdominal discomfort

3. Which patient is most at risk for fluid excess?
a. An infant with pneumonia
b. A teen with multiple injuries following an automo-
bile accident
c. A middle-aged man who has just had surgery
d. An elderly patient receiving I'V therapy

Understanding Health and llIness

Metabolic Alkalosis

Metabolic alkalosis results from excessive ingestion of
bicarbonate or other bases into the body or loss of acids
from the body. Overuse or abuse of antacids or baking
soda (sodium bicarbonate) can lead to metabolic alkalosis.
Because the stomach contains hydrochloric acid, prolonged
vomiting or nasogastric suction can cause loss of acid and
also lead to metabolic alkalosis.

The serum pH is increased, as is bicarbonate. As dis-
cussed under potassium imbalances, the serum potassium
decreases. Hydrogen from the ICF moves into the blood in
exchange for potassium, which moves from the blood into
the cells. This is one way that the body works to keep an
acid-base balance. Hypocalcemia may also accompany
hypokalemia.

The signs and symptoms of metabolic alkalosis
are related to hypokalemia and hypocalcemia rather than
the alkalotic state itself. Treatment involves identifying
the underlying cause and managing it as quickly as possible.

Compensation

If the respiratory system is compensating for metabolic aci-
dosis the Pco, will be decreased to return the pH to normal
or near normal. In a similar fashion, if there is metabolic
alkalosis, the breathing pattern will change to conserve CO,
and restore the pH level. In chronic respiratory conditions,
the kidneys conserve HCO; to buffer in the case of respira-
tory acidosis and excrete HCO, in cases of chronic respira-
tory alkalosis.

4. Which of the following is the most reliable way to mon-
itor a patient’s fluid status?
a. 1&O
b. Skin turgor
c. Daily weights
d. Lung sounds

5. When caring for a patient with fluid excess, which of
the following interventions will help relieve respiratory
distress?

a. Elevate the head of the bed.

b. Encourage the patient to cough and deep breathe.
c¢. Increase fluids to promote urine output.

d. Perform percussion and postural drainage.

6. A patient is being discharge following hospitalization
for fluid imbalance. Which instruction by the nurse
should take priority?

a. “Weigh yourself every day and report changes.”

b. “Call your doctor immediately if you feel weak or
fatigued.”

c. “Drink eight glasses of water a day.”

d. “Measure everything you drink, and measure how
much you urinate each day.”
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7. A patient is being treated for hypokalemia. When eval-

uating his response to potassium replacement therapy,
which of the following changes in his assessment
should you observe for?

a. Improving visual acuity

b. Worsening constipation

c. Decreasing serum glucose

d. Increasing muscle strength

8. A patient is being placed on a potassium-losing
diuretic. Which foods are high in potassium and
should be recommended to the patient by the nurse?
Choose all responses that are correct.

a. Bread
b. Potato

Bibliography

1. Beers, MH, and Berkow, R (eds): The Merck Manual of
Diagnosis and Therapy, 17th Centennial Edition. Retrieved
6/30/05 from http://www.merck.com/mrkshared/mmanual/
home.jsp.

2. Carpenito-Moyet, LJ (ed): Nursing Diagnosis: Application to
Clinical Practice, ed. 10. Lippincott Williams & Wilkins,
Philadelphia, 2004.

3. Dietary Guidelines for Americans 2005. US Department of
Health and Human Services, US Department of Agriculture.

Retrieved 6/30/05 from www.healthierus.gov/dietaryguidlines.

SUGGESTED ANSWERS TO

CRITICAL THINKING

m Mrs. Levitt

1. Check her weight and compare it with her previous
weights. Dehydration is associated with weight loss.
Monitor mental status for disorientation. Check skin
turgor for tenting. Continue to monitor vital signs.

2. Encourage increased fluid intake; notify the RN or
physician if Mrs. Levitt is unable to take in addi-
tional fluids or if the fluids do not normalize assess-
ment findings.

3. S: “My urine smells bad, and my heart is beating
fast.”
O: Pt’s urine is dark amber and strong smelling. VS
P 98, BP 126/74, RR 20, T 99.2. Fluids encouraged.
RN notified.

m Mr. Peters
1. Raise the head of the bed to assist breathing.
2. Questions to ask might include the following: When

c. Tomato juice
d. Banana
e. Gelatin

9. Which patient is at risk for respiratory acidosis?

. The patient with uncontrolled diabetes mellitus.
b. The patient with chronic pulmonary disease.

c. The patient who is very anxious.

d. The patient who overuses antacids.

o

10. Which pH value represents acidosis?
a. 7.26
b. 7.35
c. 74
d. 7.49
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did your symptoms begin? Have you had these
symptoms before? (If the patient is too dyspneic to
answer, do not ask many questions.)

3. Check breath sounds for crackles, observe for
dependent edema and ascites, observe for distended
neck veins, assess skin for color and temperature,
check weight and compare with previous weight,
and monitor 1&O.

u Mrs. Wright

1. The patient is at high risk for osteoporosis, and thus
fracture, because she is an elderly, petite, Caucasian
woman.

2. Her serum calcium levels would be low or low nor-
mal, since the body will mobilize calcium in the
bones in an attempt to maintain serum calcium levels.

3. Teach her about consuming foods high in calcium,
the need to be compliant with taking her calcium
supplements, and to take them 1 to 2 hours after
meals for best absorption by the body.
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Nursing Care of Patients
Receiving Intravenous
Therapy

KEY TERMS LYNN DIANNE PHILLIPS

bolus (BOH-lus)

cannula (KAN-yoo-lah)
extravasation (eks-TRA-vah-ZAY-shun)
intravenous (IN-trah-VEE-nus)
phlebitis (fla-BYE-tis) 1. How is the practice of intravenous therapy regu-

lated?

QUESTIONS TO GUIDE YOUR READING

2. What are the indications for intravenous therapy?

3. What factors influence the condition, size, and long-
term use of veins?

4. What steps are used for insertion of an intravenous
catheter?

5. What techniques can be used for visualization of dif-
ficult veins?

6. How will you know if your nursing interventions to
prevent complications of intravenous therapy are
effective?

7. How will you calculate a drip rate for a patient
receiving a parenteral solution?

8. What is the difference between isotonic, hypertonic,
and hypotonic solutions?

9. How would you explain the basic differences
between central venous access devices: percutaneous
catheters, peripherally inserted central catheters, tun-
neled catheters, and implanted ports?

76
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| CASE STUDY

Mrs. Brown, 85 years old, is admitted to the hospital with
weight loss of 6% of her total body weight due to gastroen-
teritis. Her blood pressure is 102/80, pulse is 96 beats per
minute, and respirations are 14 per minute. Her physical
assessment shows decreased turgor over the sternum, dry,
cracked lips, and a weak, thready pulse. The physician has
ordered an IV to be started of 5% dextrose and 0.45%
sodium chloride at 100 mL per hour. As you read this chap-
ter, reflect on the challenges of fluid volume deficit in the
elderly and initiation of infusion therapy.

Intravenous (IV) therapy is the administration of flu-
ids or medication via a needle or catheter (sometimes called
a cannula) directly into the bloodstream. The practice of IV
therapy is governed by state nurse practice acts as statutory
laws. Some states now include IV therapy within the
licensed practical nurse (LPN) and licensed vocational nurse
(LVN) roles. The practice acts define the parameters within
which individuals are qualified and licensed to practice nurs-
ing in a particular state and serve to codify the nursing obli-
gation to act in the best interest of society.

Various specialty organizations, such as the Infusion
Nurses Society (INS, http://www.ins1.org), set forth guide-
lines for standards of practice for infusion therapy. The
Centers for Disease Control and Prevention (CDC,
http://www.cdc.gov/niosh/2000-108.html) provides infor-
mation on needlestick injuries, which can occur during ini-
tiation of IV therapy. The Occupational Safety and Health
Administration (OSHA, http://www.osha.gov) oversees
workplace safety including safety issues related to IV
therapy, and the American Society for Parenteral and
Enteral Nutrition (ASPEN, http://www.clinnutr.org) pro-
vides resources related to I'V nutrition.

INDICATIONS FOR
| INTRAVENOUS THERAPY

Patients receive a variety of substances via IV therapy,
including fluids, electrolytes, nutrients, blood products, and
medications. Patients can receive life-sustaining fluids, elec-
trolytes, and nutrition when they are unable to eat or drink
adequate amounts. The IV route also allows rapid delivery
of medication in an emergency. Many medications are faster
acting and more effective when given via the IV route. Other
medications can be administered continuously via IV to
maintain a therapeutic blood level. Patients with anemia or
blood loss can receive lifesaving IV transfusions. Patients
who are unable to eat for an extended period can have their
nutritional needs met with total parenteral nutrition (TPN).
When a patient needs intermittent rather than continu-
ous IV therapy, access to the venous system can be provided
by a locking device whereby an IV catheter is inserted and

intravenous: intra—within + venous—vein
cannula: tube or sheath

capped with a port or cap that seals after each use. (See the
Intermittent Infusion section later in this chapter.) This is to
provide access to the bloodstream for intermittent or emer-
gency medications, without the need for continuous fluid
infusion.

| TYPES OF INFUSIONS

Continuous Infusion

In a continuous infusion, the physician orders the infusion in
milliliters (mL) to be delivered over a specific amount of
time; for example, 100 mL per hour. The infusion is kept
running constantly until discontinued by the physician. An
IV controller or roller clamp allows the solution to infuse at
a constant rate.

Intermittent Infusion

Intermittent IV lines are “capped off” with an injection port
and used only periodically. Thus intermittent IV therapy is
administered at prescribed intervals. You must ensure that an
intermittent catheter is patent (not occluded with a clot)
before injecting a drug or solution. Draw back with a
syringe to check for backflow of blood before injection.

Sites that are capped with an injection cap are called
saline or heparin locks. A diluted solution of heparin, an
anticoagulant, may be used to “flush” the catheter after each
use and every 8 hours or according to institution policy.
However, many institutions are changing this practice and
specifying saline solution for flushes, which is believed to
be safer and less costly. In 2000 Standards of Practice,' the
INS recommends the use of saline (0.9% sodium chloride)
solution for maintaining peripheral locking devices, whereas
heparin is recommended for central venous access devices.
Check your institution’s policy for specific guidelines.

Regular flushing ensures catheter patency. Flushing
also prevents the mixing of incompatible medications and
solutions. Positive pressure must be maintained in the lumen
of the catheter during the administration of the flush solution
to prevent a backflow of blood into the catheter lumen. This
is accomplished by continuing to slowly inject the saline or
heparin solution even as the catheter is withdrawn from the
cap. Intermittent catheters should be flushed after adminis-
tration of IV medication, blood sampling, and conversion
from continuous to intermittent IV therapy.

If resistance is met while a catheter is being flushed, a
clot may be occluding the catheter. Do not exert pressure on
the syringe plunger in an attempt to restore patency because
doing so may dislodge the clot into the vascular system or
rupture the catheter.

Some medications that are given intermittently are not
compatible with heparin and therefore are given by the
SASH method as follows:

1. Flush with Saline solution.

2. Administer the medication.

3. Flush with Saline solution.

4. Flush with Heparin solution.
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NURSING CARE TIP

Always check for catheter patency before inject-
ing any substance into the circulatory system.

Bolus

A bolus drug (sometimes called an IV push or IVP drug) is
injected slowly via a syringe into the IV site or tubing port.
It provides a rapid effect because it is delivered directly into
the patient’s bloodstream. Bolus drugs can be dangerous if
they are given incorrectly, and a drug reference should
always be checked to determine the safe amount of time over
which the drug can be injected. IV push drugs are usually
administered by registered nurses (RNs) and are not within
the scope of practice of the LPN/LVN in many states.
However, you should be aware of the drugs being given so
you can assist in observing the patient for desired or adverse
effects.

Piggy Back/Secondary Infusion

Some IV medications, such as antibiotics, need to be infused
over a short period of time. For example, an antibiotic may
be mixed with 50 mL of dextrose solution and infused over
30 minutes. This may be done as an intermittent infusion, as
described above. If the patient already has a primary contin-
uous IV infusing, the antibiotic (secondary) infusion can be
“piggybacked” into the primary IV line. In order for the pig-
gyback medication to infuse, it must hang higher than the
primary infusion (Fig. 6.1). Piggyback medications can be
infused using either gravity or a controller. The medication
in the piggyback must be compatible with any other solution
that is in the primary IV tubing.

| METHODS OF INFUSION

Gravity Drip

Gravity can be used to drip a solution into a vein (see Fig.
6.1). The solution is positioned about 3 feet above the infu-
sion site. If it is positioned too high above the patient, the
infusion may run too fast. Positioned too low, it may run too
slowly. Flow is controlled with a roller, screw, or slide
clamp. A mechanical flow device can be added to achieve
accurate delivery of fluid with minimal deviation.

Calculating Drip Rates

When using a gravity set, the nurse must calculate the drops
(gtt, L. guttae) required per minute to deliver fluid at the
ordered rate. Commercial parenteral administration sets vary
in the number of drops delivering 1 mL. Sets typically
deliver 10, 15, 20, or 60 drops per milliliter of fluid. For
example, to deliver 100 mL per hour using a set with 10-drop
factor tubing, a flow rate of 17 drops per minute is necessary.

bolus: mass or lump

Piggyback container

infusion
container

Check

FIGURE 6.1 Gravity drip setup with piggyback infusion.

To administer the same amount using a set with 15-drop fac-
tor tubing, a flow rate of 25 drops per minute is necessary.
Check the label on the administration set to determine how
many drops per milliliter (drop factor) are delivered by the
set. Sets delivering 10, 15, or 20 drops per minute are called
macrodrip sets, and are used for fluids that need to be infused
more quickly. Sets delivering 60 drops per milliliter are
called minidrip or microdrip sets and are used for solutions
that need to be infused more slowly.

To determine drops per minute of an IV solution, the
nurse needs to know the amount of fluid to be given in a
specified time interval and the drop factor of the administra-
tion set to be used. The formula for determining drops per
minute is as follows:

mL | 1 hr | gtt = gtt per minute
hr or hrs ‘ 60 min ‘ 1 mL

If a controller or pump is being used, the calculation is even
easier:

Total mL = mL per hour

Total number
of hours

Sample problems:
Order: Zinacef 1 g in DSW 100 mL over 1 hour
Drop factor: 10 gtt/mL
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100mL‘ 1 hr ‘ 10 gtt = 16.66 or 17 gtt
the [ 60min | 1mL P minute

Order:

Normal saline 1000 mL over 8 hours
1000 mL = 125 mL per hour

8 hours

Factors Affecting Flow Rates

CHANGE IN CATHETER POSITION. A change in the
catheter’s position may push the bevel either against the wall
of the vein, which will decrease the flow rate, or away from
the wall of the vein, which may increase the flow rate.
Careful taping and avoidance of joint flexion above the site
minimizes this problem. Patients may need to be reminded to
keep flexion to a minimum when an IV is placed near a joint.

HEIGHT OF THE SOLUTION. Because infusions flow by
gravity, a change in the height of the infusion bag or bottle
or a change in the level of the bed can increase or decrease
the flow rate. The flow rate increases as the distance between
the solution and the patient increases. A patient may alter the
flow rate greatly simply by standing up. The ideal height for
a solution is 3 feet above the level of the heart.

PATENCY OF THE CATHETER. A small clot or fibrin
sheath may occlude the catheter lumen and decrease or stop
the flow rate. Clot formation can result from irritation,
increased venous pressure, or backup of blood into the line.
Avoid use of a blood pressure cuff on the affected extremity
because of the resulting transient increase in venous
pressure. A regular flush schedule helps maintain patency.
NEVER exert pressure with a saline or heparin flush in an
attempt to restore patency; doing so may dislodge a clot into
the vascular system or rupture the catheter.

Electronic Control Devices

Electronic pumps and controllers regulate the rate of infu-
sion (Fig. 6.2). Controllers measure the amount of solution
delivered and depend on gravity to deliver the infusion.
Pumps use positive pressure to deliver the solution. Pumps
are often used for central lines to help overcome the high
pressure of the central circulation.

W

FIGURE 6.2 Infusion pump.
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Pumps and controllers are used for the infusion of pre-
cise volumes of solution. Institution policy often dictates use
of controllers for infusion of potent medications, such as
heparin, concentrated morphine, and chemotherapy solu-
tions, and for very fast or slow rates. Some electronic infu-
sion devices are portable and are designed to be worn on the
body. These are called ambulatory infusion devices. It is
important to know the type of pump being used and its man-
ufacturer’s guidelines.

Filters

It is recommended by the Infusion Nursing Standards of
Practice that filters be used routinely for the delivery of IV
therapy. Filters fit onto the IV tubing between the solution
and the insertion site and remove contaminants from the IV
fluid. A 0.22-um filter removes bacteria and fungi from IV
fluids. Check institution policy and manufacturers’ guide-
lines for use of filters.

| TYPES OF FLUIDS

Fluids and electrolytes administered intravenously pass
directly into the plasma space of the extracellular fluid com-
partment. They are then absorbed based on the characteris-
tics of the fluid and the hydration status of the patient. The
most commonly infused fluids are dextrose and sodium
solutions. These are called crystalloid solutions.

Dextrose Solutions

Dextrose in water is available in many concentrations and
provides carbohydrates in a readily usable form. Solutions
of 2.5%, 5%, and 10% dextrose in water are used for con-
tinuous peripheral infusions. Concentrations of 20% and
above must be given into a large vein and are infused via a
central line. These high concentrations can be used for treat-
ing hypoglycemia or in combination with TPN because they
supply a large number of calories.

Sodium Chloride Solutions

Sodium chloride solutions are available in concentrations of
0.25%, 0.33%, 0.45%, 0.9% (normal saline), 3%, and 5%.
Combination dextrose and sodium chloride solutions, such
as 5% dextrose with 0.45% sodium chloride (often referred
to as “DS5 and a half”), are commonly used.

Electrolyte Solutions

Electrolyte solutions are used to replace lost fluids and elec-
trolytes. Lactated Ringer’s solution is an example of a pre-
mixed electrolyte solution. Potassium is an electrolyte that is
commonly added to a solution to replace deficits. Potassium
is limited to 10 to 20 mEq per hour and is never adminis-
tered as an IV bolus because of the risk of cardiac compli-
cations and death with rapid infusion.

Tonicity of IV Solutions

Intravenous fluids may be classified as isotonic, hypotonic,
or hypertonic. (See Chapter 5 to review these concepts.)
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Isotonic fluids have the same concentration of solutes to
water as body fluids. Hypertonic solutions have more solutes
(i.e., are more concentrated) than body fluids. Hypotonic
solutions have fewer solutes (i.e., are less concentrated) than
body fluids. Water moves from areas of lesser concentration
to areas of greater concentration. Therefore, hypotonic solu-
tions send water into areas of greater concentration (cells),
and hypertonic solutions pull water from the more highly
concentrated cells.

Isotonic Solutions

Normal saline (0.9% sodium chloride) solution is an iso-
tonic solution that has the same tonicity as body fluid. When
administered to a patient requiring water, it neither enters
cells nor pulls water from cells; it therefore expands the
extracellular fluid volume. A solution of 5% dextrose in
water (D5SW) is also isotonic when infused, but the dextrose
is quickly metabolized, making the solution hypotonic.

Hypotonic Solutions

Hypotonic fluids are used when fluid is needed to enter the
cells, as in the patient with cellular dehydration. They are
also used as fluid maintenance therapy. An example of a
hypotonic solution is 0.45% sodium chloride solution.

Hypertonic Solutions

Examples of hypertonic solutions include 5% dextrose in
0.9% sodium chloride and 5% dextrose in lactated Ringer’s
solution. Hypertonic solutions are used to expand the
plasma volume, as in the hypovolemic patient. They are also
used to replace electrolytes.

| INTRAVENOUS ACCESS

Intravenous therapy can be administered into the systemic
circulation via the peripheral or central veins. Peripheral
veins lie beneath the epidermis, dermis, and subcutaneous
tissue of the skin. They usually provide easy access to the
venous system. Central veins are located close to the heart.
Special catheters that end in a large vessel near the heart are
called central lines. This chapter primarily discusses periph-
eral catheters. The definitions of the various central venous
access devices are discussed briefly at the end of the chapter.

ADMINISTERING PERIPHERAL
| INTRAVENOUS THERAPY

Starting a Peripheral Line

The Phillips 15-step approach to starting a peripheral line
offers an organized and thorough method, as described in
Table 6.1. Remember to always check your institution’s pol-
icy before performing any procedure.

Check Physician’s Order

A physician’s order is necessary to initiate IV therapy.
According to the INS, a prescriber’s verbal order written by
a nurse in the medical record in a hospital setting should be

TABLE 6.1 PHILLIPS 15-STEP METHOD
FOR STARTING A PERIPHERAL LINE

Phase Step
Precatheterization 1. Check physician’s order.
(preparation) 2. Wash your hands for 15 to 20 sec-
onds.
3. Prepare the equipment.
4. Assess the patient.
5. Select the site and dilate the vein.
Catheterization 6. Select the needle (catheter).
(venipuncture) 7. Put on gloves.
8. Prepare the site.
9. Enter the vein using the direct or

indirect method.
10. Stabilize the catheter with tape, and
apply a dressing.
Postcatheterization 11. Label the site, tubing, and bag.
(cleanup) 12. Properly dispose of used equipment.
13. Educate the patient.
14. Calculate the drip rate, if applicable.
15. Document the procedure.

Source: Phillips, L: Manual of IV Therapeutics, ed. 4. F.A. Davis,
Philadelphia, 2005.

signed by the prescriber within an appropriate time (accord-
ing to institution policy). The order should include solution,
volume, rate, and route. If medication is ordered, the order
should also include the medication, dosage, and frequency.

Wash Hands

Before beginning the procedure, wash your hands for 15 to
20 seconds. Wear gloves when inserting the catheter and any
time you have a risk of exposure to body fluid.

Gather Equipment
Obtain the following equipment and inspect it for integrity:
* Clean gloves
* Prepping solution (70% isopropyl alcohol, povi-
done-iodine [Betadine], or chlorhexidine)
e Sterile 2-inch by 2-inch gauze pads
* !/,-inch or 1-inch tape
 Disposable latex (or nonlatex, in the case of allergy)
tourniquet
e Catheters (over-the-needle sizes 18, 20, 22, and 24
are the most common)
* Appropriate administration set
IV solution (inspected for puncture holes, visible
contamination, and expiration date)
 prn device (locking device) if the catheter is main-
tained as a saline lock
e IV pole if needed
Some institutions have IV start kits that contain a
tourniquet, gloves, alcohol, bandages, and prepping solution.
Once the solution is verified and inspected for integrity,
the administration set is spiked to puncture the solution bag
or bottle, taking care to keep the spike and the bag opening
sterile. The administration set is then primed with the IV
solution ordered by the physician.
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ﬁ PATIENT SAFETY TIP

Comply with current Centers for Disease Control
and Prevention (CDC) hand hygiene guidelines
(2006 National FPatient Safety Goals from
www.jcaho.org).

The CDC recommends the following for hand
hygiene?: Decontaminate hands after removing
gloves

e Before eating and after using a restroom,
wash hands with a nonantimicrobial soap
and water or with antimicrobial soap and
water.

* Antimicrobial-impregnated wipes may be
considered as an alternative to washing
hands with nonantimicrobial soap and
water.

e When using an alcohol-based hand gel,
apply product to palm of one hand and
rub hands together, covering all surfaces
of hands and fingers until hands are dry.

Assess and Prepare Patient

Several factors should be considered before venipuncture.
The type of solution, condition of vein, duration of therapy,
catheter size needed, patient age, patient activity, presence
of disease or previous surgery, presence of a dialysis shunt
or graft, medications being taken by the patient (such as
anticoagulants), and allergies must be assessed before a
venipuncture. Provide privacy for the procedure, explain the
procedure to the patient, and evaluate the patient’s knowl-
edge of the procedure by talking with the patient before
assessing the upper arms for suitable venipuncture sites.

Select Site and Dilate Vein

Proper vein selection is important to accommodate the pre-
scribed therapy and to minimize potential complications
(Box 6.1 Considerations for Vein Selection). Avoid use of an
arm on the side where the patient has had a mastectomy, has
a dialysis access site, or is scheduled for a surgical proce-
dure. The patient’s condition and diagnosis, age, vein condi-
tion, size, location, and type and duration of therapy should

Box 6.1

Considerations for Vein Selection

* Age of patient

* Availability of sites

* Size of catheter to be used

* Purpose of infusion therapy

* Osmolarity of solution to be infused
* Volume, rate, and length of infusion
* Degree of mobility desired

Box 6.2

General Considerations When
Initiating Intravenous Therapy

1. Use veins in the upper part of the body.

2. When multiple sticks are anticipated, make the first
venipuncture distally and work proximal with sub-
sequent punctures.

3. If therapy will be prescribed for longer than 3 weeks,
a long-term access device should be considered.

4. Avoid using venipunctures in affected arms of
patients with radical mastectomies or a dialysis
access site.

5. If possible, avoid taking a blood pressure on the
arm receiving an infusion because the cuff inter-
feres with blood flow and forces blood back into
the catheter. This may cause a clot or cause the
vein or catheter to rupture.

6. No more than two attempts should be made at
venipuncture before getting help.

7. Immobilizers should not be placed on or above an
infusion site.

be considered before initiation of intravenous therapy (Box
6.2 General Considerations When Initiating Intravenous
Therapy). The vein should be able to accommodate the
gauge and length of catheter used.

Hand veins are used first if long-term intravenous ther-
apy is expected (Box 6.3 Cultural Considerations). This
allows each successive venipuncture to be made proximal to
the site of the previous one, which eliminates the passage of
irritating fluids through a previously injured vein and dis-
courages leakage through old puncture sites. Hand veins can
be used successfully for most hydrating solutions, but they
are best avoided when irritating solutions of potassium or
antibiotics are anticipated.

Vein size must also be considered. Small veins do not
tolerate large volumes of fluid, high infusion rates, or irritat-
ing solutions. Large veins should be used for these purposes.
Figure 6.3 shows peripheral veins that may be used for IV
therapy.

If veins are constricted, venipuncture is more difficult.
Fever, anxiety, and cold temperatures can cause veins to

&‘-"‘"‘H»f:; Box 6.3
L f“. 0 0
. 4 Cultural Considerations

e

Among the Vietnamese, the head is considered sacred.
Thus, the practice of starting IV lines in the scalp may
cause a Vietnamese patient significant anxiety. Consi-
der other sites first. If the patient must have an IV line
in the scalp, carefully explain why it is necessary.
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FIGURE 6.3 Peripheral veins used for IV therapy. (Modified
from Phillips, L: Manual of IV therapeutics [4th ed.]. FA Davis,
Philadelphia, 2005.)

constrict. Smoking before the insertion of an IV line also
causes veins to constrict.

DILATE VEIN. A tourniquet helps to dilate and stabilize
the vein, easing venipuncture and threading of the catheter.
Place the tourniquet 6 to 8 inches above the insertion site. If
the tourniquet is too close to the insertion site, it will create

NURSING CARE TIP

Many patients know from experience that their
veins are difficult to access. Asking the patient
for his or her “best vein” may decrease the
number of attempts prior to successful IV
catheterization. In addition, when selecting a
hand vein, consider avoiding the patient’s domi-
nant hand to avoid possible accidental patient
retoval of the IV.

too much pressure and cause the vein to burst. The
tourniquet should be tight enough to impede venous flow
while maintaining arterial flow. A tourniquet should be at
least 1 inch wide and should not be left on for more than 3
minutes to prevent impaired blood flow to the extremity.

Occasionally, additional techniques are necessary to
distend the vein. Placing the arm in a dependent position or
placing a warm towel over the site for several minutes
before applying the tourniquet help to dilate a vein. The
whole extremity must be warmed to improve blood flow
to the area. Opening and closing the fist pumps blood to the
extremity and increases blood flow to help dilate the vein. A
blood pressure cuff inflated to 30 mm Hg is an appropriate
method for vein dilation, especially with fragile veins in
the elderly. Box 6.4 (Techniques for Patients with
Difficult Venous Access) lists additional tips for difficult to
find veins.

NURSING CARE TIP

Use a tourniquet only once. Using the same
tourniquet on more than one patient can result
in cross contamination. Tourhiquets may be
sources of latex exposure; use a nonlatex
tourniquet or blood pressure cuff technique

for patients with latex allergy.

Choose the Catheter

Needles have been largely replaced with flexible plastic
catheters that are inserted over a needle (Fig. 6.4B). The
needle (or stylet) is removed after the catheter is in place.
These are available in a variety of sizes (gauges) and
lengths. For patient comfort, choose the smallest gauge
catheter that will work for the intended purpose. Use smaller
gauge catheters (20 to 24 gauge) for fluids and slow infusion
rates. Use larger catheters (18 gauge) for rapid fluid admin-
istration and viscous solutions such as blood. Also consider
vein size when choosing a catheter gauge. Refer to institu-
tion policy and equipment stock for specific recommenda-
tions. Keep in mind that the INS recommends that short
peripheral catheters be removed every 72 hours and imme-
diately upon suspected contamination.

Gloves

The CDC recommends following standard precautions
whenever exposure to blood or body fluids is likely. Wearing
latex or vinyl gloves provides basic protection from blood
and body fluids.

Prepare the Site

Clean the peripheral insertion site with an antimicrobial
solution before catheter placement. If the patient’s skin is
dirty, wash it with soap and water before applying the
antimicrobial solution. If the patient has excess hair, it can
be clipped with scissors. Be sure to follow institution policy
when choosing a solution. Most institutions use an alcohol-
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Box 6.4

Techniques for Patients with
Difficult Venous Access

Altered Skin Integrity (Lesions, Burns, or Disease

Process)

* Use indirect light (tangential lighting)

* Do not flatten veins or cause damage to skin

 Use light directed toward the side of patient’s
extremity to illuminate the blue veins (Note: also
can be used on dark-skinned individuals.)

Hard sclerosed vessels (related to disease process,

personal misuse, frequent drug therapy)

* Assess for collateral circulation.

* Use multiple tourniquet technique to increase
oncotic pressure inside the tissue, forcing small ves-
sels of periphery to be visualized.

« Place one tourniquet high on arm for 2 minutes
and leave in place; stroke downward toward hand.

 After 2 minutes, place a second tourniquet at mid
arm just below the antecutital fossa; leave along
with first tourniquet for 2 minutes

« This should bring peripheral veins into view; if
necessary, place a third tourniquet at wrist.

» Do not leave on more than 6 minutes total.

Obesity or Edema

* Use 2-inch catheter

* Use multiple tourniquet technique

 Displace edema to side to visualize veins

Source: Phillips, LD: Manual of IV Therapeutics, ed. 4. FA.
Davis, Philadelphia, 2005.

or iodine-based product. A newer preparation called
ChloraPrep (Medi-Flex Hospital Products, Inc., Leawood,
KS) is a chlorhexidine preparation solution that does not
stain the skin or cause the irritation to the skin that Betadine
products can. Avoid using alcohol after an antimicrobial
preparation because alcohol negates the anti-infective action
of the prep agent.

Apply the solution in a circular motion, starting at the
intended site and working outward to clean an area 2 to 3
inches in diameter. If alcohol is used, it should be applied
with friction for at least 30 seconds or until the final appli-
cator is visually clean. Blotting of excess solution at the
insertion site is not recommended. Allow the solution to air
dry completely.

Insert the Catheter
Venipuncture can be performed using a direct (one-step) or
indirect (two-step) method. The direct method is appropriate
for small-gauge catheters, fragile hand veins, or rolling
veins. The indirect method can be used for all venipunctures.
Hold the catheter with the bevel (slanted opening) of
the needle facing up. With the tourniquet in place, enter the
vein using either the direct or indirect approach. When using
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FIGURE 6.4 (A) SAF-T EZ set IV needles. (B) BD IV Safety
Catheters. (Courtesy Becton Dickinson, Franklin Lakes, N.J.)

the direct entry approach, hold the needle at a 30- to 45-
degree angle directly above the vein and then penetrate the
skin and vein in one motion (Fig. 6.5). When using some
newer catheters, the angle of insertion is minimal.

FIGURE 6.5 Insert the needle of choice bevel up at a 30- to
45-degree angle, depending on the vein location and catheter.
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FIGURE 6.6 Pull skin below the intended puncture site using a
downward motion to stabilize the skin and prevent the vein from
rolling.

NURSING CARE TIP

Use traction (a downward pulling motion to make
the skin taut below the puncture site) before
venipuncture to stabilize the skin and prevent the
vein from rolling during venipuncture (Fig. 6.6).

The indirect approach may help decrease vein collapse.
To use it, hold the needle at a 30- to 45-degree angle over the
skin next to (not over) the vein. Once the skin is punctured,
lower the needle angle and locate and puncture the vein.
Depending on the type of device used, a small flash of blood
may be seen in the tubing or at the hub of the catheter when
the needle is in the vein. The angle of the needle is then low-
ered so that it is parallel with the skin as it is threaded into
the lumen of the vein. If a catheter-over-needle device is
used, the needle is advanced '/, inch and then the catheter is
advanced for its remaining length as the metal needle
(stylet) is withdrawn.

The tourniquet is then released, and the IV solution or
injection cap is connected to the hub of the catheter. Blood
may ooze from the hub at this time. If an injection cap is
being used, the catheter is flushed with 0.9% sodium chlo-
ride solution to check for patency. A smooth, easy flush and
no signs of infiltration indicate that the catheter is patent and
that the prescribed solution can be administered.

Stabilize the Catheter and Dress the Site

A common problem in IV therapy is dislodgement of the
catheter. Secure taping keeps the catheter in place and sta-
ble, thus preventing complications caused by damage to the
intima of the vein. There are several different techniques for
taping a catheter securely, including the U, H, and chevron
methods (Fig. 6.7). Take care to apply tape in a manner that
does not constrict blood flow to the extremity.

A transparent, semipermeable membrane dressing
allows the nurse to stabilize the catheter and monitor the
venipuncture site for redness or swelling and provides an
occlusive dressing for the site. Another acceptable method
of dressing management is the use of sterile 2-inch by

U Method

o {1:#1:

Use for Winged Set Use for Winged Set

H Method

Chevron Method

Use for Winged Set

1. Cut three strips of 1. Cut three strips
1/2-in tape. With of 1-in tape.
sticky side up,
place one strip
under tubing.

1. Cover the veni-
puncture with
transparent
dressing or 2 x 2
gauze dressing.

2. Place one strip
of tape over each
wing, keeping the
tape parallel with
the needle.

2. Bring each side
of the tape up,
folding it over
the wings of the
needle. Press it
down, parallel
with the tubing.

2. Cutalong 5-to
6-in strip of 1/2-in
tape. Place one
strip of tape, sticky
side under hub,
parallel with the
dressing.

3. Place another
strip of tape
perpendicular
to the first two.
Place over the
wings to stabilize 3
wings and hub.

3. Loop the tubing
and secure it
with a piece of
1-in tape.

. Cross the end of
the tape over the
opposite side of
the needle so that
the tape sticks to
the patient's skin.

4. Apply a piece of
1-in tape across
the wings of the
chevron. Loop the
tubing and secure
it with another
piece of 1-in tape.

* For all methods, include on the last piece of tape the date, time and
insertion, size of gauge, length of needle or catheter, and your initials.

FIGURE 6.7 Taping techniques for IV access devices. (Modified
from Phillips, L: Manual of IV therapeutics [4th ed.]. FA Davis,
Philadelphia, 2005.)

2-inch gauze over the venipuncture site and a piece of 1-inch
tape over the gauze. Band-Aids are not acceptable dressings
over catheters.

Arm boards are not used routinely. However, if a con-
fused patient places the IV site in danger, the extremity can
be immobilized as a last resort; this requires a physician’s
order.

Label the Site

The IV setup should be labeled in three areas: the insertion
site, the tubing, and the solution container. Once the
venipuncture procedure is completed, label the setup with
the date, time, catheter type and size, and your initials.

Dispose of Equipment

All needles, catheters, and blood-contaminated equipment
should be disposed of according to institution policy in a
tamper-proof, nonpermeable container.

Educate the Patient

Patients have the right to receive information on all aspects
of their care in a manner they can understand. They also
have the right to accept or refuse treatment. Explain the
rationale for the IV therapy that has been ordered. Explain
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your actions as you start the IV, and be sure the patient
understands how to protect the site and problems to report.

Calculate Drip Rate

All IV infusions should be monitored frequently for accu-
rate flow rates and complications associated with infusion
therapy. (See the section on calculating drip rates earlier in
this chapter.)

Document
Document your actions and the patient’s response in the
medical record according to institution policy. All IV solu-
tions are also documented on the medication administration
record. Include the following:

* Date and time of insertion

* Manufacturer’s brand name and style of device

* Gauge and length of the device

* Location of the accessed vein

* Solution infusing and rate of flow

* Method of infusion (gravity or pump)

* Number of attempts needed for a successful IV start

« Patient’s response and specific comments related to

the procedure
 Signature

CRITICAL THINKING

Mrs. Green

B Mrs. Green is admitted with a diagnosis of sympto-
matic anemia and has an atrioventricular (AV) dialysis
shunt in her left arm. An IV line is ordered for admin-
istration of 2 units of packed red blood cells. What must
be taken into consideration when assessing Mrs. Green
for an appropriate venipuncture site?

Suggested answers at end of chapter.

NURSING PROCESS FORTHE
| PATIENT RECEIVING IV THERAPY

Assessment/Data Collection

A patient receiving IV therapy is assessed routinely. IV ther-
apy is a medical intervention, and the nurse is responsible
primarily for appropriate monitoring, documenting, and
reporting related to the therapeutic goals. Some institution
policies require assessment as often as every hour.
Assessment should be systematic and thorough. It begins
with observation and evaluation of the patient for signs of
fluid imbalance. This is especially important when caring
for an older patient (Box 6.5 Gerontological Issues). Daily
weights and measurement of intake and output help deter-
mine whether the patient is retaining too much fluid. Skin
turgor, mucous membrane moisture, vital signs, and level of
consciousness also indicate hydration status. New onset of
fine crackles in the lungs can indicate fluid retention. Table
6.2 lists other symptoms of complications, along with pre-
vention and treatment strategies.

Inspect the site for redness or swelling, evaluate the
integrity of the dressing, and document your findings.
Inspect the tubing to ensure tight connections and the
absence of kinks or defects. Inspect the solution container
and compare it with the physician’s order for type, amount,
and rate. Report complications to the RN or physician.

Nursing Diagnosis, Planning,
and Implementation

Priority nursing diagnoses for I'V-related issues include:
Fear related to insertion of catheter

ExpeCTED OUTCOME: The patient will be able to cooperate
with the procedure; patient will verbalize minimal fear.
* Explain the IV therapy to the patient. Lack of
knowledge is associated with fear:

Box 6.5

f

Care of the Older Adult Receiving
Intravenous Therapy

Gerontological Issues

When an older patient is receiving IV fluids, the nurse
must regularly assess the patient for potential fluid vol-
ume excess. Symptoms of fluid volume excess include:

¢ elevated blood pressure.

* increasing weight.

¢ full bounding pulse.

¢ shallow but rapid respirations.

* jugular-venous distention.

* increased urine output.

* development of moist crackles in the lungs.

If these signs are present:

* Immediately notify the RN or turn down the IV to a
minimum drip rate (1 mL per minute); do not discon-
tinue the IV because the physician may want to
administer I'V diuretics.

* Position the patient to maximize lung expansion.

* Check peripheral oxygen saturation with an oximeter.

* Apply oxygen by mask or nasal cannula if indicated
and per institution guidelines.

* Closely monitor patient’s vital signs, level of conscious-
ness, and oxygen saturation along with fluid output.

* Assist the physician or RN with IV push administration
of diuretic medication such as furosemide if ordered.
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TABLE 6.2 COMPLICATIONS OF PERIPHERAL IV THERAPY

Local Complications of IV Therapy

Complication
Hematoma

Thrombosis

Phlebitis

Infiltration
(Extravasation)

Local Infection

Venous Spasm

Signs and Symptoms

Ecchymoses

Swelling

Inability to advance catheter
Resistance during flushing
Slowed or stopped infusion
Fever/malaise

Inability to flush catheter

Redness at site

Site warm to touch
Local swelling

Pain

Palpable cord
Sluggish infusion rate

Coolness of skin at site
Taut skin

Dependent edema

Backflow of blood absent
Infusion rate slowing
Redness and swelling at site
Possible exudate

Increase WBC count
Elevated T lymphocytes

Sharp pain at site
Slowing of infusion

Systemic Complication of Peripheral IV Therapy

Septicemia

Fluid Overload

Air Embolism

86

Fluctuating temperature
Profuse sweating
Nausea/vomiting
Diarrhea

Abdominal pain
Tachycardia
Hypotension

Altered mental status

Weight gain

Puffy eyelids

Edema

Hypertension

Changes in input and output (1&O)

Rise in central venous pressure (CVP)

Shortness of breath

Crackles in lungs

Distended neck veins

Lightheadedness

Dyspnea, cyanosis, tachypnea, expira-
tory wheezes, cough

Mill wheel murmur, chest pain,
hypotension

Changes in mental status

Coma

Treatment

Remove catheter
Apply pressure with 2X2
Elevate extremity

Discontinue catheter

Apply cold compress to site

Assess for circulatory impair-
ment

Discontinue catheter

Apply cold compress initially;
then warm

Consult physician if severe

Discontinue catheter
Apply cool compress
Elevate extremity slightly
Follow extravasation guidelines
Have antidote available
Discontinue catheter and culture
site and catheter
Apply sterile dressing
over site
Administer antibiotics if ordered
Apply warm compress to site
Restart infusion in new site if
spasm continues

Restart new IV system

Obtain cultures

Notify physician

Initiate antimicrobial therapy as
ordered

Monitor patient closely

Decrease IV flow rate
Place patient in high
Fowler’s position
Keep patient warm
Monitor vital signs
Administer oxygen
Use microdrip set or
controller

Call for help!

Place patient in Trendelenburg’s
position

Administer oxygen

Monitor vital signs

Notify physician

Prevention

Use indirect method of venipunc-
ture

Apply tourniquet just before
venipuncture

Use pumps

Choose microdrip sets with gravity
flow if rate is below 50 mL/hr

Avoid flexion areas

Use larger veins for hypertonic
solutions

Choose smallest catheter appropri-
ate

Use good hand hygiene

Add buffer to irritating solutions

Change solutions and containers
every 24 hr

Rotate infusion sites every 72-96
hours

Stabilize catheter

Place catheter in appropriate site

Avoid antecubital fossa

Inspect all solutions

Use sterile technique during
venipuncture and site mainte-
nance

Take thorough history

Verify allergies

Use proper patient identification

Warm solutions with appro-
priate warming device if
appropriate.

Use good hand hygiene

Carefully inspect fluids

Use Luer-Loks

Cover infusion sites with appropri-
ate dressings

Follow standards of practice
related to rotation of sites/
hang time of infusions

Use appropriate preparation solu-
tions

Monitor infusion

Maintain flow at prescribed rate

Monitor 1&O

Know patient’s cardiovascular his-
tory

Do not “catch up” infusion if
behind schedule

Remove all air from administra-
tion sets

Use Luer-Loks

Attach piggyback to appropriate
port
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Complications  Signs and Symptoms Treatment Prevention
Speed Shock Dizziness Call for help! Reduce the size of drops by using
Facial flushing Give antidote or resuscitation microdrip set
Headache medications Use electronic infusion device (EID)
Tightness in chest Monitor infusion sites
Hypotension Dilute IV push mediations if possible,
Irregular pulse give slowly
Progression of shock
Catheter Sharp sudden pain at IV site Apply tourniquet above elbow Use radiopaque catheters!
Embolism Rough, uneven catheter noted on removal Contact physician Do not apply pressure over site. Avoid

Chest pain
Tachycardia

Start new IV
Measure remainder of
catheter

joint flexions. Never reinsert stylet
that has been removed from sheath

Source: Adapted from Phillips, LD: IV Notes. Philadelphia F.A. Davis, 2005, Table 9-9, pp. 396-398.

e Insertion procedure
 Rationale for IV therapy
* Care of the IV
e Importance of reporting pain or swelling, or pump
alarm
* Use techniques to minimize discomfort. Pain may
increase fear.

Impaired physical mobility related to placement and
maintenance of IV catheter

EXPECTED OUTCOME: The patient will experience minimal
inability to move; the patient will not experience complica-
tions related to immobility.

» Use insertion site away from joints if at all possible.
Joint areas are mobile and it will be difficult to
maintain an intact site.

* If you must use a mobile site, such as the antecu-
bital fossa or wrist area, immobilize with arm board
or gauze wrapping to reduce catheter movement.

« If site must be wrapped, be sure to leave insertion
site visible or remove dressing to view site accord-
ing to agency policy. The site must still be visual-
ized for complications even if it is covered.

* Assist patient with activities of daily living (ADLSs).
The patient may have difficulty with ADLs if move-
ment is limited.

Risk of infection related to broken skin or traumatized
tissue

ExpECTED OUTCOME: The patient will be free from infection
as evidence by no redness, swelling, or purulence at IV
insertion site, no fever, and normal white cell count.
* Monitor for signs of infection so the IV can be
changed and infection treated quickly if it occurs
* Use good handwashing and strict aseptic techniques
during catheter insertion to prevent introduction of
pathogens.
* Change catheter, tubing, and solutions regularly
according to agency policy to prevent growth of
microorganisms.

Evaluation

The RN is responsible for evaluation and thus monitors the
patient for evidence that the goals of therapy are being met

and that complications are avoided. The LPN/LVN collects
data that contribute to the evaluation. For example, if anti-
biotic therapy is administered, monitor the patient’s tem-
perature and other signs that the infection is resolving.
If IV therapy is ordered to correct dehydration, monitor
skin turgor, vital signs, and other appropriate signs of
improved fluid balance. Document all findings and report
them to the RN.

CRITICAL THINKING

Mr. Rick

B Mr. Rick’s IV has blood backed up in the tubing.
When you open the clamp to increase the flow, nothing
happens. What should you do?

Suggested answer at end of chapter.

COMPLICATIONS
| OF IV THERAPY

See Table 6.2 for complications, their prevention, and treat-
ment. Any complication or unusual incident should be re-
ported to the physician, and an incident report should be
prepared according to institution policy. This applies to the
hospital and the home situation.

CRITICAL THINKING

Mrs. Gonzalez

B Mrs. Gonzalez is receiving 