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1. Nightingale theory Patient's environment is arrange to
facilitate the body's reparative processes.Lady with the lamp2.
Dorothea Orem Self-Care Deficit Theory

Focuses on activities that adult individuals perform on their
own behalf to maintain life, health and well-being.3. Malpractice
Professional negligence; failure to meet a legal duty, thus causing
harm to another.4. Negligence The commissioning (doing) of an act
or the omission (not doing) of an act that a reasonable prudent
person

would have preformed in a similar situation, thus causing harm
to another.5. Abandonment of

CareWrongful termination of providing patient care.

6. HIPAA Health Insurance Portability and Accountability Act of
1996 (HIPAA) set rules and limits on who can look atand receive
health care information.

7. Confidentiality duty to protect information about a patient8.
Invasion of privacy Person right to be left alone or anonymous if
she or he chooses9. Erickson's

DevelopmentalStages

1. Infancy/0-1/Basic trust vs. Mistrust2. Toddler/1-3/Autonomy
vs. Shame and Doubt3. Preschool/4-6/Initiative vs. Guilt4. School
Age/7-11/Industry vs. Inferiority5. Adolescence/12-19/Identity vs.
Role confusion6. Young Adulthood/20-44/Intimacy vs. Isolation7.
Middle Adulthood/45-65/Generativity vs. Stagnation8. Late
Adulthood/65+/Ego Integrity vs. Despair

10. Maslow's Hierarchyof Needs

5: Self-Actualization4: Self-Esteem3: Love and Belongingness2:
Safety and Security1: Physiologic

11. Verbalcommunicationtechniques

Closed questioning-Focuses and seeks a particular answer
Open-ended question-Does not require a specific response and allows
the patient to elaborate freely Restating- Caregiver repeats to the
patient what the caregiver understands to be the main point
Paraphrasing-Restating the patient's message in the nurse's own
words to verify that the nurse's interpretation is correct
Clarifying-Restating the patient's message in a manner that asks
the patient to verify that the message received is accurate
Focusing- Used when more specific information is needed to
accurately understand the patient's message Reflecting-Assists the
patient to "reflect" on inner feelings and thoughts- Stating
observation-Validates the accuracy of observationOffering
information-Nurse should make this interaction two-way
Summarizing-Review of the main points covered in an interaction

12. NonverbalCommunication

Non verbal cues such as tone, rate of voice, volume of speech,
eye contact, physical appearance, gestures,posture and use of
touch.

hesi fundamentalsStudy online at quizlet.com/_q040x


	
13. NonverbalCommunicationTechniques

Listening-Most effective methods but also most difficult-Conveys
interest and caring- Active listening (Requires the caregivers
fullattention) -Passive listening (Caregiver attends nonverbally to
what the patient is saying through eye contact andnodding, or
verbally through encouraging phrases such as "uh-huh" or "I see.")
Silence- Requires skill and timing- Can convey respect,
understanding, caring, support; often used with touch-Gives you
time to look at nonverbal responses Touch-Must be used with great
discretion to fit into sociocultural norms and guidelines-Can
convey warmth, caring, support, and understanding-Nature of the
touch must be sincere and genuine-If the caregiver is hesitant or
reluctant to touch, it may be interpreted as rejection

14. non- Englishcommunication

Language Barriers. Interpreter if available; messages must be
kept simple

15. Alternative Methodsof Communication

Lip reading Sign language Paper and pencil/magic slate Word or
picture cards Magnetic boards with plastic letters Eye blinks
Computer-assisted communication Clock face communicator

16. Nursing ProcessA Nice Delicious PIE

A= AssessmentND = Nursing diagnosisP= PlanI= InterventionsE=
Evaluation

17. Assessment * Subjective:Verbal statements provided by the
patient*Objective:Observable and measurable signs,Can be
recorded

18. Head to ToeAssessment

Begin with neurological assessment, the skin, hair, head, neck,
eyes, nose and mouth. The chest, back, arms,and, perineal area,
legs and feet in that order.

19. Physical AssessmentTechniques

InspectionPalpationAuscultationPercussion

20. Adventitious Abnormal breath sounds21. Normal Lung Sounds
Just hear air moving22. Crackles or Rales Produced by fluid in
bronchioles and alveoli heard on inspiration23. Wheezes Musical
quality sounds and are produced by air flowing through narrowed
airways24. Fine Crackles High pitched, discrete, discontinuous
crackling sounds heard during the end inspiration; not cleared by
cough25. Medium Crackles Lower, more moist sound during mid-stage
of inspiration not cleared by cough.26. Coarse Crackles loud bubbly
noise heard during inspiration; not cleared by cough.27. Rhonchi
(sonorous

wheeze)Loud, low coarse sounds like a snore, most often heard
continuously during inspiration or expirationcoughing may clear
sound (usually means mucous accumulation in trachea or large
bronchi)

28. Wheeze (SibilantWheeze)

Musical noise sounding like a squeak; most often heard
continuously during inspiration or expiration; usuallylouder during
expiration


	
29. Pleural FrictionRub

dry, rubbing, grating sound, usually caused by inflammation of
pleural surfaces; heard during inspiration orexpiration; loudest
over lateral anterior surface.

30. Pitting EdemaScale

1+ Trace- barely perceptible pit (2mm)2+ Mild- a deeper pit
(4mm), with fairly normal contours, that rebounds in 10-15 secs3+
Moderate- A deep pit (6mm); lasts for 30 secs to more than one min
4+ Severe- an even deeper pit (8mm), with severe edema that
possibly lasts as long as 2 to 5 mins beforerebounding

31. Record Ownershipand Access

-The original health care record or chart is the property of the
institution or physician. -The patient usually does not have
immediate access to his or her full record-Patients have gained
access rights to their records in most states, but only if they
follow the established policy ofeach facility. - A lawyer can gain
access to a chart with the patient's written permission

32. Confidentiality -Health care personnel must respect the
confidentiality of the patient's record. -The Patient's Bill of
Rights and the law guarantee that the patient's medical information
will be kept private,unless the information is needed in providing
care or the patient gives permission for others to see it. -The
nurse should not read a record unless there is a clinical reason
and should hold the information regarding the patient in
confidence.

33. KUBLER-ROSS -STAGES OFGRIEVING/DYING

1. Denial I feel fine."; "This can't be happening, not to
me."--- 2. Anger ("Why me? It's not fair!"; "How can thishappen to
me?"; '"Who is to blame?) --- 3. Bargaining (""I'll do anything for
a few more years."; "I will give my lifesavings if...") --- 4.
Depression (m so sad, why bother with anything?"; "I'm going to die
soon so what's thepoint?") --- 5. Acceptance (It's going to be
okay."; "I can't fight it, I may as well prepare for it.").

34. PASS Pull, Aim, Squeeze, Sweep35. RACE rescue the pt

alarmconfine the fireextinguish or evacuate

36. ROM(range of motion)

-any body actin involving the muscles and joints in natural
directional movements4 TYPES:1. passive2. active3. active
assisted4. passive assisted -patient needs some type of exercise to
prevent excessive muscle atrophy and joint contracture-minimum of
2hrs per day divided into 20 min sessions-each movement should be
repeated 5

37. passive ROM exercise is performed by caregiver38. active ROM
exercise is performed by patient39. Using Appropriate

Body Mechanics-Maintain a wide base of support.- Bend the knees
and hips rather than the back.- Stand in front of the
object.-Adjust the working level to one of comfort.- Carry objects
close to the midline of the body.


	
40. ROM Vocabulary Range of motion (normal joint
movements)-Flexion (decreases angle between two joints
-Hyperextension (maximum extension)- Lateral flexion (away from
midline)-Extension (movement increasing angle)-Rotation
(circular)-Abduction (moving extremity away from body-Adduction
(moving extremity toward the body)-Contracture - atrophy/shortening
of muscles usually causing permanent abnormalmobility -Dorsiflexion
- bending/flexing backwards, upwards -Pronation - palm of hand
turned down-Supination - palm of hand upward

41. positions Dorsal - toward the back- Dorsal recumbent - lying
on back (supine) with extremities flexed slightly-Genupectoral -
(knee-chest (kneeling with weight of body supported/head
turned-Immobility - lack of ability to move freely-lithotomy -
lying on back (supine) with hips/knees flexed-Orthopneic - sitting
in bed leaning forward supported by table.-Prone - lying face down
on abdomen-Semi-Fowler's - lying on back in bed with Head of bed
raised at 30 degrees-Sims' position - lying on left side with right
knee bent toward chest-Trendelenburg - pt lying supine on incline
w/ head lower than feet.Fowlers Head of bed raised at 45-60
degreesHigh Folowers Head of bed raised at 60-90 degrees

42. Types of Fire Extinguishers -Type A. For paper, wood, or
cloth fires-Type B.For flammable liquid fires,grease
&anesthetics-Type C.For electrical -Type ABC.For any type of
fire

43. Pressure ulcer stages Stage 1: Pressure ulcer that is a
localized area of the skin--typically over a bonyprominence--that
is intact with nonblanchable redness.Stage 2: Pressure ulcer that
involves partial-thickness loss of dermis; appears shallowand
open.Stage 3: Pressure ulcer that involves full-thickness tissue
loss in which subcutaneous fatis sometimes visible, but bone,
tendon and muscle are not exposed.Stage 4: Pressure ulcer that
involves full-thickness tissue loss with exposed bone, tendon,or
muscle; sometimes slough or eschar is present on some parts of the
wound bed.Unstageable: A pressure ulcer that involves
full-thickness tissue loss, a wound basecovered by slough (yellow,
tan, gray, green, or brown), and/or eschar in the wound bedthat
will usually be tan, brown, or black.

44. types of isolation-If isolation is required for a
patient,usually a sign will be posted in on thedoor of the given
patient's room.

1. Contact2. Airborne3. Droplet4. Revers

45. Contact Isolation Hand hygiene, gloves, gown, limited
patient transport and use disposal medicalequipment as much as
possible.

46. Airborne Isolation Patient must be placed in an Airborne
Infection Isolation Room, limited transportation--Only if
necessary-- hand hygiene and ALL personal protective equipment must
be wornas posted at patient's door; this usually includes a N-95
mask.

47. Droplet Isolation Personal protective equipment is
necessary, hand hygiene, private room for patient ifpossible and
limit patient transfer-- if transfer is required, don a mask on
patient.

48. Reverse Isolation All personal protective is required and
hand hygiene as well; this is when the patient hasa compromised
immune system and needs protection from everything and
everyone.


	
49. Stages of Pressure Ulcers Stage I: nonblanchable erythema of
the skin Stage II: partial-thickness skin loss; epidermis Stage
III: full-thickness skin loss, damage or necrosis of subcutaneous
tissue Stage IV: full-thickness skin loss with extensive
destruction, tissue necrosis,or damage to muscle,bone, or
supporting structures

50. Nursing Interventions forpressure ulcers

Assess improvement. Assess size and depth of the ulcer, the
amount and color of any exudate, the presence of pain or odor, and
the color of the exposed tissue. Specific interventions are
determined by the stage of the ulcer.

51. Sodium -(Na+)-A cation & the most abundant electrolyte
in the body.-Normal Value: 134 to 142 mEq/L.-It is the major
extracellular electrolyte, and because the plasma sample used to
measure electrolytelevels comes from the extracellular fluid, the
level is high.

52. Potassium -The dominant intracelluar cation .- Normal range:
3.5-5 mEq/L.-The level of potassium in the extracellular fluid is
low because potassium is an intracellular electrolyte. -The
intracellular level of potassium is (Usually not measured) is much
higher at 150 mEq/L.*Of the bodies potassium, 98% is in the cells
and 2% is in the extracellular fluid.

53. FLACC scale face, legs, activity, cry and Consolability54.
pain scales Pain - fifth vital

signVerbal Report "0 to 10" being 0 no pain, and 10 worst

55. Nursing Assessment ofPain

Collection of Subjective Data -Characteristics and description
Assess site, severity, duration, and location of pain. Ask the
patient what relieves the pain, what causes the pain to be worse,
and what does not relieve thepain. Identify usual coping mechanisms
and the patient's, family's, and friends' expectations of
appropriatebehavior when in pain. Collection of Objective
Data-Tachycardia -Increased rate and depth of respirations -
Diaphoresis -Increase systolic or diastolic blood pressure Pallor
-Dilated pupils -Increased muscle tension -Possibly nausea or
weakness-Changes in facial expressionsfrowning or gritting teeth
-Clenched fists -Withdrawal -Crying, moaning, or tossing in bed
-Fetal position -Clutching at the affected body part -Pacing


	
56. Nursing Interventions forpain

The following measures can be performed by the nurse to assist
in pain control. -Tighten wrinkled bed linens. -Reposition drainage
tubes or other objects on which patient is lying. -Place warm
blankets for coldness. -Loosen constricting bandages. -Change moist
dressings. -Check tape to prevent pulling on skin. -Position
patient in anatomic alignment. -Check temperature of hot or cold
applications, including bath water. Lift, not pull, patient up in
bed; handle gently. Position patient correctly on bedpan. Avoid
exposing skin or mucous membranes to irritants. Prevent urinary
retention by ensuring patency of Foley catheter. Prevent
constipation by encouraging appropriate fluid intake, diet, and
exercise and by administering prescribed stool softeners.

57. Standard Precautions Handwashing Gloving - Don gloves if
there is any possibility of contact with infectious material
Gowning Mask/Protective Eyewear Disposal of Contaminated Equipment-
Disposal of sharps (needles, blades) Must be put in a
puncture-proof container Double Bagging

58. Stool culture Have patient defecate into the commode,
afterwards transfer stool to specimen cup with a tongue blade.59.
Preoperative Care Dietary restrictions -(NPO) for 6-8 before
surgery

-Intestinal preparation (enemas) Skin preparation - shower with
an antiseptic solution, shaving may be ordered Prepare the client
for tubes, drains, and vascularaccess: Teach postoperative
procedures and exercises: breathing exercises

60. Immediate PreoperativeCare

Take vital signs: report any abnormality Remove dentures,
contact lenses, hair pins, prosthesis, nail polish and cosmetics
Put on clean gown; initiate IV line Have client empty bladder Check
identification band Check for signed operative consent Administer
preoperative medications Complete preoperative checklist Transfer
to the surgical suite

61. ABCs of ImmediateRecovery

A - Airway - monitor continually for patency B - Breathing -
monitor for adequate ventilation; evaluate depth, rate, rhythm,
chest movement,sounds, sputum C - Consciousness - extubate
endotracheal tube or oral airway when gag reflex returns C -
Circulation - monitor VS per protocol S - System review - systems,
drains, dressings, pain, allergies, urinary output

62. Transfer to the SurgicalFloor

Temperature must be greater than 96.8 F Vital signs and general
assessments on the surgical floor using "times four" - VS every 15
min x 4, every 30 min x 4, every hr x 4, then every 4 hours Side
rails up and call light within reach No pillow until fully
conscious Position on side, or head elevated and turned to the side
to prevent aspiration Keep flat for several hours if
spinal/epidural anesthesia used to prevent spinal headache NPO till
gag reflex and bowel sounds return


	
63. PostoperativeAssessment:Urinary andAbdominal

Urinary assessment- Urinary retention is a risk for all
inguinal, pelvic, rectal surgeries Abdominal assessment- Normal
bowel sounds are 4-32 per minute- 30 is hyperactive- Distended
abdomen and or pitched bowel sounds may indicate a paralytic
ileus

64. Postoperative Assessment: Pain Assess for objective signs
and symptoms of pain Pain medication,basis every 3 to 4 hours
initially after surgery-pain scale of 0-10

65. Older Adult Late Adulthood/65+/Ego Integrity vs. Despair66.
Older Adulthood: Physical

Changes Decrease in turgor & subcutanous fat wrinkles and
dry skin Thinning hair Decrease in chest wall movement and an
increase in cilia, increased risk for infection Slower reaction
time Decrease in smell, taste, and near vision Night blindness,
inability to hear high pitch tones Decrease in muscle strength and
tone

67. Older Adulthood: PhysicalDevelopment

Decrease in digestive enzymes and intestinal motility,
constipation Increase in dental problems Decalcification of bones
and degeneration of joints Decrease in bladder capacity, BPH in men
Decline in estrogen, testosterone, thyroid hormone, and insulin
production Atrophy of breast tissue in females

68. Older Adulthood: CognitiveDevelopment

Many older adults maintain their cognitivefunction Slowed
neurotransmission, impaired vascular circulation, disease states,
poor nutrition,andstructural brain changes delirium, dementia, and
depression

69. Older Adulthood: PsychosocialDevelopment

Adjustment to lifestyle changes related to retirement Adaptation
to changes in family structure Dealing with multiple losses Finding
ways not to become socially isolated and overcoming loneliness
Maintaining sexual health and the need to betouched Facing
death

70. Older Adulthood: PsychosocialDevelopment

Independence requires retaining controlover major aspects of
life- Health-Financial Stability-Social Resources Self-esteem
accompanies independence

71. Denture care A set of artificial teeth not permanently
fixed. Should be stored in an enclosed, labeled cup for soaking or
when they are not worn Should be cleaned as often as for natural
teeth to prevent infection and irritation Oral care provided on a
regular basis

72. Bedmaking -It is the nurse's responsibility to keep the bed
as clean and comfortable as possible.-This may require frequent
inspections to make sure the bedding is clean, dry, and wrinkle
free.-Check the linens for food particles after meals and for urine
incontinence or involuntary stool.-Use proper body mechanics; raise
bed to a working level.


	
73. Hand, Foot, and Nail Care Hands and feet often require
special attention to prevent infection, odors, and injury.
*Assessment Examine all skin surfaces. Carefully assess between the
toes. Observe for adequate circulation.

74. Six Rights Right medication Right dose Right time Right
route Right patient Right documentationNCLEX ONLY Right to
Refuse

75. Important Considerations ofMedication Administration

- If you did not pour it, do not give it. -If you gave it, chart
it. -Do not chart for someone else or have someone else chart for
you. - Do not transport or accept a container that is not labeled.
-Do not put down an unlabeled syringe. -If given a verbal order,
repeat it to the physician. -If you make an error, report it
immediately-Never leave a medication with a patient or family
member. Watch the patient take it and swallow it. -Always return to
assess the patient's response. -Chart as soon as possible after
giving medication. -If a patient refuses medication, do not force
it; chart "Refused medication because of. . . ." -If you elect to
omit a dose based on your nursing judgment, let another nurse help
make the decision.If medication is not given, document "Dose
omitted because. . . ." Report to the physician.

76. Types ofinjections:INTRAMUSCULAR

*Used for irritating medications, solutions in oils and aqeous
suspensions.*Sites:VENTROGLUTEAL,DORSOGLUTEAL,DELTOID, AND VASTUS
LATERALIS.*Aspirate before injecting medication. If there is blood
return stop.*Z-TRACT TECHNIQUE IS USED TO PREVENT MEDICATION FROM
LEAKING BACK INTOSUBCUTANEOUS TISSUE.*USED FOR MEDICATION THAT WILL
STAIN SKIN SUCH AS IRON.For an IM injection, the angle of insertion
is 90 degrees. The site is prepared by rubbing with alcoholin a
circular manner, working from the center outward. b. If blood is
noted on aspiration, the medication and equipment is discarded and
the injection isprepared again

77. Types of injections:INTRADERMAL

*Used for tuberculin testing or checking for medication
allergies.*May be used for some cancer immunotherapy.*Angle should
be 10-to 15 degree angle.*Fine gauge needle 25.*0.01to0.1mL
solution.3/8- to 5/8 inch needle

78. Types ofinjections:SUBCUTANEOUS

*Commonly used for insulin and heparin.*Sites are fat pads,
abdomen, upper hip, thigh.*Short fine needle (1/2-5/8inch,
25-27gauge).*Inject no more than 1 mL of solution.*45 degrees angle
if patient is thin, 90 if overweight*Insulin syringes can be 25
gauge.

79. Z-tract injections used to prevent leakage from deep muscle
into subcutaneous tissue, injection technique formedications that
stain the skin.

80. Ears,Installtion of drops *Use medical asepsis when
administering medications into ears and nose.*Ear drops can be
administered with the client sitting up or in a side lying
position, with the earreceiving the medication facing up.*Adults
Pull ear up and out and for children pull ear down and back*Hold
dropper 1 cm above the canal, instill medication, and then gently
apply pressure to tragus ofthe ear.


	
81. culture Nonphysical traits such as values, beliefs,
attitudes, and customs shared by a group and passed from
onegeneration to the next.

82. pulse pressure Difference between the systolic and diastolic
pressures, normally 30 to 40 mm Hg.83. nocturia Urination at night;
can be a symptom of renal disease or may occur in persons who drink
excessive amounts of

fluids before bedtime.84. Admission a. Checking and verifying ID
band-ensures identification before treatments are given

b. Assessing immediate needs-establishes trust with the
patientc. Explaining hospital routines-decreases anxiety and
provides a feeling of securitThe information that is included in
the orientation for the patient includes location of the room
(proximity tonurses' station), location of bathroom, how to call
for assistance, how to adjust the bed and lights, how tooperate the
phone and television, and policies that apply to the patient (e.g.,
smoking, visiting hours)

85. Rationale fornursinginterventions forpatient discharge:

a. Verifies physician's decision to discharge patientb. Prevents
waiting when patient is leaving and allows for initial
determination of insurance coveragec. Avoids delays in the process
and allows for family members to prepared. Ensures that the patient
has all of the personal items and assists the familye. Conserves
the patient's strength

86. Safety tips for safedrugadministration

include working with the patient, other nurses, physician, and
pharmacist, checking the MAR and calculations carefully, not
rushing,reporting errors, and asking for assistance when
indicated

87. Maslow'sHierarchy

physiologic, safety & security, love & belongingness,
self esteem, self-actualization

88. Erickson's Psychosocial DevelopmentStages

Infancy (Birth - 1 y/o) Trust vs. Mistrusttoddler 1 - 3 y/o
Autonomy vs. Shame and DoubtPreschool 4-6 Initiative vs.
GuiltSchool Age (7 to 11 years) Industry vs. InferiorityAdolescence
(12 to 19 years) Identity vs. Role ConfusionYoung Adulthood (20 to
44 years) Intimacy vs. IsolationMiddle Adulthood (45 to 65 years)
Generativity vs. StagnationLate Adulthood (65+ years) Ego Integrity
vs. Despair

89. Informed consent Patients care partnership establishes the
patients right to make decisions of her his health care. It is
thephysician or nurse practitioners responsibility to obtain the
informed consent.

90. Elements needed toestablishmalpractice

failure to meet a legal duty, thus causing harm to
anotherDuty-nurse-patient relationship establish a duty defined by
the standards of careBreach- failure to perform the duty in a
reasonable prudent manner Harm- has occurred doesn't have to be a
physical injuryProximate Cause- the occurrence of harm depended
directly on the occurrence of the breach

91. negligence the commission (doing) of an act or the omission
(not doing) of an act that a reasonably prudent person wouldhave
performed in a similar situation, thus causing harm to another
person

92. assault an intentional threat to cause bodily harm to
another; does not have to include actual body contact93. battery
unlawful touching of another person94. libel a malicious or untrue
writing abut another person that is brought to the attention of
others95. slander malicious or untrue spoken words about another
person that are brought to the attention of others96. tort a type
of civil law that involves writings against a person or property;
torts include negligence, assault, battery,

defamation, fraud, false imprisonment, and invasion of
privacy97. the primary

purpose of the NPAis to

efine the scope of nursing practice

98. nurse practice acts Laws formally defying and limiting the
scope of nursing practice


	
99. Ethnicity A shared identity related to social and cultural
heritage such as values, language, geographical space, and
racialcharacteristics

100. SCOPE OFPRACTICE

ANA gives the direction as a lnv spelling out what you have the
obligation to do, what you have the permission to do,and what you
are prohibited to doing for patients

101. culturalcompetence

awareness by the nurse of his or her own cultural belief
practices and an understanding of the limitations that thesebeliefs
put on the nurse when dealing with those from other cultures

102. stereotype a generalization about a form a behavior, an
individual, or a group103. dysphagia difficulty swallowing104.
aphasia abnormal neurologic condition in which language function is
defective or absent because of an injury to certain areas

of the cerebral cortex105. anticipatory

griefexpectation of or preparation for the loss of one of more
valued significant objects, accomplishment of part of the griefwork
before the actual loss

106. bereavement state of sorrow over the death or departure of
a loved one107. palliative care preventing, relieving, reducing, or
soothing symptons of disease or disorders without effecting a cure.
extends the

principles of hospice care to a broader population that could
benefit from comfort care earlier in their illness or
diseaseprocess

108. auscultation listening to sounds within the body (usually
with a stethoscope)109. percussion tapping a part of the body for
diagnostic purposes. , strike or tap firmly110. palpation a method
of examination in which the examiner feels the size or shape or
firmness or location of something (of body

parts when the examiner is a health professional)111. abduction
pull away from the body112. adduction (physiology) moving of a body
part toward the central axis of the body113. mandated

reportingmost states have now mandatory laws requiring the
reporting of elder, kids woman, anyone who receivedmistreatment,
confidential,

114. types ofisolation

Direct contact: describes the way in which microorganisms are
transferred from person to person through biting,touching, kissing,
or sexual intercourse; droplet spread is also a form of direct
contact but can occur only if the sourceand the host are within 3
feet from each other; transmission by droplet can occur when a
person coughs, sneezes, spits,or talks. Indirect contact: can occur
through fomites (inanimate objects or materials) or through vectors
(animal or insect,flying or crawling); the fomites or vectors act
as vehicle for transmission Air: airborne transmission involves
droplets or dust; droplet nuclei can remain in the air for long
periods and dustparticles containing infectious agents can become
airborne infecting a susceptible host generally through
therespiratory tract

115. DNR - DONOTRESUSITATE

Means ONLY not to resuscitate...it does not mean to withhold any
other care such as hygiene, nutrition, fluids, ormedications.For an
incapacitated patient with no hope of recovery, the physician
writes an order, after consulting withthe family, on the record so
that CPR is not given.

116. postmortemcare

care of the body after death, dentures first, spine position,
hygiene

117. factors of falls Memory, Cognition, Sleep, Proprioception
(the ability to maintain an upright position w/out falling),
Personality,dementia, vertigo, history of falls

118. SRD's(restraints =safetyreminderdevices)

vests, lap buddy's, wrist restraints, bed restraints, belt
restraints.


	
119. Alternative to SRD's reality orientationfamily visits1:1
staffingassign room near nurse stationprovide visual / auditory
stimuli (activities / jobs)eliminate unnecessary treatmentsuse
relaxation techniquesevaluate medicationswork with PT's and
OT's

120. Documentation ofSRD's

-position of device-circulation-physical / mental status- assess
ongoing need for device-Remove one at a time every 2 hours- check
patient every 30 minutes- do range of motion when realease device-
assess skin-never put on too tight - must be ordered by a physician
every 24hrs

121. physical signs ofimpediment dead

muscle relaxationlabored breathing (dyspnea, apnea, cheyne
strokesmucus collecting in large airways (death rattle)incontinence
on bladder and/or bowelmottling occur with poor circulationpupils
no longer reactive to lightpulse weakening and bp dropping cool
extremities / perspiration peripheral circulation diminishes and
then stopsfailing senses (hearing last to go, vision fails)

122. accidental death in theelderly

falls

123. Chain of Infection: 1) Infectious Agent (virus, bacteria,
fungi, parasites, or rikettsiae).2) Reservoir (people, equipment,
supplies, water, food, and animals).3) Portal of Exit (excretions,
secretions, skin cells, blood, and body fluids).4) Means of
Transmission (in which microorganisms travel from one place to
another).5) Portal of Entry (broken skin, mucus membranes,
respiratory, GI, reproductive)6) Susceptible Host (a person not
resistant/immune to the pathogen)

124. NonverbalCommunication

Transmission of messages without the use of words Most common
form of communication( Posture,Expressions, Gestures,
Mannerisms

125. NonverbalCommunicationTechniques

Listening-Most effective methods but also most difficult-Conveys
interest and caring- Active listening (Requires the caregivers full
attention) -Passive listening (Caregiver attends nonverbally to
what the patient is saying through eye contact andnodding, or
verbally through encouraging phrases such as "uh-huh" or "I see.")
Silence- Requires skill and timing- Can convey respect,
understanding, caring, support; often used with touch-Gives you
time to look at nonverbal responses Touch-Must be used with great
discretion to fit into sociocultural norms and guidelines-Can
convey warmth, caring, support, and understanding-Nature of the
touch must be sincere and genuine-If the caregiver is hesitant or
reluctant to touch, it may be interpreted as rejection


	
126. Verbal communicationtechniques

Closed questioning-Focuses and seeks a particular answer
Open-ended question-Does not require a specific response and allows
the patient to elaborate freely Restating- Caregiver repeats to the
patient what the caregiver understands to be the main point
Paraphrasing-Restating the patient's message in the nurse's own
words to verify that the nurse's interpretation iscorrect
Clarifying-Restating the patient's message in a manner that asks
the patient to verify that the message received isaccurate
Focusing- Used when more specific information is needed to
accurately understand the patient's message Reflecting-Assists the
patient to "reflect" on inner feelings and thoughts- Stating
observation-Validates the accuracy of observation Offering
information-Nurse should make this interaction two-way
Summarizing-Review of the main points covered in an interaction

127. Nursing Diagnosis steps 1. assessment. gather information
abou the client's condition2. Diagnosis.identify the client's
problems3. Planning / Outcomes & Goals.set goals of car and
desired outcomes adn identify appropriatenursing actions4.
Implementation. Perform the nursing actions identified in
planning5. Evaluation. Determine if goals are met and outcomes
achieved

128. incident report -is completed for risk management and
prevention of future occurrences.-it is not included in the
patient's chart.

129. ROM (range of motion)-any body actin involving the muscles
and joints in natural directional movements

4 TYPES:1. passive2. active3. active assisted4. passive
assisted

-patient needs some type of exercise to prevent excessive muscle
atrophy and joint contracture-minimum of 2hours per day divided
into 20 min sessions-each movement should be repeated 5 x

130. Passive Assisted ROM patient who are weak or partially
paralyzed wil be able to move limb partially through ROM, you
willhelp the pt finish the full ROM

131. Active Assisted ROM patient uses the strong arm to exercise
the weaker or paralyzed arm132. Using Appropriate Body

Mechanics- Field of physiology that studies muscular action and
the function of muscles in maintaining theposture of the
body-Maintain a wide base of support.- Bend the knees and hips
rather than the back.- Stand in front of the object.-Adjust the
working level to one of comfort.- Carry objects close to the
midline of the body.


	
133. positions -Dorsal - toward the back- Dorsal recumbent -
lying on back (supine) with extremities flexed
slightly-Genupectoral - (knee-chest (kneeling with weight of body
supported/head turned-Immobility - lack of ability to move
freely-lithotomy - lying on back (supine) with hips/knees
flexed-Orthopneic - sitting in bed leaning forward supported by
table.-Prone - lying face down on abdomen-Semi-Fowler's - lying on
back in bed with head (30 and knees raised-Sims' position - lying
on left side with right knee bent toward chest-Trendelenburg - pt
lying supine on incline w/ head lower than feet.

134. Nasogastric (NG)Tube Insertion

1. Standard Protocol2.. Auscultate for bowel sounds. Palpate and
inspect client's abdomen for distention, pain, and rigidity. 3.
Position client in high fowler's position. Raise bed to a
comfortable working level and place towel overclients chest. 4.
Apply disposable gloves.5. Inspect condition of client's nasal and
oral cavities and note if deviated nasal septum is present.
Selectnostril with greaterairflow.6. Measure distance to insert
tube from tip of thenose to the tip of the ear lobe, then from the
tip of the ear lobeto the xyphoid process.7. Mark length of tube to
be inserted with small piece of tape placed so tape can easily be
removed.8. Cut second piece of tape. Split one end down the middle
lengthwise. Place on bed rail or bedside table9. Curve 10 to 15 cm
of end of tube tightly around index finger,then release. 10.
Lubricate end of tube with water-soluble lubricating jelly.11.
Instruct client to extend neck back against pillow. Insert
tubeslowly through naris, with curved endpointing downward. 12. If
resistance is met, try to rotate the tube and see if it
advances.13. With tube just above client's oropharynx, instruct
client to flex head forward, take a small sip of water (ifnot
contraindicated), and swallow. Advance tube with each swallow of
water. 14. If client begins to cough, gag, or choke, withdraw tubes
lightly and stop advancement. Instruct client tobreathe easily and
take sips of water.15. If client continues to gag, check back of
pharynx using flashlight and tongue blade. 16. Once tube is
correctly advanced, anchor tape with one end of split tape while
checking tube placement.17. Check tube placement. a. Ask client to
talk.b. Draw up 10 to 20 ml of air into catheter-tipped syringe and
attach to end of tube. Auscultate left upperquadrant of client's
abdomen while quickly ejecting air into the tube.c. Aspirate gently
back on syringe to obtain gastric contents. Observe color. Measure
pH. 18. Anchor the tube:a. Clamp end of tube or connect it to
drainage bag or suction machine after insertion. b. Secure tape
over client's nose. c. Fasten NG tube to client's gown. d. Elevate
head of bed 30 degrees, unless contraindicated. e. Remove and
dispose of gloves. f. Wash hands. 19. Record date, and time, type
and size of NG tube inserted,client's tolerance of procedure,
confirmation ofplacement,character of client's gastric contents, pH
value of contents,and whether tube is clamped or connected
todrainage device.


	
135. chain of infection 1. Infectious agent - pathogen2.
Reservoir - where pathogen can grow3. Exit route - from reservoir4.
Vehicle (method) of transportation -feces, hands, needles5.
Entrance - through skin, mucous lining, mouth6. Host - another
person or animal

136. Nosocomial Infections - One that is acquired while in a
hospital or other health agency- Acquired at least 12 hours after
admissionHospital harbors microorganisms that may be highly
virulent, making it a more likely place to acquirean infection

137. The Patient's Bill of Rights -The right to an informed
decision -The right to have a procedure done or the right to refuse
it

138. Informed Consent -A particular treatment decision is based
on full disclosure of the facts needed to make an intelligent
(informed) decision.-Informed Consent must be obtained before any
invasive treatment or procedure.-Patient needs to be aware of the
consequences of refusing the treatment.

139. Reporting Abuse Mandatory reporter -The health care
professional is protected from liability when acting in good
faith.-Child Abuse Prevention Treatment Act of 1973- Act made
reporting of child abuse mandatory.-Health care professionals may
face fines and/or imprisonment if they fail

140. SOAPIER S - Subjective information O - Objective
information A - Assessment P - Plan I - Intervention E - Evaluation
R - Revision

141. FOCUS CHARTINGFORMAT

a. Intended to make the client & client concerns &
strengths the focus of care b. Three (3) columns fro recording are
usually used: date & time, focus & progress notes
DataActionResponse and evaluationEducation and patient teaching

142. PIE charting ProblemInterventionEvaluation

143. Subjective Verbal statements provided by the patient144.
Objective Observable and measurable signs

Can be recorded
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