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Introduction: Welcome to NCLEX - PN
Welcome to Achieve Test Prep’s comprehensive NCLEX-PN® study guide, a comprehensive resource 
meticulously crafted to provide you with the knowledge and skills essential for conquering the 
challenges of the nursing profession. Aspiring nurses like you require a solid foundation in various 
domains, and this guide is designed to offer just that. From mastering coordinated care and ensuring 
safety through infection control, to understanding health promotion, psychosocial dynamics, and 
physiological integrity, our guide covers a broad spectrum of topics critical for your success. Whether 
you're delving into the realms of basic care and comfort, pharmacological therapies, risk reduction, or 
physiological adaptation, this guide aims to empower you with the confidence and expertise needed not 
only to excel in the NCLEX examination but also to embark on a fulfilling and impactful nursing career.

A. Exam Overview

What is the NCLEX – PN® Test Plan Next Gen exam?

NCLEX-PN® stands for National Council Licensure Examination for Practical Nurses (NCLEX-PN®). 
This examination is administered by the National Council of State Boards of Nursing (NCSBN), a 
consortium that includes the boards of nursing in all 50 states in the U.S. states, the District of Columbia, 
Canada, and four U.S. territories including American Samoa, Guam, the Northern Mariana Islands, and 
the Virgin Islands. The primary mission of these boards is to safeguard the public from unsafe and 
ineffective nursing care. Each board has the authority to regulate nursing practice within its respective 
jurisdiction.

The NCLEX-PN® exam, often referred to informally as "the Boards" or "State Boards," serves a singular 
purpose: to assess whether a prospective nurse is prepared to begin practice as an entry-level nurse 
safely and effectively. This examination is a pivotal step in the journey to becoming a registered nurse, 
confirming that candidates possess the fundamental knowledge and skills required for competent 
nursing practice.

The Next Gen NCLEX has been carefully crafted to present effective questions that foster critical thinking 
and enable nurses to make informed decisions when delivering client care. This innovative approach is 
intended to raise the bar for nursing competence and enhance the quality of healthcare services.

What is CAT?

CAT stands for Computer Adaptive Test, a unique examination format designed to tailor the test 
experience to each candidate's abilities. This adaptability ensures that the questions you encounter are 
neither too challenging nor too easy for your current skill level. Here's how it works:

Interactive Question Selection: The test assembles questions interactively based on how accurately 
you respond to previous questions. It all begins with your first question, which is intentionally set below 
the minimum competency level. If you answer this initial question correctly, the computer then selects a 
slightly more challenging question. Conversely, if you answer the first question incorrectly, the computer 
chooses a slightly easier one. This dynamic process continues as you progress through the test.
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Calculating Competence: By continually adjusting question difficulty based on your responses, the 
computer is adept at calculating your level of competence. This adaptive approach ensures that the 
questions remain appropriately aligned with your knowledge and skill level.

This adaptive testing methodology enhances the precision of assessing your nursing knowledge and 
skills, ultimately contributing to a more fair and reliable evaluation of your readiness for the NCLEX-LPN® 
exam.

Exam Structure

Whether you complete the NCLEX-LPN® exam in 85 questions (the minimum number) or 150 questions 
(the maximum), the test format includes a mix of standalone questions and case study question sets.

Standalone Questions: Standalone questions can be answered independently without considering other 
questions on the exam. These questions may be text-based or include a chart/exhibit in place of some 
text. The most common standalone question type is the familiar text-based four-option multiple-choice 
question. Some standalone questions are case-based. They begin by introducing a client, their diagnosis 
or symptoms upon admission, and their medical record. Depending on the context, you may need to 
analyze vital signs, physical assessment findings, and/or healthcare provider orders. While foundational 
nursing knowledge is crucial for these questions, clinical judgment is equally important.

Case Study Question Sets: You'll also encounter case-based questions presented in six-item sets. 
These sets start with an introduction to a client case, passage, or vignette. In these six-item sets, you 
must use information obtained in earlier questions to answer subsequent ones in the set. Each "tab" of 
the medical record displays an aspect of the same client case, including nurse's notes, history, and 
physical, laboratory, or diagnostic results, flow sheets, admission or progress notes, intake and output, 
and medications. Additional "unfolding" tabs may appear as you progress through the set, providing new 
information for the current and subsequent questions. Once you move to a subsequent question in a set, 
you cannot return to previous questions to revise your responses, but you can adjust based on newly 
added information as you answer the remaining questions.

Navigation: Case-based questions appear as a split screen. The case remains static on the left side, 
while the right side changes with each individual question. Within each set of six questions, you may 
encounter different question types, such as highlight items, Matrix items, Cloze items, and more. You can 
distinguish between standalone questions and question sets by checking the boldface text in the upper 
left-hand corner of the screen. "Case Study Screen 1 of 1" indicates a standalone question, while "Case 
Study Screen 1 of 6" (or similar) signifies a question in a six-item set.

The structure of a minimum-length NCLEX-LPN® exam, comprising 85 questions, includes three scored 
six-item question sets (18 scored questions) and 52 scored standalone items, totaling 70 scored items. 
The remaining 15 questions are unscored experimental items.

Questions after reaching the minimum length of 85 continue until the computer makes a pass/fail 
decision, you answer 150 questions, or you reach the maximum testing time of 5 hours. All remaining 
items will be scored, with approximately 10% being case-based standalone items and the rest 
approximately 90% being non-case-based standalone items. Don't be concerned about the test's length 
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during the exam. Focus on answering to the best of your ability, as you're still in the game as long as the 
computer continues to present questions. If you receive more questions, it indicates the computer has 
not determined your ability level, and you can still pass the NCLEX-LPN® exam!

Exam Scoring Structure

The new scoring methods allow for moving beyond the current scoring model that is based on 
candidates' responses being scored as 'all correct' or 'all incorrect'. The new partial credit scoring model 
allows for polytomous scoring methods meaning some items are no longer scored as completely correct 
or incorrect. Currently, Multiple Response Select All that Apply only allows for all correct or incorrect 
scores. The new polytomous models give candidates points for partial understanding.

Zero/One (0/1) Scoring 

The 0/1 Scoring Rule is likely the one you've encountered before in your nursing education. It's the 
traditional method used for scoring multiple-choice questions with four options:

● You receive 1 point for a correct response.

● You get 0 points for an incorrect response.

For items worth more than 1 point, your total score is calculated as the sum of all correct responses.

Plus/Minus (+/—) Scoring 

The +/ — Scoring Rule is a way to give you a higher score when you identify and select more relevant 
information. You might recall those '(Select all that apply)' (or SATA) questions from nursing school, 
which could be a bit challenging. The good news is that for SATA questions on the NCLEX exam, you can 
earn partial credit using the +/ — Scoring Rule. Here's how it works:
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● You earn 1 point for each correct selection.

● You lose 1 point for each incorrect selection.

It's important to note that while the +/ — Scoring Rule deducts points for wrong answers, your score 
won't go negative. The minimum score per item is zero. The illustration below provides an example of 
how a multi-point item would be scored using the +/ — Scoring Rule. In this example, the test-taker has 
selected all four correct answer options but also chosen two incorrect options, resulting in a score of 2 
out of a possible 4 points for this question.

Rationale Scoring 

Lastly, there's the Rationale Scoring Rule, which awards points when both parts of a linked pair of 
concepts are correct. This scoring approach is used to assess situations where a nurse's actions (X) must 
be justified by specific circumstances (Y). Here's how it works:

● You earn 1 point when both X and Y are correct.

● You earn 0 points if any part of the answer selection is incorrect.

To score well with the Rationale Scoring Rule, you need to understand paired information. The 
illustration provides an example of how a Cloze item would be scored using this rule. In this instance, the 
test-taker has correctly selected "loss of visual fields or blindness," but because the other element of the 
paired information is incorrect, 0 points are earned.
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Examination Content 

The NCLEX-LPN® exam doesn't divide content areas; instead, it assesses integrated nursing knowledge. 
Many nursing programs follow the medical model, where students have separate courses in areas like 
medicine, surgery, pediatrics, psychiatry, and obstetrics. However, the NCLEX-LPN® exam doesn't 
separate content in this way; it combines it all. Here's an example question to illustrate this integration.

B. Test-Taking Strategies

Expected Outcomes

Expected outcomes or behaviors refer to the anticipated behaviors and changes that you believe will 
happen as a consequence of nursing interventions. These outcomes serve as a basis for assessing 
whether the treatment goals have been achieved. To establish their basic competence, novice 
practitioners need to showcase their capability to make sound nursing assessments. Proficient nursing 
assessments include the identification of both anticipated and unforeseen behaviors. Hence, it's crucial 
for you to be able to identify expected outcomes during the NCLEX-LPN® exam. Here's a guide for 
correctly addressing questions about Expected Outcomes:
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If you came across this question in one of your medical/surgical exams, you might assume it's describing 
a problem, and consequently, you would select an answer that addresses "fixing" the issue. Let's 
examine this question: The reworded question is “How should you manage a client with these ABGs?”

● Step 1. Recognize what's normal. Interpret the ABGs. In this case, all values fall within the 
normal range.

● Step 2. Determine how to apply this information. Since all the values are normal, let's 
rephrase the question with this knowledge.

Now the modified question becomes, “How should you care for a client with normal ABGs?”

1) “Increase the rate of oxygen flow the client is receiving.” Not needed because the client's 
oxygen levels are normal. Eliminate.

2) “Elevate the head of the bed.” Unnecessary since the ABGs are within normal limits. Eliminate.

3) “Document the results in the chart.” This is essential because the ABGs are normal.

4) “Instruct the client to cough and deep-breathe.” While this is generally advised in certain 
situations, like limited respiratory function due to immobility or post-operative conditions, the 
question only provides ABG results within the normal range. Although this action could be done, 
there's no indication that it's necessary here. Eliminate.

The correct answer is (3) because the ABG values are normal. Sometimes, students might lean toward 
the answer (2) suspecting they missed something, but the key is recognizing whether the information 
provided is normal or abnormal and responding accordingly.

Question Types

The Next Gen NCLEX (NGN) introduces several innovative question types to assess nursing knowledge 
and skills effectively. It contains a mix of case studies (12 question types) and standalone items (two 
question types). Here's a detailed breakdown of these question types and their significance: The Next 
Generation NCLEX (NGN) introduces several innovative question types to assess nursing knowledge and 
skills effectively. 
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 Case Studies

Matrix Multiple Choice Item

The Matrix Multiple Choice test item is more complex than the Multiple Choice Single Response item. In 
a Matrix Multiple Choice item, you are presented with a clinical scenario and specific client-related 
information. This type of test item is organized within a tabular format, often referred to as a matrix, and 
typically contains a minimum of four rows and three columns. In this format, your task is to choose only 
one response for each row. 

Matrix Multiple Response

The Matrix Multiple Response test item shares similarities with the Matrix Multiple Choice item, as they 
both employ a table format with various columns and rows. However, unlike the Multiple Choice item 
where you choose a single correct option in each row, in the Multiple Response item, you can select 
multiple options in each row. Moreover, in this item type, each column must have at least one option 
chosen. 

Multiple Response Select All That Apply (SATA)

This type of question presents a client scenario along with data about the client and a series of actions. 
Your task is to choose one or more responses. There might be one or several correct responses. The 
question will include at least five options but no more than ten, with the possibility that all ten options 
could be correct.
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Multiple Response Select N Item

In a Multiple Response Select N question, you must choose the exact number of options as specified in 
the instructions. It's acceptable to select fewer than the specified number, but you should not select 
more. Be aware that choosing fewer than the required number (N) will result in a deduction of points. 
Each correct answer gets one point and each wrong answer is simply scored as zero.

 Multiple Response Grouping Item

 The Multiple Response Grouping test item resembles the Multiple Response Select All That Apply item. 
However, the options in Multiple Response Grouping are categorized or grouped in a table featuring a 
minimum of two columns and five rows. Each category consists of two to four options per row, and at 
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least one response option must be selected within each category. The +/– scoring rule is applied to 
each group and then added up for a total item score.

Drop-Down Cloze Item

In this question type, test-takers choose one option from a drop-down list, and there may be multiple 
drop-down lists. Candidates are presented with a case study and asked for multiple responses, up to 
six, in some cases. Drop-down lists may be integrated within tables, charts, or sentences, making it a 
versatile format for assessing knowledge.

Every drop-down carries a value of 1 point and functions similarly to a multiple-choice item, except for 
the format. Points are gained for each correct choice made within the drop-downs, with zero points 
awarded for incorrect selections. The total item score is determined by adding up the scores from all the 
drop-downs.
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Drop-Down Rationale

The Drop-Down Cloze and Drop-Down Rationale test items share many similarities. In both cases, you'll 
encounter sentences with gaps that need to be filled using the options provided for each gap. In the 
Drop-Down Rationale, however, the sentences tend to follow a cause-and-effect structure.

 Drop-Down in Table Item

This item type closely resembles the drop-down cloze but with a key difference: the drop-down 
selections are presented within a table rather than embedded in a sentence or passage. In this example 
item, there are three drop-down elements, allowing for a maximum item score of three points.

Drag-and-Drop Cloze Item

 The Drag-and-Drop Cloze test item operates like the Drop-Down Cloze. Instead of using a drop-down 
menu to select options, however, you'll click on the correct responses and move them into the blanks to 
complete one or more sentences.
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Drag-and-Drop Rationale Item

The Drag-and-Drop Rationale test item mirrors the Drop-Down Rationale, as it also involves a cloze 
format in a cause-and-effect sentence. However, instead of using a drop-down menu to choose options, 
you'll click on the correct responses and place them into the blanks to complete the sentence. The 
sentence might contain either two blanks (dyad) or three blanks (triad) that need to be filled out.

Highlight in Text or Enhanced Hotspot Item
This question type allows candidates to answer by highlighting predefined words or phrases within a text 
or chart. Test-takers read a section of a client chart and select words or phrases in the chart to respond 
to the question. It assesses the ability to extract critical information from clinical data.
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These new question types represent a significant advancement in the NCLEX-PN® exam, aligning it more 
closely with real-world nursing scenarios. They challenge candidates to think critically, prioritize 
information, and apply their knowledge effectively, mirroring the demands of nursing practice. While 
these question types may pose challenges for students, they ultimately contribute to a more 
comprehensive and reliable assessment of nursing competence.

 Highlight in Table Item

The second version of the Highlight test item is known as the Highlight in Table item. In this type of item, 
client findings are presented in a tabular format, typically categorized by the body system.

Stand-alone
In addition to these new formats, candidates will also see “stand-alone” items that ask a single 
question. These items come in two forms: bow-tie and trend items.
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Bow-Tie Item

The Bow-tie test item presents a clinical scenario featuring client data at a specific moment. Participants 
then use drag-and-drop technology to categorize their responses into three sections resembling a 
bow-tie or butterfly shape.

Trend Item

Like bow-tie questions, the Trend test item also starts with a client scenario, but in this case, it includes 
assessment data spanning multiple points in time. These data encompass various aspects such as vital 
signs, input and output, laboratory values, and Nurses' Notes entries.
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C. Exam Strategies

Cornell Note-Taking Template

This template is a method for organizing and summarizing information while studying. The template 
consists of three sections:

● Main Notes and Key Thoughts: This section is where you write down the main thoughts and key 
points while reading or in class. You should use abbreviations and leave space for additional 
notes because notes should evolve and change over time.

● Cue Questions: After taking main notes, you write down key questions related to the material. 
These questions serve as prompts for self-testing and can help you retain information.

● Summary: At the end of your study session or class, you write a summary that distills the main 
points from your notes.

Worst Case Scenario (WCS) Table

Considering the worst-case scenario for a client with a specific medical condition, such as Addison's 
disease, is also crucial. This involves understanding the potential dangers and symptoms associated 
with the condition, as well as how to recognize and respond to them. Arrange the information according 
to the table below.
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Diagnosis WCS How would I recognize it?

Addison’s 
Disease

Addisonian Crisis - inadequate amount of adrenal 
hormones: Cortisol Aldosterone Epinephrine (Adrenaline), 
Norepinephrine

Vital Sign Change

Question Stem Dissection

Watch out for these four aspects in the stem and dissect the question.

For example, a client has been diagnosed with Addison's disease 10 years ago and is being admitted to 
the medical-surgical unit. What symptoms might the nurse expect for this client when experiencing 
extreme stress?

● Particulars: Addison's Disease (chronic), Med-Surg, experiencing extreme stress

● Worst Case Scenario for diagnosis/procedure: Addisonian crisis

● Assessment Numbers (High, Low, Normal?): None

● Assessment Data: None

Eliminate Don’t Gravitate

After considering the information table above and the dissected question, evaluate each option based on 
your knowledge of the topic and explain why each option is correct or not to have your best educated 
guess or answer. See the example below.
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NCSBN Clinical Judgment Model

The NCSBN Clinical Judgment Measurement Model (NCJMM) is a framework for measuring the clinical 
judgment and decision-making ability of prospective entry-level nurses. It was developed by the 
National Council of State Boards of Nursing (NCSBN) to be used on the Next Generation NCLEX (NGN) 
examination. The NCJMM is based on the following six cognitive functions:

1. Recognize cues – identify relevant and important information from different sources (e.g., 
medical history, vital signs). 

2. Analyze cues – organize and connect the recognized cues to the client’s clinical presentation. 

3. Prioritize hypotheses – evaluate and prioritize hypotheses (urgency, likelihood, risk, difficulty, 
time constraints, etc.). 

4. Generate solutions – identify expected outcomes and use hypotheses to define a set of 
interventions for the expected outcomes. 

5. Take action – implement the solution(s) that address the highest priority. 

6. Evaluate outcomes – compare observed outcomes to expected outcomes.

The NCSBN Clinical Judgment Measurement Model
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Chapter 1: Safe & E�ective Care Environment 
(Coordinated Care)
Overview

In the first chapter of our NCLEX - LPN study guide, we will explore the world of client care with a focus 
on safety and efficacy. We will discuss the art of harmonizing client well-being and effective treatment 
which entails skillful care management, and orchestrating treatment procedures that prioritize the 
clients' welfare and the dedicated healthcare staff. Moreover, the mastery of infection control practices 
forms a cornerstone for cultivating a secure and health-conscious care environment. As you prepare for 
the NCLEX-LPN exam, it is important to know that approximately 18-24% of the questions revolve 
around the vital theme of Management of Care. 

Learning Objectives

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

1. Identify and explain the key elements of effective client care, including safety and efficacy 
measures. 

2. Evaluate and apply strategies for harmonizing client well-being and effective treatment in 
various healthcare settings. 

3. Understand the role of care management in prioritizing client welfare and fostering collaboration 
among healthcare providers. 

4. Demonstrate proficiency in infection control practices and their importance in creating a secure 
and health-conscious care environment.

A. Coordinated Care

In the field of nursing, coordinated care refers to the process of organizing and collaborating with all 
members of the healthcare team to provide safe and effective care for clients. This involves ensuring 
that all actions taken by the healthcare team align with the client's needs and preferences. Care 
coordination aims to improve client outcomes by promoting communication and collaboration among 
healthcare professionals, ultimately leading to a more efficient and streamlined healthcare experience 
for clients. Nurses play a crucial role in facilitating care coordination, acting as a central point of contact 
and advocate for clients throughout their healthcare journey.

Navigating the Landscape of Nursing Care Management

Licensed practical nurses (LPNs) have many responsibilities, duties, and tasks. These are based solely 
on their scope of practice and level of competency. While there is some overlap in roles and 
responsibilities, each role is a distinct entity and they may also collaborate with other members of the 
healthcare team to ensure that clients are receiving the necessary services and resources. Let’s discuss 
these roles in further detail.
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Eight Roles of the LPN

Clinician

A clinician's duties encompass what most people would refer to as "nursing care." LPNs are sometimes 
referred to as the doctors' and nurses' eyes and ears. Compared to RNs or doctors, practical nurses 
frequently spend more time directly caring for clients. Accurate and continuous assessment is essential 
for a conscientious nurse. Clients are seen, evaluated, and given medication in addition to having their 
bandages changed. While many LPNs work as charge nurses, many more provide direct client care. The 
technical responsibilities of nursing are part of being a clinician.

Manager

Licensed Practical Nurses will be involved in making sure client care plans are executed. A large number 
of LPNs are involved in developing client care plans and assessing their efficacy. It is an important role of 
the LPN to oversee client and family education to assist with care planning. In addition to overseeing 
client care, LPNs frequently have to supervise their colleagues. Many are team leaders or charge nurses. 
It is common for LPNs to be tasked with overseeing nursing assistants.

Advocate

An advocate is someone who supports and supplies information to their client. Advocacy often involves 
standing up in support of a client and their rights. A nurse, fulfilling the advocate role, serves as the voice 
for clients to ensure that their intrinsic rights and needs are met within the healthcare system. This role 
involves discussing treatment options with the client and respecting their decisions, providing 
information on advocacy to staff members, acting as a client advocate, and utilizing advocacy resources 
appropriately. As a client advocate, the nurse will effectively communicate and collaborate with the 
client and other healthcare professionals to promote, uphold, and protect the client's rights, interests, 
and choices. This is especially true when clients are not able to protect their own rights. This includes 
advocating for their autonomy, self-determination, and right to accept or reject any treatments. Nurse 
advocates also work to educate clients and their families to make informed decisions about their care. 
To fulfill their advocacy role, nurses must be knowledgeable about available resources and how to utilize 
them appropriately. This may involve referring clients to social workers or other external resources, as 
well as following formal processes and procedures within their facility. The advocacy role of a nurse is an 
integral part of nursing practice and is essential in promoting the rights and well-being of clients. 

Educator

The educational role of a nurse is multifaceted and essential to the overall well-being of clients. Nurses 
have the responsibility of educating clients about their medical conditions, treatment options, and 
self-care measures. This education should begin at admission and continue throughout a client's stay in 
the hospital. The ultimate goal of client education is to empower clients to take control of their health 
and make informed decisions about their care. A nurse's role in client education includes assessing the 
client's learning needs and preferences, providing information in an understandable and effective 
manner, and evaluating the client's understanding. Nurses must use appropriate learning strategies and 
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educational tools, such as written materials, audiovisual aids, and hands-on demonstrations, to ensure 
that the information is effectively conveyed. Nurses should also consider the client's cultural 
background, educational level, and socio-economic status when designing educational sessions. Care 
plans are developed by RNs and carried out collaboratively by both the RN and LPN. It is important to 
evaluate which learning style(s) your clients prefer and encourage clients to ask questions. A learning 
assessment is conducted at the time of admission and assists the nurse in planning care. 

Counselor

When fulfilling the role of counselor LPNs can help clients and families explore ideas and feelings toward 
healthcare and illness. The nurse is responsible for facilitating the client's decision-making process and 
promoting their overall well-being. Through counseling, the nurse provides support, resources, and 
education to help clients and families develop self-care abilities and make informed choices about their 
health. Some clients have a difficult time accepting a disease or its treatment options. This can be seen 
in various scenarios, such as developmental changes, acute or chronic illness, or end-of-life care. It is 
the role of the LPN to assist clients with these health transitions and ensure they understand their 
options. This might involve providing emotional support and resources and assisting clients in 
developing coping mechanisms to manage their stress and anxiety.

Consultant

The role of a practical nurse involves effectively communicating with various healthcare professionals to 
ensure the highest level of client care. As an LPN, one of the main responsibilities is to consult with the 
RN supervisors regarding client assessments, care plans, and any changes in client conditions. In some 
healthcare settings, LPNs may also communicate directly with physicians. Effective communication is 
essential in the consulting role of a practical nurse. It not only ensures that all healthcare professionals 
are on the same page when it comes to client care, but it also helps in identifying any potential issues or 
concerns that may arise. By sharing a holistic view of the client, LPNs can help RN supervisors and 
physicians make informed decisions when it comes to creating and implementing care plans. In addition 
to consulting with other healthcare professionals, LPNs also need to communicate effectively with 
clients and their families. This includes providing education on their healthcare needs, addressing any 
questions or concerns they may have, and keeping them updated on their treatment plans. 

Researcher

Research is an essential function of the practical nurse's role in providing optimal care to clients. As a 
researcher, the LPN plays a supportive role in identifying problems within a client's care plan and 
evaluating the client's needs. This is done through careful observation and assessment of the client's 
condition and any changes that may occur. LPNs have a unique position in the healthcare team, often 
being the first to notice and report any issues that may arise. To find a solution to the identified problem, 
the LPN will use evidence-based practice to conduct their research. This involves identifying and 
understanding the standard of practice for a specific condition or treatment and then using this 
knowledge to find the best possible treatment option for the client. 
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Collaborator

LPNs play an essential role in the client care team. We work closely with other healthcare team 
members, such as registered nurses (RNs), certified nursing assistants (CNAs), physicians, 
physical/occupational/speech therapists, dietitians, and volunteers, to ensure that our clients receive 
the best possible care. Each member of the team has their own unique scope of practice, which includes 
specific tasks and responsibilities. As LPNs, our scope of practice consists of providing direct client care, 
such as administering medications, wound care, and assisting with activities of daily living. The 
collaboration of an LPN involves sharing information, solving problems, and working together as a team 
to provide the best possible care for our clients.

Resource Management

All nurses are responsible for providing safe and cost-effective care to clients and helping them attain or 
maintain their independence. The LPN, in collaboration with the RN, will develop an individualized care 
plan for each client, considering their needs and goals. The care plan development must include input 
from the client and family/caregiver. The involvement of clients and their families in the planning and 
development of healthcare services has been shown to improve client health and quality of life. The care 
plans should incorporate evidence-based research from medical literature and other resources. In 
addition to starting the care plan for each client, nurses should also evaluate and revise the plan as the 
client's condition progresses. When the client is ready to be discharged from the hospital, nurses should 
ensure that the client has all the necessary information required for discharge procedures, such as 
medication instructions, follow-up visits, and any future tests. 

LPNs are team leaders or charge nurses and frequently have the duty of managing nursing assistants. 
Case management for LPNs (Licensed Practical Nurses) involves coordinating and overseeing the care of 
clients across different healthcare settings and services. LPNs play an important role in assisting with 
case management tasks under the direction of registered nurses (RNs) and other healthcare 
professionals. Some aspects of LPN case management include:

1. Collaboration: LPNs collaborate with RNs, doctors, social workers, and other healthcare 
professionals to ensure comprehensive care for clients.

2. Assessment: LPNs gather information about clients' conditions, needs, and preferences to 
assist in developing care plans.

3. Care Planning: The LPN’s key role is to ensure that care is rendered based on the client's care 
plans. The care plan is developed based on the client's medical conditions, treatments, and 
goals. They may contribute to care plan development by providing valuable insights by reporting 
information to the registered nurse. 

4. Communication: LPNs communicate with clients, families, and other team members to ensure 
everyone is informed about the client's progress and needs.

5. Resource Coordination: LPNs may help arrange appointments, tests, and treatments, ensuring 
seamless transitions between different healthcare settings.
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6. Client Education: LPNs educate clients and families about treatment plans, medications, and 
self-care strategies.

7. Documentation: LPNs maintain accurate and up-to-date records of client assessments, 
interventions, and outcomes, ensuring continuity of care.

8. Advocacy: LPNs advocate for clients' needs and preferences, ensuring they receive appropriate 
care and services.

Case Management

Case Managers are nurses that specialize in care coordination and organize client care, collaborating 
with healthcare providers to ensure that clients receive the services they need in a timely and 
cost-effective manner. Case managers also advise clients, ensuring they have access to all necessary 
resources to improve their health. The case manager utilizes the critical pathway approach to provide 
safe and cost-effective individual care to each client. Critical pathways, also known as clinical 
pathways or clinical maps, are management plans that display goals for clients and provide the 
sequence and timing of actions necessary to achieve these goals with optimal efficiency. 

LPNs play a significant role in both direct client care and case management. In general, LPNs conduct 
more direct care than RNs, but within that role, many are also performing case management functions 
such as assessments, care planning, collaboration with other healthcare team members, and follow-ups. 
LPNs regularly assist RN Case Managers with their caseloads, particularly during busy periods. Work is 
often carried out in teams in a collaborative, negotiated environment.

Nursing Models 

Below are the 4 standard nursing models used in today's healthcare environment. Each model is 
tailored to meet the needs of the individual client and the population receiving care. Nurses can take a 
holistic approach to providing care through these models while ensuring client safety and cost 
containment.

1. Primary Nursing: Primary Nursing is a relationship-based practice where the Registered Nurse 
(RN) actively provides total client care. This approach is very labor-intensive and requires an 
appropriate amount of nurses. Organizations that utilize the primary nursing model do not 
employ LPNs.

2. Team Nursing: Team Nursing is a model that consists of a team leader providing some client 
care while delegating specific tasks to other nursing members, including unlicensed assistive 
personnel. All Team members are working with the same plan of care to achieve the same goals 
and outcomes. 

3. Total Care: Total Care is a client-focused or case-method nursing model in which one RN is 
responsible for all aspects of a client's care. This model does not utilize LPNs or unlicensed 
assistive personnel in the acute care setting.
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4. Functional Nursing: In this model, specific tasks and duties are assigned to the nursing team 
members. These tasks may include monitoring vital signs, administering medications, or 
providing wound care. This nursing model ensures that each client receives the necessary care 
without duplicating services. Functional nursing tasks are delegated based on the staff’s scope 
of practice and competency level. 

Mastering the Art of Delegation: A Vital Nursing Skill

Delegation is the transfer of the nurse's responsibility for a task while retaining professional 
accountability. Delegation is an indispensable skill for nurses. It is essential to pinpoint the perfect 
person for any given task, clarify the tasks, and ensure they understand. It is necessary to ensure that 
the person given the task has the authority to carry it out. Appropriate delegation to unlicensed 
assistive personnel (UAP) is vital as the nurse remains responsible for the task delegated. Assessing 
the competency and scope of the UAP is a crucial part of delegation. As a nurse, you should be prepared 
to provide aid, monitor, and appreciate a job well done.

Nurses should refrain from entrusting nonprofessional personnel with any of the following: nursing 
evaluations; identification of diagnosis, care goals, progress plans; or interventions that necessitate 
specialized knowledge and expertise.
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The 5 Rights of Delegation

1. Right Task: Before assigning a task to someone else, the nurse must ensure that it is 
appropriate to delegate the task based on the individual's qualifications. The nurse must assess 
if the person has the necessary skills and knowledge to safely and effectively complete the task 
while keeping the client's well-being as the top priority. 

2. Right Circumstance: Before delegating a task to another, the nurse must assess the client's 
stability, ensuring that the client is stable enough for the task to be delegated and determine if 
the outcome of the task is predictable. In order to minimize situations of risk, it is also essential 
to understand the scope of the task and that the delegated nurse is equipped to handle it. 

3. Right Person: The nurse must understand the knowledge and skills of the person to whom the 
task is being delegated and whether they are qualified and competent enough to handle the 
task. This includes advanced Registered Nurse Practitioners, Licensed Practical Nurses, and 
other unlicensed health care personnel.

4. Right Direction/Communication: The nurse must provide clear and specific instructions on 
accomplishing the task and handling any potential complications. It is important to establish 
clear communication between the delegating nurse and the person to whom the task is being 
delegated. This includes providing detailed instructions and expectations regarding the process 
and the outcomes and developing an approach to responding to unforeseen problems.

5. Right Supervision: The delegating nurse must also remain accountable and responsible for the 
task and the outcomes. The nurse must be available to supervise, assess, and evaluate the task 
process and the outcomes. The nurse must also remain accountable for the impacts, such as 
promoting safety, quality, and efficiency. The delegating nurse should establish a system of 
oversight and auditing for accountability and to ensure the task and client outcomes are 
monitored for progress and safety.

LPNS (Licensed Practical Nurses)

It is within an LPN’s scope of practice to:

● Assist the RN by performing routine tasks with predictable outcomes

● Assist the RN with collecting data and monitoring client findings

● Reinforce an RN’s client teaching, but not perform independent client education or 
assessments
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● Perform any of the tasks that UAPs (Unlicensed Assistive Personnel) are permitted to 
perform (see below)

● Delegate tasks to UAPs (Unlicensed Assistive Personnel)

Tasks that an LPN may perform include the ability to:

● Administer medications that are not high-risk

○ For example, LPNs may administer standard oral medications, but not medications such 
as heparin or chemotherapeutic agents

○ Note: some states do not permit LPN to administer intravenous medications of any kind

● Administer a nasogastric (NG) tube feeding

● Perform wound dressing changes

● Monitor blood products

○ LPNs may not, however, initiate the infusion of blood products; only an RN may initiate 
the infusion

● Do tracheostomy care

● Perform suctioning

● Check nasogastric tube patency

● Administer enteral feedings

● Insert a urinary catheter

With further education and certification only, LPNs may administer:

● Maintenance IV fluids

● IV medications via piggy-back

● Monitor infusions of IV fluids

It is not within an LPN’s scope of practice to: 

● Administer high risk medications of any kind (such as Heparin and chemotherapeutic 
medications)

● Administer IV push medications of any kind

● Titrate medications of any kind

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                24



● Independently provide client education (about medications, disease processes, etc.)

● Perform or chart admissions of clients, or discharge clients

LPNs also have the ability to delegate tasks to unlicensed personnel as long as the delegated task is 
within the scope of practice and the individual has the knowledge and competency to perform. 
Remember that the LPN is responsible for ensuring the task is performed safely. 

You must be sure the person you delegate has 
the required knowledge and skills to complete 
the task successfully. Provide clear and specific 
instructions and be available for supervision, 
oversight, and assessment of task completion. 
The nurse remains responsible and accountable 
for the outcome of the delegation and must 
ensure safety, quality, and efficiency are 
maintained throughout the process.

Client Care Assignment 

Assignment refers to the distribution of specific 
client care responsibilities among the nursing 
staff. The assignment of care to others, including 
nursing assistants, licensed practical nurses, and 
other registered nurses, is perhaps one of the 
most important daily decisions that nurses 
make. Proper and appropriate assignments 
facilitate quality care. Improper and 
inappropriate assignments can lead to poor 
quality of care, disappointing outcomes of care, 
the jeopardization of client safety, and even legal 
consequences.

Assignments typically involve tasks such as 
administering medications, providing wound 
care, assisting with hygiene, monitoring vital 
signs, and more. Assignments should be based 
on the nurses’ skills, experience, and the needs 
of the clients. Effective assignment ensures that 
client care is appropriately distributed and 
managed. Assignments are based on the nursing 
model that the organization follows.
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Effective management and supervision are essential for maintaining safe and effective care 
environment. By fostering a culture of safety, continuous improvement, and client-centered care, 
healthcare organizations can provide the best possible care to clients while minimizing risks and 
ensuring positive outcomes. Here are key concepts related to management and supervision in a safe 
and effective care environment:

Effective Leadership and Accountability

● Effective leadership at all levels of the healthcare organization promotes a culture of safety and 
accountability.

● Leaders set expectations for safe practices, allocate resources, and support staff in delivering 
safe care.

● Encourage interdisciplinary collaboration to ensure comprehensive client care.

Clear Policies and Procedures

● Develop and implement clear and comprehensive policies and procedures that address safety 
protocols, infection control, medication administration, and emergency response.

Staff Education and Training

● Provide ongoing education and training to staff members on best practices, safety protocols, 
new technologies, and client-centered care and keep the staff updated on the latest 
evidence-based guidelines and standards.

Risk Assessment and Mitigation

● Identify potential risks and hazards in the care environment through regular risk assessments by 
implementing measures to mitigate identified risks and prevent adverse events.

Client-Centered Care and Quality Improvement

● Focus on the individual needs, preferences, and safety of clients.

● Involve clients and families in care planning and decision-making.

● Implement a system for ongoing monitoring, reporting, and analysis of incidents and 
near-misses.

● Use data to identify trends, areas for improvement, and opportunities to enhance client safety.

Medication Safety

● Implement processes for accurate medication administration, proper labeling, double-checking 
procedures, and safe storage.

● Educate staff about high-alert medications and potential adverse effects.
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Infection Control

● Establish strict infection control measures to prevent the spread of infections within the facility.

● Ensure proper hand hygiene, use of personal protective equipment, and adherence to isolation 
protocols.

Emergency Preparedness

● Develop and regularly review emergency response plans for various scenarios, such as fire, 
natural disasters, and medical emergencies. 

● Conduct drills and training sessions to ensure staff readiness.

Supervision and Mentorship

●  Provide effective supervision and mentorship to new and less-experienced staff.

●  Encourage a culture of learning and growth.

Ethical Considerations

● Address ethical dilemmas and ensure client autonomy, confidentiality, and dignity are 
respected.

Collaboration with Interdisciplinary Teams

In order to provide the best client-centered care, collaboration between healthcare providers is 
essential. This is explained in key regulatory nursing regulations such as the Standards of Practice and 
the Code of Ethics. The minimal standards that all nursing professionals must meet in all practice 
contexts are outlined in these documents, which also serve as guidelines for nursing practice.

Collaboration with interdisciplinary teams is a critical aspect of providing comprehensive and effective 
client care. Interdisciplinary collaboration involves healthcare professionals from various disciplines 
working together to address the complex needs of clients. Here’s how nurses, including case manager 
nurses, collaborate with interdisciplinary teams:

Clear Communication and Respect for Expertise

● Effective collaboration begins with open and clear communication. Nurses share client 
information, assessments, care plans, and updates with other team members. 

● Each member of the interdisciplinary team brings unique skills and expertise to the table. 
Nurses recognize and respect the contributions of other professionals, acknowledging their 
specialized knowledge.
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Team Meetings and Shared Decision-Making

● Regular team meetings provide opportunities for healthcare professionals to discuss client 
cases, review care plans, and make decisions collaboratively. These meetings promote shared 
understanding and alignment.

● Collaborative teams engage in shared decision-making, where all perspectives are considered 
before determining the best course of action for the client's care.

Interprofessional Rounds

● Interprofessional rounds involve team members from different disciplines rounding together to 
discuss client cases, set goals, and make care plan adjustments in real time.

Case Conferences and Mutual Learning

● Case conferences bring together various healthcare professionals to discuss complex cases, 
share insights, and brainstorm strategies for managing challenging situations.

● Collaboration encourages mutual learning among team members. Nurses learn from physicians, 
therapists, social workers, and others, enhancing their understanding of different aspects of 
client care.

Client-Centered Care

● Interdisciplinary collaboration ensures that client care is holistic (mutual) and client-centered. 
The combined expertise of the team addresses not only medical needs but also psychosocial, 
emotional, and cultural factors.

Efficiency and Quality

● Nursing efficiency includes more than only effective use of Resources; it includes competent 
standard care in keeping with the Code of Ethics for the nursing profession, the effective 
interpersonal relationship/communication, the appropriate use of technology, and adequate 
Nurse-Client Ratio (Staffing). It also enhances the quality of care through a comprehensive 
approach.

Transition Management

● Effective interdisciplinary collaboration is especially crucial during transitions of care, such as 
from the hospital to home or between different healthcare settings. Ensuring seamless 
transitions requires coordination among all team members.

Conflict Resolution

● When conflicts arise, effective collaboration involves respectful communication and a 
commitment to resolving disagreements in the best interest of the client.
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Principles for Intraprofessional Nursing Collaboration aim to provide guidance, promote and facilitate 
intraprofessional collaboration: 

1. LPNs and RNs practice in a manner that is consistent with legislation, scopes of practice, 
standards of practice, codes of ethics, and employer policies. 

2. The differences in the legislated scope of practice, the standards of practice, and the basic 
education of each designation are respected. 

3. LPNs and RNs are responsible, accountable, and liable for their own practice. An LPN or RN is 
not responsible for the practice of another provider. 

4. LPNs and RNs practice within their own level of competency and seek direction and guidance 
when the care required is beyond their competencies.

5. The clients’ care needs, the scope of practice, the competencies of the nursing professional, and 
the practice environment guide decisions about which nursing professional is the most 
appropriate provider of client care. 

6. Effective and professional communication between LPNs and RNs is essential to achieve quality 
client outcomes.

7. When LPNs and RNs work together, the nursing care delivery model must support 
intraprofessional collaboration through workplace policies, procedures, and resources. This 
ensures a quality practice environment that allows LPNs and RNs to work together effectively. 

8. Expectations, including responsibilities and accountabilities related to the assignment of nursing 
care, must be made clear at every level within organizations and be understood by LPNs and 
RNs.

Managing Conflict Among Clients and Healthcare Sta�

Conflict is an inevitable part of collaboration among individuals, and it can be both distressing and 
beneficial. Conflict emerges from differing beliefs and opinions within a group. It becomes apparent 
through arguments, diminished trust, disruptions in work, strained relationships, and criticism. 
Essentially, it's a natural process that cannot be completely avoided.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                29



Nurses need to possess the skill to identify and report conflicts in order to prevent them from 
negatively affecting the team. Overlooking conflicts can result in issues, but effectively addressing and 
resolving them can promote both individual and group development.

Conflicts typically progress through several stages, starting with frustration, moving to 
conceptualization, then to taking action, and ultimately resulting in resolution through methods like 
mediation or negotiation, with the participation of all involved parties. Kurt Lewin, the proponent of the 
Theory of Planned Behavior, identified four fundamental types of conflicts. These conflicts can be 
successfully addressed through various methods and approaches detailed below.

Types of Conflicts

● Avoidance-Avoidance Conflicts: When none of the involved parties desire any of the potential 
alternatives to resolve the conflict.

● Approach-Approach Conflicts: When the involved parties want more than one alternative to 
resolve the conflict.

● Approach-Avoidance Conflicts: When all alternatives are perceived as neither completely 
satisfactory nor completely dissatisfactory.

● Double Approach-Avoidance Conflicts: When the involved parties are forced to choose among 
alternatives, each with both positive and negative aspects.

Conflict Resolution Strategies

● Collaboration and Open Communication: Building trust and fostering open communication can 
lead to effective conflict resolution by promoting good working relationships, active participation 
among parties, and a deeper understanding of the issue.

● Compromise and Negotiation: These approaches encourage assertiveness rather than 
aggression and create a balance of power between conflicting parties. They focus on common 
goals and interests and use objective criteria to define problems and potential solutions.

● Mediation: This involves one-on-one discussions with each party to understand their concerns 
and opinions. Mediation aims to identify mutually beneficial actions to resolve the conflict.

Ineffective and Unhealthy Conflict Resolution

● Avoidance and Withdrawing: Prolonged avoidance and withdrawal can hinder conflict 
resolution by preventing necessary discussions.

● Competition: Promoting a win-at-all-costs mentality, competition is inconsistent with group 
goals and can lead to power struggles and manipulation.

● Accommodating Others: Sacrificial accommodation doesn't promote negotiation or 
compromise and fails to meet the needs of the accommodating party.
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B. Legal Requirements: Empowering Clients Through Legal Knowledge 
and Advocacy

Advance Directives, Self-Determination, & Life Planning

As nurses, we must understand the Patient Self-Determination Act, the Uniform Anatomical Gift Act, and 
the importance of advance directives to ensure nurses provide clients with quality client-centered care. 
Communication is key in educating clients about their rights and helping them make informed decisions 
regarding their healthcare.

● The Patient Self-Determination Act (PSDA) was enacted in 1990 to protect clients' right to 
self-determination in matters relating to healthcare. The act requires all healthcare providers, 
facilities, and organizations to inform clients about their rights, including the right to accept or 
reject medical treatment and to make their own decisions concerning medical care. 
Additionally, the PSDA ensures that clients can make decisions about their end-of-life care, 
including who they want to decide if they cannot do so. Nurses must be aware of and educate 
their clients on their rights under the PSDA to ensure that all decisions are made with respect for 
the individual's wishes.

● The Uniform Anatomical Gift Act nurses are obligated to participate in and assist with the 
process of organ and tissue donation. 

● Advance directives are legally binding documents in which individuals express instructions 
and wishes for their healthcare decisions if they cannot decide for themselves. This includes 
requests for procedures, treatments, medications, and other types of care that the individual 
does or does not want. 

Valuable Insights into Advance Directives: Five Wishes and Values History

In the context of advance directives, both clients and their families, along with healthcare providers, can 
gain valuable insights. One noteworthy resource is the Five Wishes, a product of the Robert Wood 
Johnson Foundation grant. The Five Wishes serves as a significant addition to a client's advance 
directive, addressing essential aspects such as:

● Designating a Decision-Maker: Clients can specify the individual they trust to make healthcare 
decisions on their behalf when they are no longer capable of doing so themselves.
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● Comprehensive Medical Choices: This allows clients to outline their preferences regarding 
medical treatments and interventions they wish to receive, as well as those they do not want.

● End-of-Life Care Preferences: Clients have the opportunity to express how they wish to be 
treated and cared for in their final moments.

● Comfort and Pain Relief Decisions: The Five Wishes provides a platform for clients to define 
decisions on their comfort and pain relief, ensuring their wishes are respected.

● Personal Messages: Clients can convey meaningful messages to their loved ones, ensuring that 
important sentiments are shared.

An additional resource that holds substantial value for both clients and their healthcare decision-makers 
is the values history. Though not legally mandated, values histories are strongly recommended and 
immensely beneficial, particularly in cases where an individual is appointed as a healthcare proxy or 
holds durable power of attorney for healthcare decisions. This document serves as a guide to 
understanding the client's core values, aiding in end-of-life care and decision-making processes.

By integrating these tools into advance directives and leveraging an understanding of the Patient 
Self-Determination Act, the Uniform Anatomical Gift Act, and advance directives, nurses can 
facilitate client autonomy and active engagement in their healthcare decisions, ultimately contributing to 
high-quality, person-centered care—a crucial focus for those preparing for the NCLEX exam.

Advocacy

As a nurse, advocating for the rights and interests of one’s clients is an essential part of providing quality 
care. It is important to provide clients with detailed information on the available treatment options, such 
as how they work, their potential benefits, and any potential side effects. It is also important to respect 
the individual’s right to make their own decisions, even if the advocating nurse does not necessarily 
agree. It is also important to utilize available resources, such as engaging interpreters or translators 
when necessary for non-English-speaking clients. Furthermore, when deemed necessary, a nurse may 
need to provide detailed information to other staff members to properly advocate on the client's behalf 
or engage with higher levels of healthcare personnel or personnel from other disciplines, such as a social 
worker, on the client's behalf. In short, a nurse plays a critical role in understanding and advocating for a 
client's rights and interests.

● Ensuring Client Safety and Quality Care

○ Monitoring and addressing medical errors.

○ Protecting clients from the incompetence or misconduct of colleagues and other 
healthcare team members.

● Providing Information and Support

○ Informing clients about their diagnosis, treatment options, and prognosis.
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○ Offering alternatives for healthcare.

○ Explaining discharge programs and plans.

● Respecting Client Dignity and Autonomy

○ Maintaining self-restraint and professionalism.

○ Allowing clients to make decisions freely.

○ Preserving individualization and humanity.

○ Safeguarding client privacy.

○ Respecting and aligning care with clients' values, cultures, beliefs, and preferences.

● Being the Client's Voice and Facilitating Communication

○ Serving as a liaison between clients, families, and healthcare professionals.

○ Advocating for clients' interests and concerns.

○ Effectively communicating client preferences and cultural values to the healthcare team.

● Promoting Social Justice in Healthcare

○ Challenging inappropriate policies or rules within the healthcare system.

○ Identifying and addressing inequalities in the delivery of healthcare services.

○ Facilitating access to community health services and resources to ensure equitable 
healthcare provision.

● Fostering a Healthy Interpersonal Relationship

○ Being there for the client and reassuring them.

○ Being approachable to clients when they have concerns.

Client Rights 

For nurses, discussing treatment options and decisions with clients and educating clients about their 
rights and responsibilities is essential. As discussed earlier in this chapter, The Patient 
Self-Determination Act requires that upon admission to hospitals, long-term care facilities, and home 
health agencies, clients must be informed they have the right to accept or refuse medical care; you, as 
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the health care provider, must recognize this right. Furthermore, the Health Insurance Portability and 
Accountability Act (HIPAA) protects the identifiable personal information of the clients, personally 
identifying information of the clients, and it is important to adhere to this when sharing information 
related to diagnosis and treatment. 

The Patients' Bill of Rights, adopted by the President's Advisory Commission on Consumer Protection 
and Quality in the Healthcare Industry, is a statement about the rights individuals are entitled to as 
recipients of healthcare and their responsibilities. 

This includes the right to:

● Information Privacy: Clients are entitled to receive accurate and easily understandable 
information regarding health plans, healthcare professionals, and healthcare facilities.

● Freedom of Choice: Clients can select healthcare providers who offer high-quality medical 
services whenever required.

● Access to Emergency Care: Clients have the right to immediate screening and stabilization 
through emergency services without waiting for authorization or facing financial penalties.

● Involvement in Treatment Decisions: Clients have the right to be informed about various 
treatment options and actively participate in decisions concerning their care. When clients 
cannot make decisions, their parents, guardians, family, or significant others may represent 
them.

● Confidentiality of Health Information: Clients have the right to private conversations with 
healthcare providers, ensuring the protection of their health information. Additionally, they can 
access and obtain copies of their medical records.

● Complaints and Appeals Procedure: Clients are entitled to a fair, prompt, and impartial review 
process for any grievances against health plans, physicians, healthcare personnel, or hospitals.

● Consumer Responsibilities: Among other obligations, clients are responsible for providing 
accurate information about their medications and past medical conditions.

Informed Consent 

Informed consent is a fundamental right for clients, ensuring they receive comprehensive information 
about the potential risks and benefits of a proposed procedure or treatment before deciding to 
consent. The healthcare provider (usually a physician) performing the procedure or providing the 
treatment is responsible for obtaining consent. The role of the nurse in the informed consent process is 
to advocate for the client by ensuring the client has been provided with the necessary information in 
order to make an informed decision. The nurse will witness the signature, confirming that the client's 
signature is authentic and the client is competent to provide consent. A nurse is also responsible for 
explaining all aspects of nursing care and interventions to the client, except in emergencies requiring 
immediate treatment. This process involves informing the client about the details of the procedure or 
treatment, the risks and benefits, alternative options, and the consequences of refusal.
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Advocating for the client's best interest is crucial during this process, and you must ensure that the 
client has been provided with all the necessary information to make an informed decision. Informed 
consent is typically obtained from mentally competent adult clients. However, there are specific 
circumstances and situations where consent cannot be acquired directly from the client. Let’s discuss a 
few examples below:

Incompetence

In cases where the client is unable to provide informed consent due to incompetence, legal consent 
may be provided by other authorized individuals, such as:

● Legally Appointed Representative: For a developmentally disabled adult, a legally appointed 
representative can provide consent.

● A Parent or Legal Guardian: For minor and unemancipated minor children, their parent or legal 
guardian can give consent on their behalf.

● Emancipated Minor: An emancipated minor, independent of their parents, may consent 
themselves.

● Durable Power of Attorney for Healthcare Decisions or Health Care Surrogate/Proxy: 
Individuals designated as durable power of attorney for healthcare decisions or acting as 
healthcare surrogates or proxies can consent on the client's behalf.

Age and Certain Conditions

In cases where the client cannot provide informed consent due to their condition or age, having these 
authorized individuals ensures that the client's best interests are protected, and their healthcare 
decisions are made appropriately.

● Exceptions of Age Consent: Additionally, exceptions to the age of consent vary by state and 
may include court-ordered emancipation, situational emancipation (e.g., married teens), and the 
type of treatment involved (e.g., contraception).

● Witnessing Informed Consent: As a nurse, you may serve as a witness for the informed 
consent process. Your role is to observe and record if the client voluntarily consented to the 
procedure, if their signature is authentic, and if they can make the decision. You are there to 
ensure that the client understands the doctor's explanation and makes an informed choice 
about their treatment.

● Waiving Consent: It's essential to document instances where the client waives consent or when 
a court-appointed guardian provides informed consent for an incompetent client. In 
emergencies where the client is incapacitated, obtaining informed consent may be waived to 
provide immediate treatment.

Having a clear understanding of informed consent and the related legal variations will be essential for 
the NCLEX Exam and your role as a nurse. This knowledge will enable you to advocate for the client's 
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rights and ensure they receive the best possible care based on their informed choices. Always prioritize 
the client's well-being and their right to make informed decisions about their healthcare.

Nursing Practice Regulations

Upholding client safety and ethical standards is essential in nursing. To ensure the safe and ethical 
delivery of care, nurses must be aware of the various legal and ethical frameworks that shape their 
practice, including the Nurse Practice Acts, Standards of Care, the Code of Ethics, and Facility 
Policies & Procedures. Adherence to these frameworks is key for nurses to uphold their professional 
responsibilities, protect clients, and maintain their scope of practice. Professional nursing organizations 
such as the International Council of Nurses (ICN) and the American Nursing Association (ANA) help 
define and guide these standards.

● Nurse Practice Acts, enacted in each state, define the specific tasks, procedures, and 
responsibilities nurses are authorized to perform. These laws also outline the educational 
requirements and licensure process for nurses, establishing the legal boundaries of their 
practice.

● Standards of Care, established by professional nursing organizations like the American Nurses 
Association (ANA), set the expected level of care that nurses should provide. While not legally 
binding, these guidelines evaluate whether a nurse has met the appropriate standard in their 
care.

● The Code of Ethics serves as a set of principles guiding the professional conduct of nurses. 
Maintained by the ANA (American Nursing Association), this code outlines the values and 
responsibilities nurses must uphold in their practice, ensuring ethical behavior and 
client-centered care.
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● Facility Policies & Procedures are specific guidelines implemented within healthcare settings to 
govern nursing practice. These guidelines may be more restrictive than external frameworks and 
should be diligently followed by nurses to maintain a safe and consistent standard of care 
within the specific institution.

Legal Rights and Responsibilities

Nurses must be aware of their legal responsibilities and rights when practicing. A strong understanding 
of the various laws that govern the profession is essential for nurses to practice safely and correctly. 

The legal framework nurses must be aware of includes:

● Common Law: Formed by judicial decisions, precedent, and customary practices.

● Statutory Law: Enacted by state legislatures or the Federal government.

● Constitutional Law: Embedded in the United States Constitution and its Amendments.

● Civil Law: Encompassing torts and contract laws.

● Criminal Law: Addressing criminal and illegal acts.

● Administrative Law: Covering rules and regulations that support statutory law.

Specific areas that nurses should be familiar with include:

● Identifying legal issues affecting clients (such as refusing treatment) and knowing how to 
respond appropriately.

● Recognizing tasks and assignments that you are not prepared to perform and seeking 
assistance.

● Identifying and managing clients’ valuables in compliance with organizational policy.

● Educating clients regarding legal and ethical issues.

● Complying with state and/or federal regulations for reporting client conditions (such as abuse or 
neglect, communicable diseases, gunshot wounds, or dog bites).

● Reporting unsafe practices of healthcare personnel to internal or external entities.

● Intervening appropriately when you observe unsafe practices by staff members, including 
physicians. 

Ethical & Legal Terms

It is essential for nurses to be knowledgeable about torts and legal principles in nursing. This knowledge 
not only improves the overall quality of care but also ensures the protection of both clients and nurses. 
Additionally, it promotes the integrity of the nursing profession.
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List of Torts and Legal Concepts in Nursing:

● Torts: Civil laws address the legal rights of clients and the responsibilities of the nurse.

● Defamation: Making false statements about a person in writing or orally that lead to the 
destruction of a person's reputation.

● False Imprisonment: Restraining, detaining, and/or restricting a person's freedom of 
movement.

● Assault: An intentional tort, threatening to touch a person without their consent.

● Slander: Oral defamation of character using false statements.

● Respondeat Superior: Employers are legally responsible for the acts and behaviors of their 
employees.

● Battery: An intentional tort, touching a person without their consent.

● Negligence: A non-intentional tort.

● Libel: Written defamation of character using false statements.

● Liability: Nurses are liable when they fail to carry out doctor's orders.

● Malpractice: A non-intentional tort.

Ethical Practice 

Ethical principles are essential for determining the right course of action in nursing practice. Familiarity 
with the American Nurses Association (ANA) Code of Ethics for Nurses is crucial. This code outlines 
values and standards for professional conduct, guiding nurses’ decision-making.

● Autonomy: Respecting individuals' right to make their own decisions.

● Beneficence: Fulfilling the nurse's duty to act in the client's best interests.

● Justice: Ensuring fair and equitable treatment for all clients.

● Nonmaleficence: Committing to do no harm in nursing practice.

● Fidelity: Remaining true to ethical principles and the ANA Code of Ethics for Nurses.

● Virtues: Embodying virtues such as compassion, trustworthiness, integrity, and truthfulness.

● Confidentiality: Safeguarding the client's privacy by not disclosing personal information.

● Accountability: Taking responsibility for one's actions in nursing practice.
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Nurses' ability to identify ethical issues affecting both staff and clients, provide information on ethics, 
and intervene appropriately to promote ethical practice will be evaluated during the NCLEX Exam. 
Additionally, you'll be expected to review the outcomes of your interventions to uphold ethical standards 
in nursing care. Embracing these ethical principles will help you excel in making ethical decisions and 
ensuring the well-being of your clients and the integrity of the nursing profession.

Ethical Decision Making

Ethical decision-making is an essential aspect of nursing practice. Nurses must be able to weigh the 
ethical implications of their actions and make decisions that are in the best interests of their clients, 
even when faced with difficult dilemmas. Nurses can use a variety of frameworks to help them make 
ethical decisions. One common framework, Participative Ethical Decision-Making (PEDM), was 
developed in 1997 by Mary Calabro, NP (Nurse Practitioner).

Applying the PEDM Model:

Case Study: A 3-year-old girl with sleep apnea, enlarged tonsils, and repeated sore throats is brought to 
the doctor by her mother. The mother has missed previous appointments with a specialist and refused to 
have her daughter's tonsils removed, as advised by the ENT. The girl now has another sore throat; 
however, the mother is adamantly against the surgery.

Step 1: Is there a problem with no solution that is completely satisfactory to all parties?

Yes, the mother’s unwillingness to agree to surgery and the NP’s professional ethics, which require 
consideration of the surgical necessity and the possible impact of overruling the mother in an arbitrary or 
threatening manner.

Step 2: Who is involved, what is the issue or problem, and when does a decision need to be made?

Mother, child, and possibly the community are involved. The conflict is essentially one of who has the 
right to make decisions for a minor child. Time is of the essence due to the child’s sleep apnea.

Step 3: What professional standards or codes of conduct are involved?

The NP is ethically obligated to provide the safest care possible for all children. The NP has extensive 
knowledge and experience, and understands the dangers of sleep apnea (beneficence, maleficence). 
Advocacy is another important ethical principle, especially when caring for a minor who cannot 
advocate for themselves. However, the NP also wants to maintain the child's family unit and support 
system. The NP may believe that the mother has a responsibility to follow the ENT's recommendation for 
surgery.

Step 4: What are the client's principles and values related to the dilemma?

The mother is scared of surgery because her mother told her not to let her daughter have surgery until 
she is five years old. The mother trusts her mother's advice and support. The mother and grandmother 
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need more information and help to make a decision. The mother wants to do what is best for her 
daughter so brought her to the clinic (beneficence and fidelity) and wants to protect her from the 
dangers of surgery (nonmaleficence). The mother is following her culture by listening to a maternal 
authority figure, and her culture may also make her distrust healthcare providers.

Step 5: A mutual exchange of each other’s assessment, goals, desires, potential outcomes, and 
feelings about the situation.

The NP meets with the mother and grandmother to discuss the risks and benefits of surgery and sleep 
apnea. She explains that everyone involved wants what is best for the child. The mother and 
grandmother share their concerns about surgery, based on a previous experience. The NP realizes that 
everyone has the same goal, but she needs to address the mother and grandmother's perspectives and 
fears.

Step 6: Is there an ethical framework that both parties could find acceptable?

Both parties are considering the child's right to a healthy life and the risk of post-surgical complications 
when making their decision about surgery. They are also taking into account the ethical principles of 
beneficence (doing good), nonmaleficence (avoiding harm), and fidelity (keeping promises).

Step 7: Is there a possible solution that is acceptable to both?

Yes, the mother, grandmother, and NP reach a conclusion that is acceptable to all — after the NP 
provides information about the safer anesthetics and monitoring available today, acknowledges the 
mother’s and grandmother’s concerns, provides support, and identifies a commonality of goals.

Con�identiality & Information Security 

For nurses in the United States, protecting client confidentiality and information security is essential. 
Nurses must protect clients' information from unauthorized access, use, and/or disclosure. In order to 
ensure proper confidentiality and information security within the nursing profession, nurses must: 

● Follow organization policies and procedures addressing confidentiality and information 
security. 

● Educate themselves on maintaining client privacy and security. 

● Follow the organization’s established security and safeguards for all forms of information 
(including e-mail, fax, verbal & written records). 

● Follow the organization's protocols for reporting confidentiality and information security 
breaches. 

● Never share your passwords with ANYONE!

● Log off of computer workstations when done.

● DO NOT leave client information in plain sight for others to see.
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● DO NOT discuss clients' information in public places.

● Be aware of local, state, and federal HIPAA requirements to protect client confidentiality and 
information security.

Nurses are vital in promoting client safety and security while delivering quality care by ensuring 
compliance with HIPAA, privacy, and confidentiality regulations.

Malpractice

Malpractice in Nursing is an especially important issue in healthcare. It occurs when a nurse fails to 
exercise the standard of care, which results in compromised client care, or a client is injured as a result. 
It can occur due to either an act of negligence or an unintentional act. Nurses need to have a clear 
understanding of malpractice laws to provide safe and competent care.

In terms of malpractice in nursing, the Nurse Practice Act states a nurse has the following duties:

● Provide safe, competent, and quality care in accordance with nursing laws and regulations 

● Maintain confidential client records 

● Continually assess and monitor client progress 

● Develop appropriate client treatment plans 

● Administer medications as ordered

● Follow all safety protocols 

To be held liable for malpractice, a nurse must have breached one or more of their duties, which must 
have caused the resulting damages. Damages typically refer to disability, suffering, loss of income, and 
emotional distress caused by negligence. 

In order to prevent malpractice-related claims, nurses need to practice due diligence, secure evidence 
of their activities, and stay up-to-date with changes to procedures, regulations, and policies. 
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Organ Donation

Organ donation is an important issue in nursing, facilitated by the Uniform Anatomical Gift Act of the 
United States, as discussed earlier in this chapter. 

Living people can choose to donate one or more of their bodily parts, and surviving spouses or relatives 
can also donate organs after the loss of a loved one if they haven't made a decision. 

Nurses play a vital role in ensuring that clients 18 years of age or over have an advance directive which 
includes information on organ and tissue donation preferences in their medical records. In the event that 
the client does not have an advance directive, the nurse can provide information about how to obtain an 
advance directive as well as information regarding organ donation. 

A specialized nurse, known as a procurement nurse, coordinates the harvesting and collection of the 
organs. Some healthcare organizations will have staff nurses approach the family regarding donations. 
Those nurses must receive specialized training per the Federal Conditions of Participation.

Furthermore, the nurse should ensure that donation documents are complete and approved. By doing 
these things, nurses can help ensure that the client's wishes are honored.

C. Client & Continuity of Care
Continuity of care is an essential concept in nursing. Nurses are responsible for helping provide a 
seamless experience for clients, working together with other healthcare providers to provide 
high-quality, cost-effective care. To ensure continuity of care, nurses must be familiar with proper 
procedures for admissions, transfers, and discharges, as well as securely transferring client 
information from one agency to another. When transferring clients, nurses should also follow up on any 
unresolved issues and provide reports on assigned clients. Furthermore, nurses should ensure that all 
necessary forms are completed accurately and that clients are regularly updated on their progress so 
that they remain informed and involved in their care. The closed-loop communication tool from 
TeamSTEPPS will prevent communication errors. 

In closed-loop communication, the person receiving the information repeats it back to ensure the 
message is understood correctly. By following these steps and working together with other healthcare 
providers, nurses can help ensure continuity of care for their clients. Let’s discuss these in more detail 
below:
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Communication Tools

Providing and receiving reports on clients is an important part of ensuring continuity of care in nursing. 
Hand-off communication is utilized anytime the nurse is passing care of the client to another nurse, 
department, or facility. Effective communication between different nursing shifts is essential for 
providing safe and quality client care. Including the client in the hand-off process enables them to take 
an active part in their care. To ensure a seamless handoff from one nursing shift to the next, different 
standardized “handoff” tools have been developed. These include the:

● SBAR (Situation, Background, Assessment, Recommendation)

● ONE-TO-TWO PASS (providing both written and oral report)

● PIE/SBAR (Problem, Intervention, Evaluation/Situation, Background, Assessment, 
Recommendation)

● ISBAR (Introduction, Situation, Background, Assessment, Recommendations) 

● BATON (Background, Actions, Timing, Ownership, Next)

● The Five Ps (Patient, Plan, Purpose, Problems, Precautions) 

● IPASS (Introduction, Client, Assessment, Situation, Safety concerns).

● Call-out is used to communicate critical information

● Check-Back Closed-Loop Communication to ensure that information conveyed by the sender is 
understood by the receiver as intended

Nurses should not only provide detailed assessments of their clients to the oncoming shift but should 
also inquire about any reported changes in the client's condition. They should also be open to the 
assessments provided by the other nursing staff members and be willing to discuss and address any 
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questions or concerns they may have. By actively participating in shift reports, nurses can help ensure 
that the care provided is thorough and consistent and help ensure continuity of care for their clients.

Record & Communicate

Nurses are responsible for documenting accurate and complete records of their client's care to ensure 
continuity of care. This includes using documents and proper forms to enter client information into 
medical records or complete transfer/referral forms. The nurse should use approved abbreviations and 
standard terminology when documenting and use a format that is consistent with the facility's policies, 
procedures, and guidelines. 

Abbreviations are essential for efficient healthcare documentation, but standardization is key to 
preventing misunderstandings and protecting clients. Standardized abbreviations ensure universal 
recognition, facilitating clear communication among healthcare providers. Non-standard or incorrect 
abbreviations, often labeled as "do-not-use" abbreviations, can lead to serious errors. For instance, "U" 
(for units) can be confused with "0" (zero), potentially affecting medication dosages. To maintain client 
safety and effective documentation, nurses should be aware of the risks associated with non-standard 
abbreviations and strive to use approved, standardized ones. You can find a list of ISMP-approved 
abbreviations on the Institute for Safe Medication Practices (ISMP), which is a valuable resource for 
nurses to ensure best practices in healthcare documentation.

Nurses should check their documentation for accuracy before signing any documents and should 
update or add to the medical record as new information becomes available. 

Additionally, it is important to note any discrepancies or incomplete information in client records so that 
the next person caring for the client is aware and can take the appropriate action. By recording complete 
and accurate records and properly communicating information between healthcare professionals, 
nurses can help ensure continuity of care for their clients.

Admission, Transfer, Discharge

It is important to note that when admitting a client, hospitals participating in Medicare must provide a 
medical screening examination when a request is made for examination or treatment for an 
emergency medical condition (EMC), including active labor, regardless of an individual's ability to pay. 
Hospitals must also provide stabilizing treatment at the hospital for clients with EMCs. If a hospital is 
unable to stabilize a client or the client requests a transfer, then the hospital is responsible for 
transferring the client to an appropriate medical facility that is capable of providing the necessary care 
and treatment. This transfer must be conducted in accordance with the Emergency Medical Treatment 
& Labor Act (EMTALA) in order to ensure public access to emergency services regardless of ability to 
pay.
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Admission and Transfer - Receiving the Client

● Assessment and Planning: The LPN can collect the data for an assessment at the direction of 
an RN. The RN then reviews the data and forms the nursing plan of care. LPNs cannot 
complete the admission assessment and can only complete certain focused assessments, 
depending on the state and their scope. However, this does not mean that LPNs cannot assess 
a client. It does mean that charting the nursing assessment and formulating a care plan based 
on that assessment must be completed by the RN. This varies by state and facility. 

● Orientation: Nurses orient both the client and their significant others to the healthcare setting, 
helping them become familiar with their surroundings and the available resources.

● Review of Client's Status: The LPN can perform a focus assessment to determine the client's 
health needs. 

● Medication Reconciliation: Collects and verifies the client's complete medication history, 
including over-the-counter medication as well as herbal supplements; clarifies that the 
medications and dosages taken by the client are correct and enters the information into the 
client's record; notify provider of updated list; and Licensed prescriber reviews the 
medications list and reconciles. 

● Providing Information: During admission, the LPN can provide essential information, such as 
HIPAA guidelines, client rights, and the complaint process. This ensures clients are aware of 
their rights and privacy protections.

Admission and Transfer - Sending the Client

● Complete Information Transfer: When transferring a client to another unit or facility, the 
sending area must provide the receiving unit with comprehensive and up-to-date information 
about the client's condition, treatment plan, and specific needs.

Discharge

● Communication and Collaboration: Nurses facilitate effective communication and 
collaboration between the sending and receiving parties during the discharge process. 
Discharge planning begins at the time of admission and is a collaborative effort. This ensures 
the client's discharge plan is appropriate and aligns with their medical requirements. 
Discharge teaching can be provided by the LPN; however, both the LPN and RN must sign the 
discharge paperwork. 

● Medical Information Sharing: Crucial medical information is shared between the sending and 
receiving units to ensure a seamless transition and continuity of care after discharge. This 
includes medication details including herbal supplements, follow-up appointments, and any 
necessary instructions for the client's ongoing care.
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Follow-Up

Continuity of care is important in nursing to ensure that all unresolved client care issues are resolved. 
This involves nurses taking the initiative to report outstanding laboratory results, and utilization of the 
chain of command until a resolution has been achieved. The chain of command is an authoritative 
structure used to resolve administrative, clinical, or other client (or worker) safety issues until a 
resolution is reached. Nurses can do this by utilizing the change of shift report effectively and calling 
the client's doctor if laboratory results show any significant changes or abnormalities. Following up on 
unresolved issues is an essential component of continuity of care to ensure the best possible outcomes 
for clients.

Strategizing Care: Establishing Priorities and Triage in Nursing Practice

Prioritization

In today's fast-paced healthcare system, prioritizing care for several clients while still executing 
everyday nursing responsibilities might feel burdensome. Nurses must employ organizational 
frameworks to prioritize actions and treatments due to the quick and ever-changing situations of clients 
and the structure of one's workday. These frameworks can aid in reducing anxiety, improving personal 
organization, confidence, and ensuring client safety. Nurses need to take into account available time, 
client and family preferences, client activities, and medication therapy, as mentioned above. Meanwhile, 
short-term acute client care needs and problems take priority over longer-term chronic needs. Moreover, 
nurses should always use their knowledge of pathophysiology when establishing and revising priorities 
for interventions with multiple clients. 

To establish the priority of care, the following frameworks are utilized:

● ABCs (Airway, Breathing, and 
Circulation/Cardiovascular System)

● Maslow's Hierarchy of Needs

● MAAUAR 

● Agency Policies and Procedures

● Time

● Client and Family Preference

● Care Related to Client Activity

● Priorities in Medication Therapy

The ABCs framework is the primary priority, followed by the MAAUAR system. 
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Client acuity is a fundamental element in nursing care and intervention prioritization. The level of client 
care required based on the severity of a client's illness or condition is referred to as acuity. Acuity can 
include things like unstable vital signs, oxygenation therapy, high-risk IV medicines, various drainage 
devices, or uncontrolled discomfort. A "high-acuity" client necessitates several nursing interventions as 
well as regular nurse assessments.

Triage

When managing multiple clients, especially in the emergency room setting, nurses’ prioritization should 
focus on the client with the least stable condition. This method is known as the triage (sort) method. 
Triage care is an important process in nursing for prioritizing client care that allows nurses to allocate 
resources to the most pressing needs first. Subsequently, nurses must create a plan of action based on 
the assessed needs of the clients. Once the plan of action is in place, nurses must evaluate the care plan 
and adjust it as necessary to provide optimum care.
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Triage Categories

D. Information Technology in Healthcare 

Information technology (IT) is the use of electronic technological advances such as computers, remote 
telehealth, and telecommunication within the healthcare environment to capture, store, maintain, and 
preserve health and medical information and data, to transmit data and information to others within and 
outside of the specific healthcare setting, and to facilitate healthcare providers’ (including nurses') 
ability to retrieve data and information.

An electronic health record (EHR) is a digital version of a client's paper chart, providing secure and 
instant access to authorized users. It stores information such as demographics, progress notes, 
problems, medications, vital signs, past medical history, immunizations, laboratory data, and radiology 
reports. 

An EHR is used to generate a complete record of a clinical client encounter, as well as to support other 
care-related activities, such as evidence-based decision support, quality management, and outcomes 
reporting. It is important to remember that the use of information technology should always be centered 
on client safety and improved outcomes. 

It is also essential to know how to use information technology and information systems to enter 
computer documentation in a client's medical record accurately and in a timely manner. You must also 
understand the principles of privacy, confidentiality, and security when accessing client records, always 
bearing in mind the regulations of your own facility. Information technology can also be used to provide 
higher-quality care to clients; for example, telehealth uses telecommunications technology to transmit 
health information remotely.

Some of the uses of Information technology in terms of client care and healthcare include:

● Barcodes: Barcodes in healthcare are used to quickly identify client information such as medical 
history or current medications. Bar codes with unique client identifiers can prevent and avoid 
medical errors secondary to the poor identification of a client before treatments, including 
medication errors and wrong procedure errors Barcodes can also be used to track client 
supplies such as medications and medical equipment. 
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● Electronic health record: Electronic medical records are an important part of client care. 
Automated orders can be placed quickly and easily instead of waiting for requisition forms to be 
filled out and faxed or physical forms to be delivered. Instantaneous information can reduce 
many potential errors as well as provide all necessary information. 

● Instantaneous access to information: Instantaneous access to healthcare information can 
include a facility’s specific policies and procedures, current and valid information such as 
standards of care, ethical codes, and any other materials necessary for providing optimal care. 
This gives healthcare providers the ability to quickly access the important information that they 
need to provide the best client care. 

● Data analysis: Performance improvement data and risk management data obtained from the 
electronic health record can be used to identify patterns and trends related to client care. This 
information can provide preventive care and also inform healthcare professionals on what areas 
of care need to be improved in order to provide the best client care. Data analysis can also be 
used to monitor client outcomes and medication compliance.

Receiving-Processing Physician Orders

Nurses are responsible for receiving and processing healthcare provider orders, whether in handwritten 
or electronic form. Many healthcare facilities have adopted automated orders for client care procedures 
and interventions and have shifted to electronic medical records. All orders must be followed up on by 
the nurse, such as orders the client questions, orders that seem inappropriate for the client, or orders 
that are incomplete and illegible. 

Telephonic and verbal orders are strongly discouraged. They can lead to serious adverse events. When it 
is necessary to call a provider to obtain an order, the nurse must fully document the order and the 
circumstances that necessitated the telephonic order. The nurse will then read the order back to the 
ordering physician to verify its correctness. Some facilities also require that two nurses hear and confirm 
the order. Be sure to follow organizational policy regarding telephonic and verbal orders. Computer 
Provider Order Entry (CPOE) is strongly encouraged to maintain client safety. 

Documenting & Accessing Client Records

The HIPAA Security Rule mandates administrative, physical, and technical safeguards of all forms of 
client information, including electronic health information. All client-related events and activities 
associated with client care should be electronically documented accurately, completely, and on time to 
ensure accurate and timely communication of client-related data. The HIPAA Privacy Rule legally limits 
access to medical records and information to only those who have a NEED to know during their provision 
of direct and indirect care to the client.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                49



Online Databases

When providing client care, healthcare professionals must access reliable and accurate online data for 
their clients. Information from online databases can guide client teaching, policy development, and 
evidence-based practice guidelines. 

● Peer-Reviewed Journals: Look for information published in peer-reviewed journals. These 
articles undergo rigorous evaluation by experts in the field, ensuring the validity and credibility of 
the research.

● Government Websites: Government websites, such as those belonging to health departments 
or agencies like the World Health Organization (WHO) or Centers for Disease Control and 
Prevention (CDC), often provide reliable and evidence-based information.

● Academic Institutions: Information from reputable academic institutions or universities is 
generally considered reliable and trustworthy.

● Professional Associations: Look for data from well-established professional associations 
related to healthcare fields, as they often provide up-to-date and accurate information.

● Domain Extensions: Pay attention to the domain extensions of websites. Websites with .gov, 
.edu, and .org extensions tend to be more reliable than those with commercial extensions like 
.com.

E. Performance Improvement & Referrals

Nursing quality improvement is paramount for ensuring the best possible care, and nurses should take 
an active role in performance improvement and quality assurance processes. Through data analysis, 
peer and utilization reviews, and establishing policies to improve nursing practice, nurses can identify 
opportunities for improvement. Mock Code drills are also a great way to improve performance, as they 
encourage teamwork, improve communication and skill building, and provide an opportunity to boost 
healthcare providers’ confidence. The use of evidence-based decision-making, total quality 
management, and continuous quality improvement principles is essential for keeping up with the 
changing healthcare environment and improving the quality of care. Lastly, appropriate indicators, such 
as skin integrity, fall injuries, medication errors, restraint utilization, client satisfaction with pain 
management, overall nursing care, and nurse satisfaction, should be used to evaluate nursing 
performance.

Performance Improvement Activities

Performance improvement in healthcare refers to the systematic process of identifying, analyzing, and 
enhancing the various aspects of healthcare delivery to improve client outcomes, safety, and 
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satisfaction. Nurses play an important role in identifying areas for potential improvement, risk, data 
analysis, collaboration with team members on solutions, and evaluating the impact of performance 
improvement measures on client care. The goal of these activities should be to enhance and improve 
client outcomes, ensure client safety, increase the efficiency of client care, reduce costs, and reduce 
risks and liability. 

Root cause analysis is utilized in healthcare organizations that foster a blame-free culture. This 
performance improvement tool focuses on the process that contributed to the adverse event. Root 
cause analysis focuses on finding out the WHY in order to make process changes to prevent further 
client harm. Nurses should also promote a culture of safety, track variances, and create a blameless 
environment by practicing risk management and focusing on decreasing and eliminating risk.

Evidence-Based Research for Performance Improvement 

Nurses can learn more by gathering, analyzing, and using the findings of research studies. In addition to 
keeping healthcare practices up-to-date, evidence-based practice offers many other benefits like 
promoting positive client outcomes and reducing healthcare costs by preventing complications.

When evaluating evidence-based research, use critical thinking skills and consider the levels of evidence 
to determine how reliable the information is. This will help you decide how much weight to give to a 
study, report, or clinical practice guideline when making decisions about client care.
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The five primary levels of evidence are:

Participating in Performance Improvement 

Participating in performance improvement is essential for providing the best client care. A 
high-performing team is key when developing and implementing any quality improvement initiatives. 
Characteristics of effective team members include:

Once the team is established, they will determine which of the performance improvement 
methodologies they will utilize. The Plan, Do, Check, and Act (PDCA) cycle and Six Sigma, are often 
employed to facilitate performance improvement, enabling the team to aggregate data, identify where 
changes can be made, and monitor performance over time. The PDCA cycle is a four-step 
problem-solving cycle, and the Six Sigma method is a data set-driven approach that focuses on 
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eliminating defects. Through these processes, teams foster change, create efficiency, and improve client 
outcomes safely while reducing costs, risks, and liabilities.

Reporting Client Care Issues

Properly reporting client care issues is essential for promoting safe client care. As soon as an issue is 
discovered, it should be communicated via oral channels to appropriate personnel, such as the nursing 
supervisor, nurse manager, quality assurance staff, or risk management staff. It is also important to 
document the issue in writing, such as through the use of formal forms or electronic event reporting 
systems. This documentation will inform others of the problem and its resolution. It can also be a 
valuable tool for identifying trends in experiences and outcomes, ensuring quality of care, and reducing 
risk. Overall, reporting client care issues is key for improving the quality of client care, preventing further 
occurrences of the same issue, and providing an effective response in an emergency situation.

Common factors defined for reporting issues in most healthcare facilities:

● Oral communication channel: Client care issues, concerns, or problems should be 
communicated as soon as they are discovered

● List of forms and the other documents: Used to document formally 

● Names of and/or the departments: Individual/team that will receive oral and written 
notification. Like nursing supervisors, nurse managers, quality assurance staff, risk 
management, etc.

Research and evaluation are invaluable components of performance improvement. To ensure 
successful performance improvement, healthcare providers should be familiar with published articles, 
valid and sound research studies, benchmarks, standards of practice and care, ethical codes, standards, 
and regulations such as those of the Joint Commission, and published evidence-based practices. In 
addition, the impact of performance improvement measures should be regularly evaluated through 
comparison of pre and post-corrective action data. An effective action plan should result in improved 
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client safety, increased effectiveness and timeliness of care and services, decreased cost, and the 
elimination of waste and unnecessary services. Research and evaluation should always be applied to 
ensure the highest quality of client care.

Referrals

Nurses play a vital role in coordinating and assisting with client care requiring referrals. This may include 
authorization for care or service, recommendation of a specific provider, referral to specialists, or 
referral to a different facility for care. Additionally, nurses must be able to assess the need to refer 
clients for assistance with actual or potential problems (such as physical or speech therapy) and match 
community resources to the client's needs (such as respite care or social services). 

When referring a client, it is important to know which documents to include, such as a medical record or 
referral form. Nurses must also be aware of community resources available to clients in need, such as 
crisis intervention, anger management programs, social work services, respite care, housing, 
transportation to and from medical appointments, elder daycare and in-home care, parenting resources, 
and community self-help groups. By knowing how to refer clients to the right resources most efficiently 
and effectively, nurses ensure the highest quality of care and wellness for their clients.
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Chapter 1: Quiz & Answer Key

1. The Patient Self-Determination Act of the United States protects clients in terms of their rights to 
what? Select all that apply. 

A. Privacy and to have their medical information confidential unless the client formally approves 
the sharing of this information with others, such as family members.

B. Make healthcare decisions and to have these decisions protected and communicated to others 
when they are no longer competent to do so. 

C. Be fully informed about all treatments in terms of their benefits, risks, and alternatives to them 
so the client can make a knowledgeable and informed decision about whether or not to agree to 
having it. 

D. Make decisions about who their healthcare provider is without any coercion or undue influence 
of others, including healthcare providers. 

Correct Response: B, D
Explanation: The Patient Self-Determination Act, established by the US Congress in 1990, grants 
Americans the authority to make healthcare choices. These decisions are not only safeguarded but also 
effectively conveyed to others when individuals are no longer capable of making them. These decisions 
can also include refusals of future care and treatment and are officially documented. This Act also 
upholds the rights of the client to be free from any form of coercion or undue influence, including that 
which may be exerted upon them by healthcare providers. 

Informed consent, a critical component of these advance directives, entails providing the client with 
comprehensive information about potential treatments and procedures. This information covers the 
advantages, risks, and available alternatives, enabling the client to make an informed and deliberate 
decision regarding their healthcare. The law that safeguards these advance directives is the Patient 
Self-Determination Act. (See Advance Directives, Self-Determination, & Life Planning)

2. The LPN notices a client with poor gait and balance. The client is currently being treated for 
hypertension, but the nurse is concerned. What should the nurse do? 

A. Add this issue to the nursing care plan and have daily gait/balance training as an intervention.
B. Do nothing as this has nothing to do with why the client was hospitalized.
C. Speak with the attending physician about his concerns and request a referral for the client to go 

to the hospital gym.
D. Speak with the attending physician about his concerns and request a referral to physical therapy.

Correct Response: D 
Explanation: Nurses need to be aware of clients’ needs even if they do not pertain to the reason for 
hospitalization and treatment. It is important to advocate for clients and request referrals when 
concerns and/or issues arise during care. (See Advocacy)
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3. The 2nd priority needs, according to the MAAUAR method of priority setting include which of the 
following?

A. Assessment
B. Movement
C. Understanding level
D. Risks

Correct Response: D
Explanation: One of the second priority needs based on the MAAUAR method of priority setting is risks. 
The ABCs / MAAUAR method of priority setting ranks the ABCs as the topmost and greatest priorities 
which are then followed by the second and third priority level needs of the MAAUAR method. The second 
priority needs according to the MAAUAR method of priority setting after the ABCs include M-A-A-U-A-R 
which stands for:

● Mental status changes and alterations
● Acute pain
● Acute urinary elimination concerns
● Unaddressed and untreated problems that require immediate priority attention
● Abnormal laboratory and other diagnostic data that are outside of normal limits and
● Risks including those relating to a healthcare problem like safety, skin breakdown, infection, and 

other medical conditions

The third-level priorities cover any issues or challenges that are not included in the second-level priority 
needs or the ABCs. For instance, improvements in self-care abilities, skills, and a deeper understanding 
of a medical condition fall under the category of second-level priority needs. (See Prioritization)

4. An LPN is having conflict with another nurse during her shift. She has tried to discuss the issues 
with the nurse with no resolution. What is the most appropriate way for the nurse to proceed? 

A. Report the conflict to the assigned charge nurse of the unit.
B. Report the conflict to the director of nursing over the unit.
C. Report the conflict to the nurse manager of the unit.
D. Discuss the conflict with the other nurse to attempt resolution of issue. 

Correct Response: A
Explanation: In a professional context, it's critical to adhere to the proper chain of command and avoid 
crossing any boundaries when elevating a problem up the ladder. Speaking with a nurse at your level of 
authority about the issue would not be appropriate.

Hint: Terms like "most nearly," "closest," or "most appropriate" indicate that there might be minute 
variations in the available answers, or that there might not even be a perfect match for the correct 
response. In either scenario, you want to search for the response that best satisfies the question's 
parameters. (See Collaboration with Interdisciplinary Teams)
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5. Which type of legal consent is indirectly given by the client by the very nature of their voluntary 
acute care hospitalization?

A. An opt-out consent
B. An implicit consent
C. An explicit consent
D. No consent at all is given

Correct Response: B
Explanation: The type of legal consent that is given indirectly by the client through their voluntary 
hospitalization is an implicit consent. The second type is explicit consent, which is a direct and formal 
agreement from the client. The third is opt-out consent, which occurs when a client does not refuse a 
treatment. In this case, the absence of objections from the client indicates their consent to the 
treatment or procedure. (See Incompetence)

6. Conflicts, according to Lewin, include which types of conflict? Select all that are accurate.

A. Conceptualization conflicts
B. Avoidance - Avoidance conflicts
C. Approach - Approach conflicts
D. Resolvable conflicts
E. Unresolvable conflicts
F. Double Approach - Avoidance conflicts
G. Approach-Avoidance conflicts

Correct Response: B, C, F, G
Explanation: According to Lewin, the types of conflict are Approach-Approach conflicts, 
Avoidance-Avoidance conflicts, Double Approach-Avoidance conflicts, and Approach-Avoidance 
conflicts. (See Managing Conflict Among Clients and Healthcare Staff)

7. You are the chairperson for the healthcare facility’s newly formed multidisciplinary Safety 
Committee. During the forming stage of this group’s development, major conflicts have arisen. 
Which technique of conflict resolution should you use to resolve these conflicts?

A. Passivity
B. Compromise
C. Competition
D. Accommodating Others

Correct Response: B
Explanation: Conflicts can be successfully resolved using various techniques like compromise, 
negotiation, and mediation. Avoidance of the conflict, withdrawing in addition to other passivity, 
competition, and accommodating others are ineffective and unhealthy conflict resolution techniques. 
(See Managing Conflict Among Clients and Healthcare Staff)
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8. Which federal law is most closely associated with the highly restrictive “need to know”?

A. The Patient Self-Determination Act
B. The Mental Health Parity Act
C. The Health Insurance Portability and Accountability Act
D. The Americans with Disabilities Act of 1990

Correct Response: C
Explanation: The federal law most closely associated with the principle of "need to know" is the Health 
Insurance Portability and Accountability Act (HIPAA), which restricts access to medical information to 
those who require it for providing direct and/or indirect care to the client. The Patient 
Self-Determination Act, passed in 1990, empowers Americans to make healthcare decisions and have 
them protected and communicated, especially when they are no longer capable. This includes decisions 
about future care and treatment documented in advance directives. The Mental Health Parity Act of 
2008 mandates insurance coverage for mental health services similar to medical coverage. 
Additionally, the Americans with Disabilities Act of 1990 and the Rehabilitation Act of 1973 prohibit 
discrimination against individuals with disabilities. (See Documenting & Accessing Client Records)

9. The Joint Commission on the Accreditation of Healthcare Organizations mandates standardized 
“hand off” change of shift reporting. Which of the following is a standardized “hand off” change of 
shift reporting system that you may want to consider for implementation in your nursing care unit?

A. The Four P's
B. UBAR
C. ISBAR
D. MAUMAR

Correct Response: C
Explanation: The standardized “hand off” change of shift reporting system that you may want to 
consider for implementation in your nursing care unit is ISBAR. The Joint Commission on the 
Accreditation of Healthcare Organizations also suggests other standardized hand-off reports such as:

● SBAR (not IBAR)
● BATON
● The Five Ps not the Four Ps and
● IPASS
● Lastly, MAUUAR is a method of priority setting and not a standardized “hand off” change of shift 

reporting system. (See Communication Tools)
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10. Which of the following tasks are appropriate for an LPN to perform? Select all that apply.

A. Adjust the cervical traction device of a 
68-year-old client as instructed by the 
charge nurse.

B. Teaching a 24-year-old first-time mother 
how to properly care for her new baby.

C. Assess a 36-year-old man newly admitted 
for chest pain.

D. Obtain an occult blood sample from a 
16-year-old client with ulcerative colitis.

E. Document the administration of 
acetaminophen to a stable 43-year-old, 
status post-op knee arthroplasty client.

A. B, C, D. E
B. A, C, D
C. B, D, E
D. A, B, C, D, E

Correct Response: C (B,D,E) 
Explanation: While LPNs are expected to perform assessments, initial assessments should always be 
performed by a registered nurse or attending physician. LPNs should take orders for client care and 
equipment adjustment from prescribing providers directly, not the charge nurse. Teaching, obtaining 
stool samples, and documenting medication administration are all within the scope of practice of an 
LPN. (See Mastering the Art of Delegation: A Vital Nursing Skill)
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Chapter 2: Safe & E�ective Care Environment 
(Safety & Infection Control)
Overview

This chapter of the NCLEX-LPN exam focuses on providing safe and effective care environments for 
clients by applying key safety and infection control principles. Questions in this topic area are designed 
to assess the applicant's knowledge of preventing infections in hospital settings, keeping clients safe in 
their homes, and identifying environmental and health hazards. Approximately 10-16% of the exam will 
cover this area, making it important to gain a thorough understanding of this topic.

Learning Objectives

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

1. Identify aspects of accident/error/injury prevention and develop an emergency response plan. 
2. Apply ergonomic principles and demonstrate a safe protocol for handling hazardous and 

infectious materials.
3. Discuss home safety measures and utilize equipment safely and appropriately. 
4. Explain how to correctly report incidents, events, irregular occurrences, and variances, and 

develop and implement a security plan. 
5. Understand the standard precautions, transmission-based precautions, surgical asepsis, and the 

use of restraints and other safety devices.

A. General Safety

As part of your preparation for the NCLEX exam, review safety issues and the various elements of client 
safety and accident prevention that are specific to different age groups, including infants, toddlers, 
school-age children, adolescents, adults, and older adults (geriatric clients). When considering particular 
safety measures, such as fall risks in a hospital setting, the age of the client should be taken into 
consideration. Providing a safe environment may require several interventions based on the identified 
client risk. Utilization of restraints in the hospital setting is a high-risk intervention. Understanding and 
following the organizational policy is key. Maintaining a safe environment for a client with seizure 
precautions includes ensuring the appropriate suction and oxygen equipment are available at the 
bedside. Lastly, be sure to educate parents/caretakers on proper prevention strategies for infant safety, 
such as placing them on their backs after eating and while sleeping and utilizing the appropriate car 
seats for their age.

1. Infants: Parents or caretakers should be educated about infant safety and their responsibility 
to take proper precautions to prevent injury. It is crucial to place infants on their backs after 
eating and while sleeping and to use car seats for transportation. This age group is at high risk 
for falls and burns.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                60



2. Toddlers: Safety issues arise due to their mobility and curiosity, including poisoning, choking, 
and drowning. Keep medications, poisons, and cleaning supplies in locked cabinets. Toddlers 
should be transported only in car seats.

3. School-age children: As they spend time in school and play with friends, new safety risks 
emerge. Emphasize the importance of traffic safety, water safety, fire safety, and awareness 
of the dangers posed by strangers. Children should use car seats and/or booster seats until 
they can properly fit adult seat belts, typically at around 4 '9", 80 lbs, and between ages 8 and 
12. (Age and height/weight requirements may vary by state.)

4. Adolescents: Adolescents' sense of independence and invincibility, along with their access to 
cars, create risks. Focus on driver education, alcohol and substance abuse education, and sexual 
health information.

5. Adults: Safety risks for adults encompass home, workplace, and leisure activities. Educate 
adults about motor vehicle, fire, and firearm safety.

6. Older adults: Safety is impacted by aging issues, both physical and cognitive, particularly 
concerning falls and medication side effects. The possibilities of elder abuse and motor vehicle 
accidents also increase for older adults.

B. Infection Control
To effectively address questions about infection control, it's essential to grasp some fundamental 
information about etiologic agents and the chain of infection. An etiologic agent refers to any pathogen 
capable of causing an infection, such as bacteria, fungi, protozoa, rickettsiae, and helminths.

The Chain of Infection comprises six key elements:

1. Pathogen: This is an infectious agent, such as a bacteria or virus.

2. Reservoirs: These are environments that support the growth and reproduction of infectious 
agents. Reservoirs can be animate or inanimate. Examples of human systems acting as 
reservoirs include blood, respiratory, gastrointestinal, reproductive, and urinary systems.

3. Portal of exit: This refers to the site from which infectious organisms leave a host's body. Any of 
the aforementioned systems can serve as portals of exit.

4. Method of transmission: This describes how an infectious organism is transferred from a 
reservoir to a host. Three primary transmission methods include direct contact, indirect contact 
via a vector, or airborne transmission.

5. Portal of entry: This is the location through which an infectious agent enters a susceptible host. 
A portal of entry may also be connected to a system acting as a reservoir.

6. Susceptible host: This refers to a client, staff member, or any individual at risk of contracting an 
infection.
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Let's delve deeper into the six key elements of the chain of infection.

Pathogens

Bacteria: Exhibit diverse morphologies, behaviors, and reactions in laboratory diagnostic tests. Their 
shapes can range from rods and circles to spheres and spirals. Pathogenic bacteria can cause infections 
by releasing toxins into human tissue. When tested in the laboratory, some bacteria are classified as 
gram-positive, while others are gram-negative.

Bacilli are rod-shaped bacteria, cocci are round-shaped, and spirochetes are spiral-shaped. For 
instance, Bacillus anthracis causes anthrax and is a gram-positive aerobic microorganism. Examples of 
cocci include staphylococcus and streptococcus, while spirochetes can cause conditions like syphilis 
and Lyme disease.
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Bacteria's reactions to laboratory testing can vary. Gram-positive bacteria respond to gram staining due 
to their thick walls containing peptidoglycan and teichoic acid. Gram-negative bacteria, which are more 
common, lack such a reaction because of their thin walls, which comprise a lipid membrane with 
endotoxins like lipoproteins and lipopolysaccharides. 

Bacteria can also be categorized based on their ability to resist color changes during staining 
procedures. Acid-fast bacteria resist decolorization when stained with Ziehl-Neelsen or Kinyoun stain.

The four phases of bacterial growth are as follows:

● Lag Phase: Bacteria acclimate to the environment, mature without division, and undergo RNA 
synthesis to prepare for rapid growth.

● Log Phase: Rapid and continuous growth occurs until nutrients are depleted.

● Stationary Phase: Depletion of necessary nutrients leads to growth cessation and reduced 
metabolic activity.

● Death Phase: The bacteria's life cycle ends.

Viruses: Are composed of RNA, DNA, and proteins with an outer lipid-protein coat. They are smaller 
than bacteria and possess varying host ranges. Some viruses impact multiple species, while others 
affect only a specific species.
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Viruses exhibit diverse shapes, such as icosahedral and helical, and are categorized based on the host 
cells they target (e.g., plant, fungal, or animal viruses). They can also be classified by their method of 
replication and nucleic acid composition (RNA or DNA).

The six stages of virus growth are as follows:

● Attachment: The virus binds to a receptor on host cells, with different viruses having varying 
binding abilities.

● Penetration: The virus enters the host cell.

● Uncoating: The virus sheds its coating, allowing its nucleic material to enter the host cell.

● Replication: The virus replicates and multiplies.

● Self-Assembly: Viruses mature through self-assembly.

● Release: The virus exits host cells and dies due to lysis.
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Fungi: Present in various environments, including soil, plants, and humans. Most fungi are harmless, but 
some can cause serious infections in immunocompromised individuals. Fungi have different types of 
relationships with other organisms, including mutualistic, antagonistic, and commensal relationships.

Human fungal infections can be categorized into superficial, cutaneous, subcutaneous, and systemic 
infections. Systemic infections are especially dangerous, potentially affecting multiple organs. Examples 
include candidiasis, aspergillosis, and cryptococcosis. Cutaneous infections affect the skin, hair, and 
nails, like athlete's foot. Superficial infections target the epidermis, such as ringworm. Subcutaneous 
infections penetrate deeper layers due to traumatic wounds.

Parasites: Derive nutrition from their hosts and can cause infections. While most common in tropical 
regions, parasitic infections can occur globally. Examples of parasites include pinworms, giardia, 
tapeworms, lice, maggots, and scabies.

Prions: Abnormal proteins that affect neural tissue, primarily in the brain. Some prion diseases include 
"mad cow" disease, Creutzfeldt-Jakob disease, and kuru. Prions aren't living organisms but pose 
significant health risks, especially in relation to brain function.

The ability of microorganisms to cause disease depends on factors like a person's susceptibility, the 
pathogen's pathogenicity, virulence, and infective dose.

● Pathogenicity: The ability to cause disease varies among pathogens. Lower pathogenicity 
means fewer infections among exposed individuals.

● Virulence: This refers to a pathogen's potency in causing severe disease. Some pathogens are 
more virulent than others.

● Infective dose: The amount of microorganisms needed to cause disease varies. Some 
pathogens require a lower dose than others.

The Reservoir and Modes of Transmission

Reservoirs: The reservoir is where pathogens live, grow, and reproduce. Reservoirs can be diverse, 
including humans, animals, water, soil, and insects.

Human Reservoirs: Humans can be reservoirs whether they have active infections (symptomatic 
carriers) or not (asymptomatic carriers). For instance, "Typhoid Mary" was an asymptomatic carrier of 
typhoid, infecting many. Symptomatic individuals can also spread infections during the incubation or 
recovery period.

Water Reservoirs: Contaminated water can host various infections, such as Legionnaires disease, 
amebiasis, cryptosporidiosis, schistosomiasis, and giardiasis.

Animal Reservoirs: Various animals can serve as reservoirs for specific diseases, like pigs for trichinosis, 
cows for brucellosis, rodents for plague, and birds for West Nile encephalitis. Diseases like HIV/AIDS and 
Ebola have transitioned from animal to human reservoirs.
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Soil Reservoirs: Some fungal agents causing diseases like histoplasmosis reside in contaminated soil.

Modes of Transmission: Transmission modes move pathogens from reservoirs to susceptible hosts.

● Direct transmission involves pathogen contact with a host's skin or mucous membrane.

● Indirect transmission occurs when an object with pathogens is touched by a host.

● Droplet transmission involves pathogens spreading through coughs or sneezes.

● Airborne transmission occurs when pathogens travel in dust or droplets in the air.

● Vehicle transmission is in contact with contaminated soil or water.

● Vector transmission involves pathogens carried by insects through stings or bites.

Portal of Exit: The portal of exit is how pathogens leave their reservoir. For example, influenza leaves 
through coughing, and Lyme disease exits through ticks' infectious bites. Understanding reservoirs and 
modes of transmission helps prevent the spread of infections.

The Susceptible Host, Periods of Communicability, and Stages of Infection

Susceptible Host: Certain individuals are more susceptible to infections due to factors like stress, old 
age, genetics, poor nutrition, underlying health conditions, immunosuppression, medications, and 
treatments. Infections occur when the body's natural defenses fail.
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Periods of Communicability: The period of communicability is the duration when a pathogen can be 
transmitted to others. It varies among microorganisms; some have brief periods while others have 
longer ones.

Incubation and Latent Periods: The incubation period is the time from initial exposure to the onset of 
infection symptoms. It varies due to factors like host conditions and microorganism characteristics. The 
latent period is the time between infection and infectiousness.

Signs and Symptoms of Infection: Infections trigger local and systemic signs. Local signs include pain, 
redness, heat, swelling, and dysfunction. The inflammatory process defends against tissue damage, 
involving vascular response and exudate response.

Systemic signs include fatigue, chills, hyperthermia, malaise, tachypnea, tachycardia, nausea, vomiting, 
and more, specific to the infection. Different infections cause varied symptoms, like urinary infection 
signs including urgency and dysuria.

Portal of Entry: The portal of entry is where pathogens enter the body. For example, E. coli infections 
result from fecal-oral transmission, where the pathogen exits through feces and enters through the 
mouth

Stages of Infection:

● Incubation period

● Prodromal phase with fatigue and malaise

● Illness stage with specific symptoms

● Convalescence stage of recovery and symptom cessation

Infections

Infection is a condition caused by the invasion and multiplication of harmful microorganisms, such as 
bacteria, viruses, fungi, or parasites, within the body. These microorganisms can disrupt normal bodily 
functions and lead to various symptoms, ranging from mild to severe. Infections can be localized to a 
specific area or spread throughout the body, becoming systemic. Nurses need to understand the 
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principles of infection control, including prevention, identification, and appropriate interventions, to 
provide safe and effective care to clients.

● Local Infection: A local infection is characterized by the presence of microorganisms confined 
to a specific area of the body. The infection remains localized and does not spread to other 
regions. Common examples include localized skin infections, such as pimples or boils. Local 
infections are often less severe than systemic infections because they are contained in a limited 
area, making them easier to manage and treat.

● Systemic Infection: In contrast to local infections, systemic infections involve microorganisms 
that spread and affect various parts of the body. The pathogens enter the bloodstream or 
lymphatic system and can be transported to distant organs or tissues. Systemic infections are 
more severe and can lead to widespread inflammation and organ damage. Examples of systemic 
infections include sepsis, where bacteria from a localized infection enter the bloodstream, and 
systemic viral infections that cause symptoms throughout the body.

● Bacteremia: This Refers to the presence of bacteria in the bloodstream. It is diagnosed when a 
blood culture reveals the presence of microorganisms. Bacteremia can be transient and may not 
always lead to a systemic infection. In some cases, the body's immune system can effectively 
clear the bacteria from the blood without causing further harm. However, if the bacteremia is not 
controlled, it can progress to septicemia.

● Septicemia: Also known as sepsis, this occurs when bacteremia leads to a systemic infection. 
The microorganisms that initially entered the bloodstream from a local infection or other sources 
begin to multiply and spread throughout the body. Septicemia triggers a severe immune 
response, resulting in widespread inflammation and potential organ dysfunction. Septicemia is a 
life-threatening condition that requires immediate medical intervention, including antibiotics 
and supportive care.

● Acute Infection: Develops suddenly and has a relatively short duration. The onset of symptoms 
is rapid and often intense. Examples of acute infections include the common cold, influenza, 
and many bacterial infections. With appropriate treatment and a functional immune system, 
acute infections are typically resolved within a few days to a few weeks.

● Chronic Infection: Develops slowly and persists over an extended period, often lasting for 
months or even years. The symptoms of chronic infections may be milder and less intense than 
those of acute infections, making them challenging to diagnose and treat. Chronic infections can 
result from pathogens that have adapted to evade the immune system or reside in specific 
tissues, leading to a prolonged and ongoing inflammatory response. Examples of chronic 
infections include tuberculosis, HIV, and some types of hepatitis.

Understanding the distinctions between local and systemic infections, as well as the differences 
between acute and chronic infections, is crucial for healthcare professionals in diagnosing, managing, 
and treating various infectious diseases effectively. Early recognition and appropriate intervention can 
significantly impact the outcome and improve the client's prognosis.
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Assessing the Client Care Area for Infection Sources

Nurses play a crucial role in ensuring a safe client care environment by continuously monitoring and 
evaluating the care area for potential sources of infection. This ongoing vigilance is essential to prevent 
healthcare-associated infections, which can have serious consequences and incur significant costs.

Nosocomial Infections

Healthcare-associated infections (HAIs), often referred to as nosocomial infections, are infections 
that develop after a client's initial contact with a healthcare facility. They are frequently transmitted 
through the hands of healthcare providers, emphasizing the critical importance of proper hand hygiene 
in infection prevention.

Factors influencing the likelihood of HAIs include immunosuppression, close living quarters among 
clients and residents, prolonged illness duration, surgical procedures, and specific medical treatments 
like indwelling urinary catheter insertion, chemotherapy, and intubation.

Common pathogens associated with healthcare-associated infections include E.coli, Staphylococcus 
Aureus, Pseudomonas Aeruginosa, Candida Albicans, and Enterococcus. These infections primarily 
manifest in areas such as surgical wounds, urinary tracts, respiratory tracts, and the bloodstream.

Nurses must promptly report and address any potential sources of infection in the client care area. By 
maintaining a proactive approach to infection prevention, healthcare professionals can significantly 
reduce the incidence of healthcare-associated infections, contributing to safer client care environments 
and better overall outcomes.

HAIs increase morbidity, mortality, length of hospital stays, and costs. The financial impact of HAIs on 
the healthcare organization can be significant. Prevention is key, and the implementation of 
evidence-based guidelines for HAIs is the key to reducing client harm. Here are some common examples 
of nosocomial infections and the contributing factors associated with each:
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Urinary Tract Infections (CAUTIs)

● Improper catheterization technique: When urinary catheters are inserted incorrectly, they can 
introduce bacteria into the urinary tract, leading to infections.

● Contamination of closed drainage systems: If the closed urinary drainage system is 
compromised or not maintained properly, it can provide a pathway for bacteria to enter the 
urinary tract.

● Inadequate hand hygiene: Poor hand hygiene among healthcare personnel can facilitate the 
transfer of pathogens to clients during catheter insertion or care.

Surgical Site Infections (SSIs)

● Inadequate hand hygiene: Failure to practice proper hand hygiene before and after surgical 
procedures increases the risk of introducing bacteria into the surgical site.

● Improper dressing change technique: Inadequate wound care and dressing changes can lead 
to infections at the surgical site.

Bloodstream Infections (CLABSI)

● Inadequate hand hygiene: When healthcare workers do not practice proper hand hygiene 
before accessing a client's bloodstream (e.g., for IV insertion), it can lead to the introduction of 
bacteria into the bloodstream.

● Improper Intravenous Fluid (IVF), Tubing, and Site Care Technique: Contaminated IV fluids 
or tubing and improper care of the IV site can contribute to bloodstream infections.

Pneumonia

● Inadequate hand hygiene: Poor hand hygiene among healthcare workers can facilitate the 
transmission of pathogens to clients, increasing the risk of pneumonia.

● Improper suctioning technique: Incorrect or ineffective suctioning of the respiratory tract can 
lead to the aspiration of pathogens, potentially causing pneumonia.

C. difficile

● Improper use of personal protective equipment (PPE): Lack of use of PPE can result in the 
spread of infection.

● Failure to properly isolate clients: The client must be placed in contact isolation and should not 
share the bathroom with other clients. 
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● Inadequate hand hygiene: Poor hand hygiene among healthcare personnel can facilitate the 
transfer of pathogens to other clients and staff

Preventing nosocomial infections is of utmost importance in healthcare settings. To reduce the risk of 
these infections, healthcare facilities implement strict infection control measures, including proper 
hand hygiene protocols, sterilization of medical equipment, and adherence to aseptic techniques during 
medical procedures. 

Defenses Against Infection: Nonspeci�ic

The body employs a range of anatomic and physiologic barriers as the first line of defense against 
pathogens and infections. These barriers play a crucial role in protecting the body from harmful 
microorganisms and maintaining overall health. 

Here are some examples:

● Intact skin and mucous membranes: The skin acts as a physical barrier that prevents the entry 
of microorganisms into the body. Mucous membranes, which line various parts of the body, 
including the respiratory, digestive, and urogenital tracts, secrete mucus that traps pathogens 
and prevents their entry into underlying tissues.

● Stomach: The stomach's high acidity, primarily due to hydrochloric acid, helps to kill many 
ingested microorganisms, reducing the risk of infections through the digestive system.

● Eyes: Tears contain lysozyme, an enzyme that can break down the cell walls of certain bacteria, 
helping to protect the eyes from infections.

● Lungs: The respiratory system has defense mechanisms, including alveolar macrophages, 
which are specialized immune cells that engulf and destroy inhaled pathogens, preventing them 
from causing infections in the lungs.

● Oral cavity: The oral cavity constantly sheds its mucosal epithelium, which helps to remove 
adhering microorganisms and reduce the likelihood of infections.

● Flow of saliva: Saliva contains antimicrobial enzymes and antibodies that help combat 
pathogens in the oral cavity, further contributing to infection prevention.

● Urine flow: The urinary system's flow of urine helps to flush out bacteria and other harmful 
substances from the urinary tract, reducing the risk of urinary tract infections.

These anatomic and physiologic barriers are vital components of the body's innate immune system. 
They work together to prevent the entry and spread of pathogens, acting as the first line of defense 
against infections. When these barriers are compromised, such as through cuts in the skin or weakened 
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mucous membranes, the body becomes more susceptible to infections, emphasizing the importance of 
maintaining healthy immune function and practicing good hygiene to prevent illnesses.

The inflammatory response is a complex biological process that occurs in the body in response to 
tissue injury, infection, or irritation. It is a crucial part of the immune system's defense mechanism 
against harmful stimuli. The inflammatory response involves several stages:

Vascular and Cellular Responses

● Constriction of Blood Vessels: When tissue injury occurs, blood vessels in the affected area 
initially constrict to reduce blood flow to the injured site. This temporary constriction helps to 
minimize blood loss.

● Dilatation of Small Vessels: Following the initial constriction, there is a rapid dilation of the 
small blood vessels, leading to increased blood flow to the injured area. This increased blood 
flow causes the characteristic redness and warmth associated with inflammation.

● Increased Vessel Permeability: The blood vessel walls become more permeable, allowing fluid, 
proteins, and immune cells to leak into the surrounding tissues. This increased permeability 
contributes to the swelling observed in inflamed areas.

● Increased Leukocytes: Various types of white blood cells, particularly neutrophils, and 
macrophages, are recruited to the inflamed site to help combat pathogens and remove debris 
from the damaged tissue.

● Swelling and Pain: The accumulation of fluid and immune cells in the affected area causes 
swelling and puts pressure on nerve endings, leading to pain and tenderness.

Exudate Production

During inflammation, fluid and cellular debris accumulate at the site of injury or infection. This mixture of 
fluid, dead cells, and tissue substances is known as exudate. The composition of exudate can vary, and 
there are different types, including:

● Serous Exudate: This is a thin, clear fluid consisting mainly of serum components and a few 
white blood cells. It is commonly seen in mild inflammation.

● Purulent Exudate: Also known as pus, this type of exudate contains dead white blood cells, 
bacteria, and tissue debris. It is often associated with bacterial infections.

● Sanguineous Exudate: This exudate is tinged with red blood cells and occurs when blood 
vessels are damaged during inflammation.

Reparative Phase

Once the inflammatory process has controlled the initial injury or infection, the body enters the 
reparative phase. During this stage, the damaged tissues are repaired and healed. Fibroblasts, 
specialized cells responsible for tissue repair, produce new collagen to rebuild the injured area. Blood 
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vessels also regenerate, restoring the blood supply to the affected tissues. The reparative phase is 
critical for restoring the normal structure and function of the damaged tissue.

The inflammatory response is a vital protective mechanism of the body, as it helps to eliminate 
harmful agents and initiate the healing process. However, excessive or prolonged inflammation can 
lead to tissue damage and chronic conditions, highlighting the importance of maintaining a balanced and 
controlled inflammatory response.

When the body's immune system has an extreme response to an infection, it can lead to sepsis which is 
a life-threatening medical emergency. Septic shock is a serious complication of sepsis that occurs when 
blood pressure drops and organs do not receive enough blood. While sepsis can be difficult to treat, 
there are steps you can take to prevent it, such as practicing good hygiene, early debriding of wounds, 
equipment cleanliness, and preventing central line infections.

Defenses Against Infection: Speci�ic Antibody and Cell-Mediated Immunity

Antibody-mediated defenses, also known as humoral immunity, play a crucial role in the body's 
immune response. These defenses involve the action of antibodies, which are specialized proteins 
produced by the immune system to target and neutralize specific foreign substances called antigens. 

There are two main types of antibody-mediated defenses:

Active Immunity occurs when 
the host's immune system is 
exposed to antigens and 
responds by producing its 
antibodies

Natural Active Immunity: The host becomes infected with a pathogen (e.g., 
a virus or bacterium), and the immune system mounts a defense by producing 
antibodies against that specific pathogen. This form of immunity results from 
a natural infection.

Artificial Active Immunity: The host receives a vaccine containing weakened 
or killed antigens, which prompts the immune system to generate antibodies 
against those antigens. Vaccination is an example of artificial active immunity, 
as it mimics the natural immune response without causing a full-blown 
disease. This way, the body is prepared to combat the actual pathogen if 
encountered in the future.

Passive Immunity involves the 
transfer of preformed antibodies 
from one individual to another. It 
provides immediate but 
temporary protection against 
specific antigens

Natural Passive Immunity: This occurs when antibodies are passed from a 
mother to her baby through the placenta during pregnancy or through 
breastfeeding. These transferred antibodies offer temporary protection to the 
baby until its immune system matures.

Artificial Passive Immunity: In some cases, individuals may receive 
pre-formed antibodies directly through injections. For example, immune 
serum containing antibodies against specific pathogens can be administered 
as a treatment for certain diseases, providing immediate protection to the 
recipient.

It's important to note that while both active and passive immunity offers protection against infections, 
active immunity provides a longer-lasting defense. In active immunity, the host's immune system 
"remembers" the antigen and can produce a rapid and robust response upon re-exposure to the same 
pathogen. Passive immunity, on the other hand, is temporary and does not confer long-term protection 
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because the transferred antibodies eventually degrade and are not replenished by the recipient's 
immune system. Both active and passive immunity are valuable components of the body's defense 
against infections and are utilized in different scenarios, such as natural infections, vaccinations, and 
medical interventions.

Cell-mediated immunity is a vital component of the immune response that involves the action of 
T-cells. When the body is exposed to an antigen (a foreign substance, such as a virus or bacterium), 
lymphoid tissues release large numbers of activated T-cells into the lymphatic system. These T-cells 
play various roles in coordinating and executing the immune response. 

Here are the three main types of T-cells involved in cell-mediated defenses:

Helper T cells (CD4+ T cells):

● Helper T cells play a central role in regulating and enhancing the immune response. When 
they encounter an antigen-presenting cell (such as a macrophage) displaying the antigen, they 
become activated.

● Once activated, helper T cells release signaling molecules called cytokines. These cytokines 
stimulate other immune cells, including B-cells (for antibody production) and cytotoxic T cells, to 
become more efficient in combating the infection.

● Helper T cells are crucial in coordinating both cell-mediated and antibody-mediated immune 
responses. Without them, the immune system's ability to eliminate pathogens would be 
significantly impaired.

Cytotoxic T cells (CD8+ T cells):

● Cytotoxic T cells are the "effector" cells of the cell-mediated immune response. They directly 
attack and destroy infected cells, cancer cells, or cells presenting foreign antigens.

● When cytotoxic T cells recognize an infected or abnormal cell displaying the antigen, they 
release cytotoxic granules containing perforin and granzymes. Perforin creates pores in the 
target cell's membrane, allowing granzymes to enter and trigger apoptosis (cell death) of the 
infected cell.

● Cytotoxic T cells are particularly effective in combating intracellular pathogens, such as viruses, 
as they can eliminate infected cells before the pathogen replicates and spreads to other cells.

Suppressor T cells (Regulatory T cells):

● Suppressor T cells play a crucial role in regulating the immune response to prevent excessive 
or prolonged reactions that could harm healthy tissues.

● They suppress the functions of helper T cells and cytotoxic T cells to avoid excessive 
inflammation and tissue damage. This balance is essential for preventing autoimmune reactions 
where the immune system mistakenly attacks the body's cells.
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● Regulatory T cells also help in promoting tolerance to self-antigens, ensuring that the immune 
system does not target normal body cells.

Together, helper T cells, cytotoxic T cells, and suppressor T cells work in concert to provide a 
coordinated and effective immune response. This cell-mediated immunity complements the 
antibody-mediated immunity provided by B-cells, collectively offering a powerful defense against a wide 
range of pathogens and abnormal cells.

Precautions for Immunocompromised Clients

Protecting immunocompromised clients from infections is of utmost importance as their weakened 
immune system leaves them vulnerable to various pathogens. Here are some precautions and 
measures that can be taken to safeguard immunocompromised clients:

● Hand Hygiene: Strict adherence to proper hand hygiene is crucial for everyone who comes into 
contact with the immunocompromised client. This includes healthcare staff, visitors, and family 
members. Regular handwashing with soap and water or using alcohol-based hand sanitizers can 
help prevent the spread of harmful microorganisms.

● Standard/Universal Precautions: Following standard precautions, which include using personal 
protective equipment (PPE) like gloves, gowns, masks, and eye protection when appropriate, is 
essential in all healthcare settings. Universal precautions aim to prevent exposure to blood and 
body fluids that may carry infectious agents.

● Protective Isolation: For severely immunocompromised clients, protective isolation may be 
necessary. This involves placing the client in a specially designed room with controlled airflow to 
minimize the risk of exposure to airborne pathogens. Healthcare workers and visitors must 
adhere to strict infection control measures when entering the isolation room.

● Limiting Visitors: Limiting the number of visitors and ensuring that only healthy individuals visit 
the client can help reduce the risk of introducing infectious agents.

● Vaccination: Encourage family members, healthcare providers, and visitors to be up-to-date 
with their vaccinations to help prevent the spread of vaccine-preventable diseases to the 
immunocompromised client.

● Respiratory Precautions: If the client is susceptible to respiratory infections, it may be 
necessary to wear a mask when entering their room, especially if the visitor or healthcare 
worker has symptoms of a respiratory infection.
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● Environmental Cleaning: Ensuring proper and regular cleaning of the client's environment is 
essential in preventing the buildup and transmission of pathogens. High-touch surfaces should 
be disinfected frequently.

● Food Safety: Careful handling and preparation of food are essential to prevent foodborne 
illnesses that could be particularly harmful to immunocompromised clients.

● Personal Hygiene: Encouraging the client to practice good personal hygiene, such as regular 
bathing, brushing teeth, and proper wound care (if applicable), can help minimize the risk of 
infections.

● Education: Providing education to the client and their caregivers about infection prevention and 
the importance of adherence to precautions can empower them to take an active role in 
protecting the client's health.

Implementing these precautions and measures can significantly reduce the risk of infections for 
immunocompromised clients, promoting their overall well-being and enhancing their ability to recover 
from illnesses and medical interventions.

Infection Prevention and Control

Proper infection control practices are crucial in healthcare settings to prevent the transmission of 
infections. Here are the guidelines for handling blood, body fluids, excretions, secretions, contaminated 
objects, equipment, linen, and used needles:

When in contact with blood, body fluids, excretions, secretions, and contaminated objects:

● Perform hand hygiene: Wash hands thoroughly with soap and water or use an alcohol-based 
hand sanitizer before and after any contact with potentially infectious materials, regardless of 
whether gloves are worn.

● Wear clean gloves: Use disposable gloves whenever there is a possibility of contact with blood, 
body fluids, excretions, secretions, or contaminated objects.

If splashes or sprays of blood or body fluids can be expected, additional protective measures are 
necessary:

● Wear a mask, and eye protection (such as goggles or a face shield), to protect mucous 
membranes from splashes.

● Wear a clean, non-sterile, water-resistant gown to protect clothing from contamination.

Handling equipment and linen soiled with blood, body fluids, secretions, or excretions:

● Handle client care equipment carefully to prevent the transfer of microorganisms. Thoroughly 
clean and disinfect reusable equipment after each use following standard infection control 
protocols.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                76



● Handle all soiled linen as little as possible to minimize potential exposure. Place soiled linen in 
designated bags or containers for proper disposal or laundering according to facility policies.

 Used needles and other "sharps":

● Place used needles and other sharp items directly into puncture-resistant containers 
immediately after use. Never recap, bend, or break needles to avoid accidental injuries.

● Ensure that sharps containers are easily accessible and located close to the point of use to 
encourage safe disposal.

● Periodically check the needle box to ensure that it is not overfilled which can lead to a potential 
piercing of the container. 

Following these infection control guidelines diligently helps protect healthcare workers, clients, and 
others from the spread of infections and ensures a safe and clean healthcare environment. It is essential 
for all healthcare personnel to receive proper training on infection control protocols and to consistently 
apply these practices to reduce the risk of healthcare-associated infections.

Transmission-Based Precautions

In healthcare settings, preventing the transmission of infectious diseases is of utmost importance to 
safeguard both clients and healthcare personnel. Transmission-based precautions are specific infection 
control measures designed to address different modes of disease transmission, such as droplet, 
airborne, and contact routes. These precautions are crucial in managing clients with infectious 
conditions, including highly contagious diseases like measles and chickenpox. In this section, we will 
explore the key components of droplet, airborne, and contact precautions, understanding their 
significance in preventing the spread of infections and ensuring a safe healthcare environment for all. 
Guidelines for isolation precautions can be found on the Center for Disease Control and Prevention (CDC) 
website. 

Let's delve into the details of these essential infection control strategies.

Droplet Precautions: (influenza, pertussis, rubella)

● Place the client in a private room to prevent the spread of infectious droplets to other clients 
and healthcare personnel.

● Healthcare personnel should wear a mask when working within 1 meter (approximately 3 
feet) of the client to protect against droplet transmission.

● Limit the movement of the client outside the room to reduce the potential for droplet spread to 
other areas.
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● Dedicate noncritical client care equipment (e.g., blood pressure cuffs, thermometers) to a single 
client to avoid cross-contamination.

Airborne Precautions: (anthrax, tuberculosis, measles, chickenpox, or disseminated herpes zoster or 
other pathogens that can be transmitted through airflow that are 5 micrometers or smaller in size and 
remains in the environment for long periods of time)

● Place the client in an airborne infection isolation room (AIIR) with negative air pressure to 
prevent the spread of infectious particles outside the room.

● Healthcare personnel should wear a fitted N95 respirator mask when entering the AIIR to 
protect themselves from inhaling infectious particles.

● Susceptible people (those who have not been vaccinated or are immunocompromised) should 
not enter the room of a client who has rubeola (measles) or varicella (chickenpox) due to the 
highly contagious nature of these infections.

● Limit the movement of the client outside the AIIR to minimize the risk of transmission to others.

● Dedicate noncritical client care equipment (e.g., blood pressure cuffs, thermometers) to a single 
client to avoid cross-contamination.

Contact Precautions: (Clostridium difficile, or wound and skin infections, or multi-drug resistant bacteria 
such as methicillin-resistant Staphylococcus aureus)

● Place the client in a private room to prevent the spread of infectious agents to other clients and 
healthcare personnel.

● Healthcare personnel should wear gloves when entering the client's room to prevent direct 
contact with infectious materials.

● Wear a gown when entering the room to protect clothing and prevent contamination during care 
activities.

● Limit the movement of the client outside the room to reduce the potential for transmission.

● Dedicate noncritical client care equipment (e.g., blood pressure cuffs, thermometers) to a single 
client to avoid cross-contamination.

These precautions are crucial in healthcare settings to control the transmission of specific infections and 
protect both clients and healthcare workers. Adhering to these guidelines diligently helps prevent 
outbreaks and ensures a safe environment for everyone in the healthcare facility.
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Principles of Infection Control: Asepsis

Asepsis is a fundamental principle in infection control, aimed at preventing the spread of infections in 
healthcare settings. It refers to the absence of disease-causing microorganisms. There are two main 
types of asepsis: medical asepsis and surgical asepsis.

● Medical asepsis, also known as clean technique, involves practices that reduce the number of 
microorganisms and prevent their transmission. Common examples include hand hygiene, and 
Skin preparation prior to the injection of subcutaneous medications.

● Surgical asepsis also known as sterile procedure, requires the total absence of all germs. 
Procedures involving the handling of internal organs or entering sterile body areas require this 
level of asepsis.

In any healthcare setting, if a break in either surgical or medical asepsis occurs during a procedure or 
treatment, it is crucial to stop the process immediately. The procedure should then be restarted from the 
beginning to maintain aseptic conditions and prevent the risk of infection.

Registered Nurses (RNs) Licensed Vocational Nurses (LVNs), and Licensed Practical Nurses (LPN) are 
trained and authorized to perform treatments and procedures that require both surgical and medical 
asepsis. These may include wound care, catheter insertion, and other invasive procedures.

Conversely, nursing assistants and other unlicensed staff members are typically limited to performing 
treatments and procedures that require medical asepsis, under the supervision and guidance of licensed 
nursing staff.

Adherence to aseptic techniques is paramount in maintaining a safe and infection-free environment for 
clients and healthcare providers alike. By following the principles of asepsis, healthcare facilities can 
significantly reduce the risk of healthcare-associated infections and promote optimal client outcomes.

Sterile Asepsis Procedures

Sterile asepsis procedures are critical in healthcare settings to prevent the spread of microorganisms 
into sterile areas and maintain aseptic conditions during medical procedures. Here are some key 
principles to follow during sterile procedures:

● ONLY sterile items on the sterile field: Only items that have been properly sterilized should be 
placed on the sterile field. Any non-sterile items must be kept away to prevent contamination.

● The sterile field must remain dry: Moisture can carry microorganisms, so it is essential to keep 
the sterile field dry at all times to maintain its aseptic nature.

● Avoid turning your back to the sterile field: Healthcare personnel should face the sterile field 
to maintain constant awareness of its integrity and prevent accidental contamination.

● Avoid leaning over the sterile field: Leaning over the sterile field can lead to unintentional 
contact and contamination.
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● The sterile field should not be below waist level: Keeping the sterile field at or above waist 
level helps prevent accidental contact with non-sterile surfaces.

● Pouring sterile liquids carefully: When pouring sterile liquids into containers on the sterile field, 
care should be taken to avoid spillage or splashing that could lead to contamination.

● Use sterile gowns, gloves, and masks: Healthcare staff working with or setting up sterile fields 
should wear appropriate sterile protective gear to minimize the risk of contamination.

● Maintain a one-inch border around the sterile field: Creating a one-inch border around the 
sterile field helps prevent inadvertent contact with non-sterile surfaces.

● Coughing or sneezing over the sterile field is prohibited: Coughing or sneezing near the sterile 
field can introduce contaminants and compromise its sterility.

Adhering to these principles is vital to ensuring that sterile procedures are carried out successfully, 
minimizing the risk of surgical site infections and other complications related to contamination. Proper 
education, training, and strict adherence to sterilization techniques contribute to a safer healthcare 
environment and better client outcomes.

Principles of Infection Control: Hand Hygiene

Having covered the fundamentals of hand hygiene in our previous sections, it is now imperative to delve 
deeper into this critical aspect of infection control within healthcare settings. Hand hygiene plays a 
pivotal role in preventing the spread of infections and warrants a comprehensive examination to ensure 
its effectiveness in safeguarding client well-being. While alcohol-based hand sanitizers are a valuable 
tool, they are not a substitute for proper handwashing with soap and water. However, in situations where 
running water and soap are not readily available, alcohol-based hand cleansers can be used as a 
temporary measure to reduce the risk of transmitting infections.

It is essential to note that alcohol-based hand sanitizers are not effective against certain pathogens, 
such as Clostridium difficile (C. diff), which causes healthcare-associated diarrhea and is particularly 
resistant to alcohol. In cases involving C. diff or other highly resistant organisms, thorough handwashing 
with soap and water is essential to remove the spores effectively.

Proper handwashing technique involves using friction and rubbing the hands together for at least 
twenty seconds. This friction helps dislodge and remove dirt, bacteria, and viruses from the skin. 
Handwashing should be performed before and after each client contact, as well as before and after 
donning and removing gloves.

Maintaining a high standard of hand hygiene among healthcare personnel is crucial to preventing the 
transmission of infections within healthcare facilities. Combining proper handwashing with the 
appropriate use of alcohol-based hand sanitizers when needed helps create a safer environment for 
clients and healthcare providers alike. Education and regular reinforcement of hand hygiene practices 
are essential to ensuring consistent compliance and effective infection control measures.
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Principles of Infection Control: Precautions

Infection control is a critical aspect of healthcare, aimed at preventing the spread of infections and 
protecting both healthcare workers and clients. 

Several principles and precautions are implemented to achieve this goal:

Universal / Standard Precautions: Universal Precautions are designed to be applied to all clients, 
regardless of whether they have a known infection or not. These precautions protect healthcare workers 
and clients from the transmission of infectious agents found in blood and other bodily fluids. They 
involve strict adherence to hand hygiene, the use of personal protective equipment (PPE), and the safe 
handling and disposal of sharp objects.

Personal Protective Equipment (PPE): PPE is essential in infection control and provides a barrier 
between healthcare staff, clients, visitors, and infectious agents. Examples of PPE include gowns, gloves, 
masks, goggles, and respirators. Proper use of PPE is crucial in preventing the direct or indirect 
transmission of infections during client care.

Special Transmission Precautions and Isolation: These precautions are put in place to prevent the 
transmission of specific infectious pathogens that require additional measures beyond standard 
precautions. Special Transmission Precautions may include Contact Precautions (for infections spread 
through direct contact), Droplet Precautions (for infections spread through respiratory droplets), and 
Airborne Precautions (for infections spread through small infectious particles that remain suspended in 
the air). Isolation procedures involve placing clients with certain infections in dedicated rooms with 
specific precautions and signs that direct staff on the type of PPE required while caring for the client to 
prevent the spread of the pathogen.
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By implementing these principles and precautions, healthcare facilities can effectively reduce the risk of 
healthcare-associated infections and create a safer environment for both clients and healthcare 
providers. Proper training, education, and consistent adherence to these infection control measures are 
crucial in maintaining a high standard of client care and safety.

C. Nursing Assessment
The role of the LPN in the health assessment includes performing a focused assessment of the clients 
including the vital signs, heart rate, breath sounds, etc. and reporting any abnormal findings to the RN or 
other licensed clinical provider for a more comprehensive assessment to be done. This information 
assists the RN in analyzing the client's health information using evidence-informed tools to learn more 
about a client’s overall health, symptoms, and concerns. This includes considering the client’s biological, 
social, psychological, cultural, and spiritual values and beliefs. Here's a breakdown of each step:

Nursing History

● The nurse will interview the client to obtain relevant information about their health status, 
medical history, and current symptoms. This includes asking about any recent illnesses, 
surgeries, or medical treatments that may impact the client's immune system.

● The nurse will also assess the client's risk factors for developing infections, such as age, 
underlying health conditions, and exposure to infectious agents.

● Specific questions will be asked to identify any complaints or symptoms that suggest the 
presence of an infection, such as fever, chills, cough, sore throat, difficulty breathing, fatigue, 
skin changes, pain, or changes in urinary or bowel habits.

Physical Exam

● During the physical examination, the nurse will carefully observe the client's overall appearance 
and look for signs of infection, such as pallor, rash, redness, swelling, or warmth in specific 
areas of the body.

● The nurse will pay particular attention to any specific symptoms mentioned during the nursing 
history, such as evaluating the respiratory system for signs of upper respiratory infections 
(sneezing, nasal discharge, congestion) or assessing the genitourinary system for symptoms of 
a urinary tract infection (urinary frequency, urgency, pain).

● Vital signs, including temperature, heart rate, respiratory rate, and blood pressure, will be 
monitored as they can indicate the presence of an infection.

Laboratory Data

● The nurse will review the client's laboratory results to identify any abnormalities that may 
indicate the presence of an infection. These may include an elevated white blood cell count 
(leukocytosis), elevated C-reactive protein (CRP) or erythrocyte sedimentation rate (ESR), and 
the presence of specific pathogens in culture tests.
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● Other diagnostic tests, such as urinalysis, blood cultures, or imaging studies, may be reviewed to 
assist in the identification and evaluation of infections.

By combining the information obtained from the nursing history, physical assessment, and laboratory 
data, the nursing team can form a comprehensive understanding of the client's health status, assess the 
risk of infection, and develop an appropriate plan of care. Early identification of infections allows for 
timely interventions, which can significantly impact the client's recovery and overall health outcomes.

Nursing Diagnosis and Care

Based on the comprehensive assessment, the LPN in collaboration with the registered nurse can identify 
potential nursing diagnoses for the client with an infection:

● Potential complication: Fever - Close monitoring of vital signs, particularly temperature, is 
crucial to promptly detect and manage fever. The nurse will implement appropriate interventions 
to address fever and its potential impact on the client's health.

● Imbalanced nutrition: The nurse will assess the client's nutritional status and provide tailored 
dietary recommendations to meet their specific needs. Offering easily digestible and 
nutrient-rich meals will support the body's healing process.

● Acute pain: Comfort measures will be provided to alleviate pain associated with the infection. 
The nurse will administer prescribed medications and implement strategies to manage pain 
effectively.

● Impaired social interaction: Recognizing the potential impact of isolation or illness on the 
client's social interactions, the nurse will encourage open communication and emotional 
support. Infection control measures will be observed when promoting social interaction, if 
required.

● Anxiety: The nurse will employ therapeutic communication techniques to address the client's 
anxiety and provide reassurance during their illness. Emotional support will be a crucial aspect 
of the care plan.

Major Goals of Nursing Care for the Client with Infection

Maintain or restore defenses:

● Monitor vital signs, especially temperature, to detect and manage fever promptly.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                83



● Ensure adequate fluid intake to prevent dehydration and support the body's immune response.

● Promote adequate rest and sleep to support the body's healing and recovery processes.

● Encourage good hygiene practices to reduce the risk of further infections.

Avoid the spread of infectious organisms:

● Follow strict infection control practices, including hand hygiene and proper use of personal 
protective equipment (PPE).

● Isolate the client if necessary, based on the nature of the infection, to prevent transmission to 
others.

● Educate the client, family, and visitors about infection prevention measures.

Reduce problems associated with the infection:

● Administer prescribed medications, such as antibiotics or antivirals, as appropriate to treat the 
infection.

● Provide comfort measures to alleviate symptoms associated with the infection, such as pain, 
fever, and discomfort.

● Monitor and manage potential complications, such as respiratory distress or urinary problems, 
promptly.

Address imbalanced nutrition:

● Assess the client's nutritional status and provide appropriate dietary recommendations to meet 
their needs.

● Offer small, frequent meals that are easy to digest and rich in nutrients to support the body's 
healing process.

● Collaborate with a registered dietitian if necessary to develop a customized nutrition plan.

Support social interaction and reduce anxiety:

● Encourage open communication with the client and provide emotional support during their 
illness.

● Offer opportunities for social interaction, considering infection control measures if isolation is 
necessary.

● Utilize therapeutic communication techniques to address anxiety and provide reassurance.

Overall, nursing care for a client with an infection should focus on promoting healing, preventing 
complications, and supporting the client's physical and emotional well-being. Collaborating with the 
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healthcare team and educating the client and their family about infection management and prevention 

will help achieve the desired outcomes and improve the client's overall health and recovery.

D. Security and Emergency Plans

Security Plans

A comprehensive security plan is crucial for ensuring the safety and well-being of clients, staff, and 
visitors in healthcare facilities. Nurses play a vital role in implementing and responding to security 
measures effectively. Here are some commonly used security measures and procedures in healthcare 
settings:

Special Assignments and Training

● Nurses and other healthcare staff may be assigned specific roles and responsibilities in the 
event of a security threat.

● Regular training sessions and drills are conducted to prepare healthcare personnel to respond 
appropriately to different security scenarios.

Security Alert Systems

● Healthcare facilities are equipped with security alert systems, including panic buttons and 
emergency codes, to quickly notify staff of potential security threats.

Electronic Methods and Devices

● Electronic wristbands may be used for newborns and mothers to prevent infant abduction and 
ensure proper identification.

● Electronic bands may be used for clients that are confused and at risk of wandering. 

● Identification badges for staff and visitors help maintain controlled access to different areas 
within the facility.

Security Doors

● Some areas of healthcare facilities, especially high-risk areas, may be equipped with security 
doors to control entry and exit.

Closed Circuit Monitoring and Alarm Systems
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● High-risk areas may be monitored using closed-circuit cameras and alarm systems to detect and 
respond to security breaches promptly.

Commonly Occurring Security Risks in Healthcare Facilities

● Infant Abduction: Security measures are in place to prevent unauthorized access to the 
maternity ward and nursery, with electronic wristbands and alarms to protect newborns.

● Client Elopement: Measures are implemented to prevent clients from leaving the facility 
without proper authorization or supervision.

● Entry of Dangerous and Violent People: Security protocols are in place to identify potential 
threats and manage violent incidents effectively.

● Computer Hacking and Information/Data Theft: Strict cybersecurity measures are employed 
to protect client data and confidential information.

Procedures for Security Threats

● In the event of a security threat, healthcare personnel follow predefined protocols to ensure the 
safety of everyone involved.

● This may involve contacting security personnel, initiating emergency response codes, and 
executing evacuation procedures if necessary.

By being fully knowledgeable about security plans, nurses can respond promptly and effectively to 
security threats, mitigating potential risks and safeguarding the well-being of clients and staff. A 
proactive approach to security, coupled with ongoing training and evaluation, ensures that healthcare 
facilities maintain a safe environment for everyone.

Institution's Security Plans

In healthcare institutions, security plans play a vital role in ensuring the safety of clients, staff, and 
visitors. Similar to emergency preparedness plans, nurses are required to be well-prepared to handle 
security threats and breaches effectively. Security plans are designed to comply with the regulations and 
guidelines set forth by organizations such as the Joint Commission on Accreditation of Healthcare 
Organizations (JCAHO), the Centers for Medicare and Medicaid Services (CMS), and the International 
Association for Healthcare Security and Safety.

As part of their responsibilities, nurses are expected to:

● Regularly Review Policies and Procedures: Stay informed about the security policies and 
procedures specific to their roles within the institution. This includes being aware of protocols 
for responding to security threats, handling aggressive behavior, and managing potential 
breaches.

● Participate in Mock Drills and Practices: Active participation in mock security drills and 
exercises organized by the institution is essential. These drills simulate real-life scenarios and 
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help nurses and other staff familiarize themselves with security protocols, improve response 
times, and identify areas for improvement.

By actively engaging in these activities, nurses can contribute to the overall preparedness of the 
healthcare institution in dealing with security-related challenges. Their ability to respond promptly and 
effectively during security incidents can mitigate potential risks and maintain a safe environment for 
clients and staff.

Additionally, healthcare institutions should provide ongoing training and education to keep nurses and 
other staff updated on security measures and best practices. A culture of vigilance and preparedness 
fosters a sense of security among all stakeholders and ensures a coordinated response to any potential 
threats or breaches.

Applying Triage Protocols

During an emergency, healthcare professionals must rapidly assess and prioritize clients' needs based 
on the severity of their conditions. The focus of the triage process centers on the ABCs: Airway, 
Breathing, Circulation, and neurological deficits. Once the initial assessment is completed, clients are 
categorized into different priority levels to ensure that critical interventions are provided promptly to 
those who need them most. The ability to apply triage protocols effectively is essential in emergency 
situations, as it helps maximize client outcomes and allocation of resources. Practicing and being 
prepared for emergency scenarios is crucial for healthcare professionals to confidently and efficiently 
perform triage.

The order of triage procedure generally follows a systematic approach to assess and prioritize clients:

● Clear and open the airway: Ensure that the client's airway is unobstructed to facilitate 
breathing.

● Assess for respiratory distress: Evaluate the client's breathing pattern and signs of respiratory 
distress.

● Assess the quality of breathing: Observe the respiratory rate and assess the color of the skin, 
lips, and fingernails, as these can provide essential clues about oxygenation. Auscultate the 
lungs to detect any abnormal breath sounds.

● Check pulse: Assess the client's pulse rate and quality to determine the adequacy of circulation.

● Assess for external bleeding: Identify and manage any external bleeding or hemorrhage.

● Take blood pressure: Obtain the client's blood pressure to evaluate cardiovascular function.

● Assess the level of consciousness and pupillary response: Evaluate the client's neurological 
status, including the level of consciousness and pupillary reactions.

● Assess weakness or paralysis: Determine if the client has any weakness or paralysis, which 
may indicate neurological issues.
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E. Cardiopulmonary Resuscitation

Cardiopulmonary Resuscitation (CPR) is a life-saving technique used in emergency situations when a 
person's heart and breathing have stopped. As a healthcare worker, being certified in CPR is a crucial 
responsibility, as you may encounter situations where immediate intervention is required.

Key Points to Remember

● Compressions are Vital: In CPR, performing chest compressions is the most critical skill to 
maintain blood flow to vital organs, especially the brain. High-quality compressions are crucial to 
increase the chances of survival.

● Compression Rate: The recommended compression rate of 100-120 compressions per minute, 
regardless of the client's size or age.

● Landmark for Compressions: For both adults and children, the landmark for compressions is 
located just below the nipples. This is where you should place your hands to perform chest 
compressions effectively. For infants less than 12 months, place 2 fingers in the center of the 
baby's chest, between their nipples.

● Depth of compressions: Adults: 2 - 2.5 inches; children 2 inches; infants 1.5 inches.

● Compression-to-Breath Ratio: In adults, the compression-to-breath ratio is 30:2. After 
delivering 30 compressions, provide two rescue breaths by tilting the client's head and lifting 
the chin, then giving a breath that makes the chest rise.

● Certification Requirement: Healthcare workers are required to maintain current CPR 
certification to ensure their competency in performing CPR when necessary.

In a cardiac arrest or respiratory emergency, prompt and effective CPR can significantly improve a 
client's chance of survival. The quick response and proper application of CPR can help buy valuable 
time until advanced medical care arrives. CPR training involves a combination of hands-on practice and 
theoretical knowledge. It is essential to stay updated with any changes in CPR guidelines and regularly 
participate in refresher courses to maintain proficiency.

Remember, being prepared to perform CPR can make a life-saving difference in emergency situations, 
and as a healthcare worker, your knowledge and skills are invaluable in providing critical care to those in 
need.
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Post-Resuscitation Care for Survivors

Thanks to advancements in medical technology and the enhancement of prehospital care, we are 
observing a growing number of clients experiencing a return of spontaneous circulation (ROSC) after 
cardiac arrest. Resuscitating a client is just the first step in their journey to recovery. Once a heartbeat is 
restored, the next critical phase begins: post-resuscitation care (PRC) which is a complex and 
multifaceted process that aims to not only prevent death but also preserve neurological and cognitive 
function.

Shock

Shock is a critical medical condition that arises when your body's blood circulation is severely impaired, 
resulting in insufficient blood flow to vital organs. This inadequate blood supply deprives the organs of 
oxygen and nutrients, jeopardizing their function and potentially leading to organ failure. Shock can also 
trigger hypoxia, a deficiency of oxygen in the body's tissues, and may even culminate in cardiac arrest.

These are the four main types of shock:
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Four Main Types of Shock

Hypovolemic shock arises when the blood volume in 
the body decreases significantly which diminishes the 
amount of blood entering the heart, consequently 
reducing the amount of blood pumped out to the rest of 
the body.

Common causes:
● Severe blood loss
● Serious dehydration 

Obstructive shock arises when blood flow is impeded 
due to obstructions in the heart, arteries, or veins.

Common causes:
● pneumothorax 
● hemothorax 
● cardiac tamponade 
● pulmonary embolism

Distributive shock occurs when excessive dilation of 
blood vessels leads to a significant drop in blood 
pressure and inadequate blood flow to vital organs.

Types of distributive shock include:
● Anaphylactic shock: caused by severe 

allergic reactions
● Septic shock: when bacteria and their toxins 

cause serious damage to tissues or organs.
● Neurogenic shock: damage to the central 

nervous system, usually a spinal cord injury. 

Cardiogenic shock occurs when the heart's pumping 
ability is severely impaired, preventing it from 
supplying enough blood to meet the body's needs.

Common causes:
● damage to heart muscle
● irregular/very slow heart rhythm

F. Arterial Blood Gas

An arterial blood gas (ABG) test is a medical procedure that measures the levels of oxygen and carbon 
dioxide in the blood, as well as its pH balance. This information can help healthcare providers assess the 
respiratory system, circulatory system and metabolic processes especially in emergency situations. 
Unlike a venipuncture, which draws blood from a vein, an ABG test requires a sample of arterial blood, 
which is taken from an artery in the wrist or groin. This is because arterial blood carries oxygenated 
blood from the lungs to the rest of your body.

The arterial blood sample is then analyzed in a laboratory to measure the following:

● Oxygen saturation (SaO2): This measures how much hemoglobin in the blood is carrying oxygen.

● Partial pressure of oxygen (PaO2): This measures the amount of pressure exerted by oxygen in 
the blood.

● Partial pressure of carbon dioxide (PaCO2): This measures the amount of pressure exerted by 
carbon dioxide in the blood.

● pH: This measures the acidity or alkalinity of the blood. 

● Bicarbonate (HCO3): This is calculated using the measured values of pH and PaCO2 to determine 
the amount of the asic compound made from carbon dioxide (CO2).

Here are some of the most common settings where ABG tests are ordered:
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Setting Reason for ordering an ABG test

Emergency medicine To assess the respiratory status of critically ill or injured clients

Anesthesiology To monitor the respiratory status of clients during and after surgery

Pulmonology To diagnose and manage lung diseases

Cardiology To assess the heart's ability to pump oxygen-rich blood to the body

Critical care To monitor the respiratory status and overall health of critically ill client

Interpreting ABG Results

The normal value ranges may vary slightly from lab to lab. In general, normal values at sea level include:

● pH: 7.35-7.45.

● Partial pressure of oxygen (PaO2): 75 to 100 millimeters of mercury (mmHg).

● Partial pressure of carbon dioxide (PaCO2): 35 to 45 mmHg.

● Bicarbonate (HCO3): 22 to 26 milliequivalents per liter (mEq/L).

● Oxygen saturation (O2 Sat or SaO2): 95 to 100%.

The first step in interpreting an arterial blood gas (ABG) test is to assess the client's pH level. A normal 
pH level is between 7.35 and 7.45. If a client's pH is below 7.35, they are said to be in acidosis. Acidosis 
means that there is too much acid in the blood. If a client's pH is above 7.45, they are said to be in 
alkalosis. Alkalosis means that there is too much base in the blood. Even if a client's pH level is within 
the normal range, they may still have acidosis or alkalosis because the body can compensate for 
changes in pH by adjusting the levels of carbon dioxide and bicarbonate in the blood.

The next step is to examine the PaCO2 level that represents the amount of carbon dioxide dissolved in 
the blood. When the lungs are working properly, they remove carbon dioxide from the blood. If the lungs 
are not working properly, the PaCO2 level will rise. This is called respiratory acidosis. However, PaCO2 
levels can also be affected by the metabolic system. For example, if the kidneys are not working 
properly, they may not be able to remove excess acid from the blood leading to metabolic acidosis, 
which can also cause the PaCO2 level to rise.

In combination with the HCO3 level, the nurse can fully comprehend the blood gas. HCO3 is a measure of 
the bicarbonate level in the blood that helps to neutralize acid in the blood. HCO3 levels are primarily 
influenced by the metabolic system. When the kidneys and other metabolic processes are not working 
properly, the HCO3 level may rise or fall.

By examining both the PaCO2 and HCO3 levels, the nurse can determine whether the changes in the 
blood gas are due to the respiratory system or metabolically driven. This information is essential for 
diagnosing and treating acid-base balance disorders.
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G. Emergency Response Plans & Disaster Management 

Disaster Categories

An emergency response plan is a set of written procedures for dealing with emergencies that minimize 
the impact of the event and facilitate recovery from the event. Disasters can have a significant impact on 
healthcare facilities and communities, requiring prompt and organized responses to ensure the safety 
and well-being of individuals affected. Disasters can be categorized into internal and external events, 
each with its unique challenges. Here are the main categories of disasters:

Internal Disasters

● Internal disasters occur within the healthcare facility or organization itself and may include 
events like fires, utility failures, workplace violence, explosions/bomb threats, radiation 
contamination, and acts of terrorism or bioterrorism.

● These disasters pose immediate risks to staff, clients, and the facility's infrastructure, requiring a 
coordinated response to ensure the safety of everyone on-site.

External Disasters

● External disasters occur in the nearby community or region and can lead to mass casualties 
and a surge in demand for medical attention and care.

● Examples of external disasters include severe storms (tornadoes, cyclones, hurricanes), 
flooding, earthquakes, plane crashes, and other events that affect the community but also have 
repercussions for healthcare facilities.

● In such situations, healthcare facilities may face challenges like an influx of clients, 
infrastructure damage, and transportation disruptions.

Disaster preparedness and response plans are essential for healthcare facilities to effectively handle 
both internal and external disasters. These plans include strategies for managing client care, ensuring 
staff safety, and coordinating with emergency services and other healthcare organizations to provide 
comprehensive and timely assistance to those in need.

By identifying potential disaster scenarios, conducting drills and simulations, and maintaining clear 
communication channels, healthcare facilities can strengthen their ability to respond efficiently and 
minimize the impact of disasters on both their operations and the surrounding community. 
Collaboration with local emergency response agencies and participation in regional disaster planning is 
crucial for effective disaster management and ensuring the overall safety and resilience of the 
healthcare system.

The LPN’s Role in Responding to External Disasters

Healthcare facilities are equipped to manage both internal and external disasters, which can result from 
various mechanical, chemical, nuclear, radiological, and biological events. When a large number of 
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people are affected by physical injuries, a system of triage is used to prioritize care based on the 
severity of injuries and the prognosis for survival. This process is crucial in both external and internal 
disaster scenarios. Color-coded tags play a vital role in indicating the severity of injuries and the 
potential for survival among the victims.

Black-colored triage tags identify the expectant group of victims who are not likely to survive. This 
group receives pain relief for comfort but not further treatment, as their injuries are expected to be fatal. 
Red-colored tags are assigned to the immediate care group, which requires urgent medical attention for 
life-threatening injuries. Their chances of survival are higher than the expectant group. Yellow-colored 
tags indicate that treatment can be delayed until the immediate care needs are addressed. This group is 
known as the delayed care group. The green-colored tag represents the minimal care group, consisting 
of individuals with minor injuries. Similar to the yellow group, their treatment can be postponed until 
more critical cases are attended to. In disaster situations, LPNs are incorporated into the triage team to 
perform duties such as IV catheter placement and draw blood work for laboratory tests. 

Disaster Planning

Ensuring the safety and security of clients, staff, and the community is paramount in healthcare settings. 
Preparedness for emergencies, including acts of terrorism, workplace violence, utility failures, 
bioterrorism, and weather-related incidents, is crucial for a swift and effective response. The Federal 
Emergency Management Agency (FEMA) is the federal agency responsible for leading the Nation’s 
efforts to prepare for, protect and mitigate against, respond to, and recover from the impacts of natural 
disasters and man-made incidents or terrorist events. The agency provides educational training to 
healthcare organizations to prepare for potential disasters. 
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Acts of Terrorism: These can involve various means, such as mechanical (e.g., bombs), chemical (e.g., 
toxic gases), nuclear and radiological (e.g., dirty bombs), and biological pathogens (e.g., infectious 
agents). Preparedness for such events involves developing plans to respond to different types of terrorist 
attacks, including evacuation procedures, decontamination protocols, and communication strategies to 
ensure the safety and well-being of clients, staff, and the community.

Workplace Violence: Addressing workplace violence requires implementing procedures to prevent and 
respond to such incidents. De-escalation techniques can be used to defuse potentially violent situations. 
Employing security measures, such as video surveillance and security guards, can help deter and 
respond to violent incidents, ensuring the safety of staff and clients.

Utility Failures: During utility failures, continuous visual monitoring of clients is essential to ensure their 
safety and address any immediate needs. Providing alternate means of communication, such as 
mechanical bells or other signaling devices, can help alert staff to clients' needs in the event of 
communication system failures.

Bioterrorism: This involves the intentional release of biological agents to cause harm and fear. Some 
agents include anthrax, plague, smallpox, and viral hemorrhagic fevers like yellow fever and Ebola. 
General guidelines for dealing with bioterrorism incidents include rapid isolation of infected individuals, 
thorough cleaning and disinfection of affected areas, and proper sterilization of medical equipment to 
prevent further transmission.

Weather-Related Emergencies: Severe storms, hurricanes, or tornadoes can pose significant risks to 
healthcare facilities. Moving clients and staff away from windows and other vulnerable areas helps 
protect them from potential hazards. Following official evacuation orders is crucial for ensuring 
everyone's safety during severe weather events.

In all these emergencies, healthcare facilities must have comprehensive disaster preparedness plans in 
place, conduct regular drills and exercises, and collaborate with local emergency services to ensure a 
swift and effective response. Preparedness, training, and communication are key to minimizing the 
impact of emergencies and safeguarding the well-being of clients, staff, and the community.

Disaster Planning: Fire Prevention

In the event of a fire emergency, quick and decisive actions are crucial to ensuring the safety of everyone 
involved. Following the RACE protocol (Rescue, Activate alarm, Contain, Extinguish), medical facilities 
and households can effectively respond to fires. Having fire extinguishers and knowing how to use them, 
particularly ABC fire extinguishers, can help combat different types of fires. Following the PASS protocol 
(Pull, Aim, Squeeze and Sweep) will enable staff to appropriately utilize the fire extinguisher in the event 
of a fire. Additionally, knowing basic fire safety measures like "Stop, Drop, and Roll" and "Get Low and 
Go" in smoke-filled rooms can prevent injuries and save lives. By being prepared and knowing these 
essential steps, individuals can better protect themselves and others during fire emergencies.
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Understanding Different Fire Extinguishers and Their Uses

Fire safety is paramount in both medical facilities and households. One crucial element of fire safety is 
having the appropriate fire extinguishers available. Let's delve into the various types of fire extinguishers 
and their respective applications:

● Type A Fire Extinguisher: This type is designed to combat fires involving common solid 
materials such as paper, cloth, mattresses, and clothing. It has limitations in its use.

● Type B Fire Extinguisher: Effective against oil, gasoline, and grease fires, including those in 
kitchens, this type is not suitable for electrical fires.

● Type C Fire Extinguisher: Designed specifically for electrical fires, this extinguisher is essential 
for tackling such emergencies.

● Type AB Fire Extinguisher: Combining the capabilities of both Type A and Type B extinguishers, 
it can address fires involving solids (e.g., paper, wood, and cloth) as well as oil, gasoline, and 
grease.

● Type ABC Fire Extinguisher: The most versatile option, it combines the applications of Types A, 
B, and C. This type is an excellent choice for both homes and most areas within healthcare 
facilities.

Routine maintenance is vital for fire extinguishers. Regular checks are necessary to ensure that 
extinguishers remain fully charged and ready for use during emergencies.
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Disaster Planning: Explosives & Radiation

Disaster planning for explosives and radiation is critical to mitigating risks and protecting individuals 
from potential harm. Explosions can occur through intentional or accidental means, necessitating 
preparedness for both scenarios. In the event of a bomb threat, it is essential to remain on the line with 
the caller to gather as much information as possible while taking the necessary precautions. Ensure staff 
are educated on performing surveillance of their work environment to determine if there are objects that 
they do not recognize. 

Radiation contamination may also result from intentional acts or accidental incidents. The Centers for 
Disease Control and Prevention (CDC) advises immediate evacuation of the affected area. Individuals 
exposed to radiation should remove their outer clothing and place it in a plastic bag to prevent further 
contamination. Thoroughly washing or showering all exposed bodily parts in designated 
decontamination areas is crucial to minimizing radiation exposure.

Disaster planning for explosives and radiation involves proactive measures, rapid response protocols, 
and communication strategies to ensure the safety and well-being of all individuals involved. By 
adhering to established guidelines and collaborating with emergency services, healthcare facilities can 
effectively manage these challenging situations and protect the health and lives of those affected.

Clinical Decision Making and Critical Thinking

Clinical decision-making and critical thinking are indispensable skills for registered nurses, especially 
during internal and external disasters. When facing emergencies, nurses must apply their professional 
judgment and critical thinking abilities to respond effectively and ensure the safety and well-being of 
clients, staff, and visitors. Here are some key areas where these skills come into play:

● Implement Emergency Response Plans: Nurses must swiftly and accurately implement the 
facility's emergency response plans, which may involve various protocols and procedures 
depending on the nature of the disaster. Critical thinking helps nurses adapt to rapidly changing 
situations and make informed decisions during these high-stress scenarios.

● Triage Clients: In mass casualty situations, nurses may need to triage clients based on the 
severity of their injuries or conditions. Effective clinical decision-making is crucial to prioritize 
care and allocate resources appropriately, ensuring those in critical need receive immediate 
attention.

● Recommend the Transfer or Discharge of Clients During an Emergency: During certain 
emergencies, it may be necessary to transfer or discharge clients to other facilities for 
specialized care or to create space for incoming clients. Nurses must assess the client's 
condition, consider available resources, and recommend appropriate actions to ensure optimal 
client outcomes.

● Lead and Direct Others with Authoritarian Leadership: In the face of emergencies, nurses may 
take on leadership roles and must make swift decisions to protect clients and staff. Using critical 
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thinking and professional judgment, they lead and direct others with authoritative leadership, 
ensuring that actions are taken promptly and efficiently.

● Perform Other Roles and Responsibilities Relating to Disasters: In addition to the specific 
tasks mentioned above, nurses continue to fulfill their regular responsibilities, such as providing 
direct client care, administering medications, and monitoring vital signs. Critical thinking enables 
them to multitask effectively and maintain quality care amid challenging circumstances.

By integrating clinical decision-making and critical thinking into their responses to internal and external 
disasters, registered nurses play a crucial role in safeguarding the health and safety of all individuals 
affected. These skills enable them to navigate complex situations, make well-informed choices, and 
provide competent and compassionate care in times of crisis.

Implementing Emergency Response Plans

Nurses must be well-prepared to effectively carry out their roles and responsibilities in both internal and 
external disaster situations, as discussed earlier. To ensure preparedness, regular review of the policies 
and procedures relevant to your role is essential. Additionally, active participation in mock drills and 
exercises conducted within the healthcare organization can greatly enhance readiness.

Many healthcare facilities employ secret code names to convey information about emergencies and 
disasters to staff without causing undue alarm among clients, visitors, and others. For instance, "Code 
Blue" may be used to indicate a cardiac arrest. When such announcements are made, it is crucial to 
respond as if it were a genuine emergency rather than dismissing it. Treating these announcements 
seriously allows you to practice effectively, whether it's a drill or a real emergency. By responding 
appropriately, you fulfill your designated roles and responsibilities.

In addition to "Code Blue" for cardiac arrests, other codes are commonly used to communicate different 
types of emergencies. For example, "Code Red" signifies a fire, "Code Gray" indicates a severe weather 
event like a storm, cyclone, or hurricane, "Code Orange" is used for a chemical spill, and "Code Pink" is 
employed in cases of infant abduction. Familiarity with these codes and prompt responses can make a 
significant difference in mitigating the impact of emergencies within a healthcare setting.
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H. Accident & Injury Prevention

Client Safety Goals

Client safety is a top priority in healthcare, and the Joint Commission on the Accreditation of 
Healthcare Organizations (JCAHO) plays a crucial role in promoting and enhancing client safety. Each 
year, JCAHO publishes the National Client Safety Goals to guide healthcare organizations in their 
efforts to ensure the safety and well-being of their clients. The goals are designed to address various 
aspects of client care and improve overall safety practices. Some key client safety goals include:

Identify Clients Correctly

● Ensuring accurate client identification is fundamental to preventing medical errors and 

ensuring that clients receive the right care and treatment.

● Use at least two ways to identify clients. For example, use the client’s name and date of birth. 
This is done to make sure that each client gets the correct medicine and treatment.

Improve Staff Communication

● Effective communication among healthcare staff is crucial to ensuring seamless care 
coordination and preventing misunderstandings that may lead to errors.

● Get important test results to the right staff person on time.

Use Medicines Safely

● Before a procedure, label medicines that are not labeled. For example, medicines in syringes, 
cups, and basins. Do this in the area where medicines and supplies are set up.

● Take extra care with clients who take medicines to thin their blood. 

● Record and pass along correct information about a client’s medicines. Find out what medicines 
the client is taking. Compare those medicines to new medicines given to the client. Give the 
client written information about the medicines they need to take. Tell the client it is important to 
bring their up-to-date list of medicines every time they visit a doctor. 

Use Alarms Safely: Make improvements to ensure that alarms on medical equipment are heard and 
responded to on time.

Prevent Infections: Use the hand-cleaning guidelines from the Centers for Disease Control and 
Prevention or the World Health Organization. Set goals for improving hand cleaning.
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Identify Client Safety Risks: Reduce the risk of suicide.

Improve Healthcare Equity: Improving healthcare equity is a quality and client safety priority. For 
example, healthcare disparities in the client population are identified and a written plan describes ways 
to improve healthcare equity.

Prevent Mistakes in Surgery:

● Make sure that the correct surgery is done on the correct client and at the correct place on the 
client’s body. 

● Mark the correct place on the client’s body where the surgery is to be done. 

● Pause before the surgery to make sure that no mistake is being made.

By focusing on these client safety goals, healthcare organizations can enhance the quality of care 
provided to clients and create a safer healthcare environment for everyone involved. Healthcare 
providers need to be aware of these goals, actively participate in their implementation, and continuously 
strive to improve client safety practices to achieve better client outcomes.

Assessing the Client for Allergies

Assessing clients for allergies is a critical component of healthcare, as allergic reactions can range from 
mild discomfort to life-threatening situations. When evaluating clients for allergies, it is essential to 
determine, identify, and thoroughly document any known allergies. This information guides healthcare 
providers in delivering safe and effective care. The following elements should be considered:

Medications: Identifying any known allergies to specific medications is crucial. These allergies can 
include reactions to medications like penicillin, sulfonamides, or cephalosporins. Allergic reactions to 
medications can vary in severity, from mild rashes to severe anaphylaxis. Nurses play a vital role in 
monitoring for any signs of allergic reactions, both by gathering data on past medication responses and 
by observing clients for new reactions during care.

Contrast Media: Another important aspect is identifying allergies to contrast media used in diagnostic 
tests, especially for imaging procedures like CT scans or angiograms. Contrast media allergies can be 
one of two main types: ionic high osmolality or nonionic low osmolality. This information is essential for 
ensuring client safety during diagnostic procedures.

Foods: Inquiring about known food allergies is critical, as food allergies can range from mild reactions 
like hives or itching to severe anaphylactic shock. Understanding a client's food allergies is vital when 
providing meals and snacks during their stay in a healthcare setting.

Environmental Sources: Being vigilant for allergies to environmental factors is also essential. This 
includes allergies to substances such as latex or reactions triggered by air pollution. Latex allergies are 
particularly common among healthcare workers and clients with frequent exposure to latex-containing 
products. Addressing these allergies helps prevent potential adverse reactions during medical 
procedures.
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Understanding these common allergic triggers—medications, contrast media, and environmental 
sources—empowers healthcare providers to identify potential risk factors and promptly address any 
allergic reactions that may occur during treatment or procedures. It is important to note that while some 
individuals may experience an allergic response or side effects with certain medications, not all of them 
are truly allergic. For instance, it is estimated that nearly 10% of people may have a reaction to 
penicillin, but not all of these reactions are true allergic responses.

When a person is exposed to an allergen for the first time, it is considered a sensitizing dose. 
Subsequent exposures to the same allergen can lead to more severe reactions, such as anaphylaxis or 
anaphylactic shock, which is a life-threatening allergic reaction that involves the entire body and 
requires immediate medical attention. This response typically involves the narrowing of the airways, 
resulting in breathing difficulties. In more extreme situations, the swelling of the throat could obstruct 
the airway. Thoroughly assessing and documenting client allergies is crucial for providing safe and 
effective healthcare, ensuring appropriate treatment choices, and preventing potential adverse 
reactions. Healthcare providers should always be prepared to respond promptly to any allergic reactions 
that may occur and take appropriate measures to mitigate risks to the client's well-being. This 
comprehensive approach to allergy assessment and management contributes to optimal client 
outcomes and safety in healthcare settings.

Determining Knowledge and Factors

Determining knowledge levels and understanding various factors related to accident and injury 
prevention are crucial steps in ensuring a safe healthcare environment. Both clients and staff need to be 
well-informed about safety procedures and measures to minimize potential risks. Here are some key 
considerations:

Client and Staff Knowledge of Safety Procedures

● Assess the level of knowledge and understanding among healthcare staff regarding safety 
protocols and procedures. This includes their ability to identify safety risks and intervene 
appropriately in various situations.

● For clients, ensure that those at risk receive proper instructions about safety procedures and 
measures that pertain to their specific condition and situation.

Staff Competence in Safety Interventions

● Healthcare staff should possess the necessary knowledge, skills, and abilities to identify 
potential safety risks and respond with appropriate interventions.

● Regular training and educational programs can help reinforce staff competence and keep them 
updated on best practices in accident and injury prevention.

Factors for Accident/Injury Prevention

● Consider the client's age and developmental stage, such as the older adult and pediatric 
clients, because different age groups may have varying safety needs and vulnerabilities.
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● Assess the client's level of consciousness, cognitive ability, and mental status, as these 
factors can impact their awareness of safety risks and their ability to follow safety instructions.

● Identify the client's strengths and weaknesses, as certain conditions or disabilities may require 
tailored safety measures.

● Consider the client's lifestyle factors, such as exercise habits and dietary practices, which can 
influence their overall health and potential risks.

By assessing client and staff knowledge of safety procedures and understanding various factors related 
to accident and injury prevention, healthcare providers can implement effective safety measures and 
interventions. A proactive approach to safety education and risk assessment can significantly reduce the 
occurrence of accidents and injuries, creating a safer environment for both clients and healthcare staff. 
Regular evaluations and updates to safety protocols based on new information or emerging risks are 
essential to maintaining a high standard of safety in healthcare settings.

De�icits That May Impede Client Safety 

Deficits that may impede client safety encompass a range of conditions and factors that can hinder an 
individual's ability to maintain safety and prevent accidents or injuries. These deficits are essential 
considerations for healthcare providers to ensure appropriate care and intervention. Some common 
deficits that can impede client safety include:

Sensory and Perceptual Deficits: Conditions that affect the senses, such as vision or hearing 
impairments, can limit a person's ability to detect potential hazards in their environment.

Impaired Mobility: Physical disabilities or limitations can hinder a person's ability to move safely, 
increasing the risk of falls or accidents.

Altered Mental and Emotional State: Clients with altered mental states, such as confusion or 
disorientation, may struggle to make safe decisions or comprehend potential risks, such as dementia, 
delirium, or neuro-cognitive impaired individuals.

Depression, High Levels of Stress, and Fatigue: Emotional states like depression and high-stress 
levels, along with fatigue, can negatively impact a person's cognitive function and attention to safety.

Effects of Medications: Some medications, such as sedatives or anesthesia, can impair judgment and 
coordination, potentially increasing the risk of accidents.

Lack of Safety Insight: Some individuals may lack the insight to recognize safety risks or understand 
the consequences of their actions, leading to unsafe behaviors.

Lack of Good Judgment: Poor judgment can lead individuals to engage in risky activities or ignore 
safety protocols.

Healthcare providers should thoroughly assess clients for these deficits and consider how they might 
impact their safety. Based on the assessment, appropriate interventions and safety measures can be 
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implemented to mitigate risks and ensure the client's well-being. For individuals with deficits that 
impede safety, personalized care plans can be developed to address their specific needs and promote a 
safe environment. This may involve the use of assistive devices, modifications to the physical 
environment, regular safety assessments, and client education to enhance safety awareness.

By identifying and addressing these deficits, healthcare providers can play a crucial role in enhancing 
client safety and preventing accidents or injuries in healthcare settings and beyond.

Risk Screening for Falls

Risk screening for falls is a crucial aspect of client safety in healthcare facilities. All clients are assessed 
upon admission for fall risk. There are several fall risk screening tools available. Be sure that you become 
familiar with the one used in the organization you will be working. Falls can lead to serious injuries and 
complications, especially among vulnerable populations. Identifying individuals at risk of falling allows 
healthcare providers to implement preventive measures and interventions to reduce the likelihood of 
fall-related incidents. Here are some common risk factors that healthcare providers consider during fall 
risk screening:

● Age: Older adults are generally at a higher risk of falling due to factors like reduced balance, 
muscle strength, and vision.

● Incontinence: Clients with incontinence may need to rush to the bathroom, increasing the risk 
of falls.

● Poor Muscular Balance, Coordination, Gait, and Range of Motion: Issues with balance, 
coordination, gait, and range of motion can contribute to instability and increase the risk of falls.

● Broken/Inappropriate Use of Client Equipment: Incorrect use or malfunction of client 
equipment can lead to falls.

● Confusion: Confused or disoriented clients may have difficulty navigating their surroundings 
safely.

● Medications: Certain medications can cause dizziness or drowsiness, which may increase the 
risk of falls.

● Environmental Hazards: Tripping hazards or poorly maintained environments can contribute to 
falls.

● Some Diseases and Disorders: Conditions like Parkinson's disease, stroke, or arthritis can affect 
mobility and increase fall risk.

● Poor Vision: Visual impairments can lead to difficulties in navigating the environment and 
increase the risk of falls.

● Delayed Reaction Time: Slowed reaction time can lead to difficulties in responding quickly to 
hazards.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                102



● Past Falls/Fear of Falling: A history of previous falls or fear of falling can increase the risk of 
future falls.

● Inadequate Client Footwear: Ill-fitting or unsuitable footwear can compromise stability and 
contribute to falls.

By conducting fall risk screening and recognizing these risk factors, healthcare providers can develop 
individualized care plans to prevent falls. Fall prevention strategies may include interventions like 
providing non-slip footwear, walking aids, ensuring proper lighting and clear pathways, reviewing 
medications, conducting regular exercises to improve strength and balance, and using bed or chair 
alarms to alert staff to potential fall risks.

A multidisciplinary approach involving healthcare professionals, clients, and families is essential in 
promoting a safe environment and reducing the incidence of falls in healthcare facilities.

Preventing accidents and ensuring client safety involves addressing broken equipment, and 
inappropriate equipment use, and promptly responding to calls for help. Here are some key 
considerations and interventions to minimize the risk of accidents:

Broken Equipment and Inappropriate Use

● Reporting and Removing Broken Equipment: All broken client equipment, such as wheelchairs 
or canes, should be reported immediately and taken out of service until repairs are made and 
they are deemed safe for use. Using broken equipment can lead to falls and injuries.

● Correct Equipment Use: Staff members must be trained in the proper use of client equipment 
to prevent accidents. Improper use of equipment, such as mechanical lifts, can result in client 
falls and injuries. Ensuring proper training and adherence to guidelines is essential.

No Response to Calls for Help

 Prompt Response: All calls for help from clients should be responded to promptly. Delayed 
responses can lead to accidents, falls, and other incidents that could have been prevented. Staff 
must be attentive to client requests and assist when needed.

Special Interventions to Prevent Falls

● Client Assistive Devices: Using appropriate assistive devices like walkers and canes can help 
clients maintain stability and prevent falls. Clients who require these devices should be properly 
trained in their use.

● Padded Briefs: For clients at risk of falls, padded briefs can help minimize the extent of injuries 
if a fall occurs. While they don't prevent falls, they can provide some cushioning.
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● Padded Gym Mats: Placing padded gym mats on the floor next to beds can reduce the impact 
and extent of injuries when falls happen despite preventive measures.

● Low Beds: Using low beds can help decrease the potential injury severity in case a client falls. 
These beds are designed to reduce the distance of a fall.

● Bed and Chair Alarms: Alarms that alert staff when a client is rising from the bed or chair can 
provide early intervention and prevent falls.

● Frequent Monitoring: Increasing client monitoring and observation can help identify and 
prevent potential falls. Regular assessments of clients at risk can lead to timely interventions.

● High Toilet Seats and Grab Bars: Installing high toilet seats and grab bars in bathrooms can 
assist clients in maintaining balance and preventing falls when using the restroom.

By addressing broken equipment, promoting proper equipment use, responding promptly to client calls 
for help, and implementing special interventions, healthcare facilities can significantly reduce the risk of 
accidents, falls, and injuries among clients. A comprehensive approach to client safety involves training 
staff, ensuring equipment functionality, and providing tailored interventions for clients at risk.

Electrical Safety

Ensuring the safety of clients and maintaining a safe healthcare environment involves thorough 
inspections and preventive maintenance, especially when it comes to electrical equipment used by 
clients. To uphold safety standards, healthcare facilities have established protocols for inspecting and 
approving clients' electrical equipment, as well as routine inspections of all electrical equipment within 
the facility. Here are some key points to consider:

Inspecting and Approving Client's Personal Electrical Equipment

● Clients may bring personal electrical devices such as televisions and computers to the 
healthcare facility. Before allowing these devices to be used, they must undergo inspection and 
approval to ensure they meet safety standards.

● Competent individuals, often from the facility's maintenance or safety department, conduct the 
inspections to verify that the equipment is safe for use.

Routine Inspection of All Client Electrical Equipment

● All electrical equipment provided by the healthcare facility to clients, such as medical devices or 
electrical beds, undergoes regular inspections for safety compliance.

● These inspections are part of preventive maintenance to detect and address potential issues 
before they become safety hazards.

Preventive Maintenance and Documentation
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● Preventive maintenance is performed regularly on all electrical equipment used by clients and 
within the facility.

● The maintenance procedures are documented to ensure a record of inspections, maintenance 
activities, and any repairs performed.

Handling Overdue or Malfunctioning Equipment

● If a piece of equipment is overdue for electrical inspection and maintenance, it must not be used 
until it has been thoroughly inspected and approved for safe use.

● In the event of malfunctioning equipment or equipment with frayed wires, it should be 
immediately taken out of service to prevent potential electrical hazards.

● The equipment should be sent to the appropriate department for inspection, preventive 
maintenance, and repair by competent personnel.

By adhering to these safety protocols, healthcare facilities can create a safe environment for both clients 
and staff. Regular inspections, preventive maintenance, and immediate action in response to 
malfunctioning equipment ensure that electrical hazards are minimized, preventing potential accidents 
and injuries. A proactive approach to electrical safety helps maintain a high standard of care and 
promotes the well-being of everyone within the healthcare facility.

Other Preventive Measures

Preventive measures in healthcare settings play a significant role in promoting client safety and 
well-being. In addition to the previously mentioned measures, here are some other preventive actions 
that healthcare providers can implement:

Facilitate the Correct Use of Infant and Child Car Seats

● Properly sized and installed car seats are crucial for the safety of infants and young children 
during transportation. Healthcare providers can offer guidance and educational resources to 
parents and caregivers on the correct use of car seats, ensuring that they are appropriately 
installed and meet safety standards. 

● The use of infant and child car seats plays a crucial role in preventing fatalities among young 
children. Studies estimate that infant and child car seats can reduce infant deaths by 71% and 
deaths among toddlers and children under 3 years of age by 54%.

● However, it's important to note that the effectiveness of these car seats relies on proper sizing 
and correct installation. Ensuring that the car seat is appropriate for the child's size and age, as 
well as correctly installing it, are essential factors in maximizing their effectiveness against 
injuries and fatalities.

● For instance, rear-facing infant seats are designed to be installed in the back seat of the vehicle, 
facing the rear of the car. This setup is suitable for infants or babies who are less than about 2 
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years old and weigh around 20 to 30 pounds. Convertible safety seats offer flexibility, as they 
can be used in both rear-facing and forward-facing positions. As the child grows, regular car seat 
belts can be used when they reach a weight of at least 40 pounds and are around 4 years old.

Identify and Verify Prescriptions for Treatments That May Contribute to an Accident or Injury 
(Non-Medications)

● Apart from medications, certain treatments, such as physical therapies or interventions, may 
pose risks if not administered correctly. Healthcare providers should thoroughly assess 
treatment plans, verify prescriptions, and ensure that procedures are carried out safely.

● Provide the Client with an Appropriate Method to Signal Staff Members. Ensuring that clients 
have a reliable and efficient method to signal staff members is essential for their safety and 
well-being. Prompt responses to these signals can prevent accidents and injuries. 

Here are some key points to consider when providing clients with an appropriate method to signal 
staff:

● Importance of Timely Response: The timely response to client calls for assistance is crucial in 
preventing accidents and ensuring their safety. Delayed responses to call signals can lead to 
unnecessary injuries that could have been avoided with prompt attention.

● Adaptation to Client Needs: Different clients have varying abilities to signal for help. While 
some clients can use call bells and lights effectively, others may only be able to call out verbally. 
It's important to adapt the signaling method based on each client's capabilities to ensure that 
their requests for assistance are promptly addressed.

● Placing Clients Near Activity: Clients who are unable to use call bells or call out for help should 
be strategically placed in areas with higher activity, such as near the nursing station. This allows 
staff members to monitor and respond to verbal requests for assistance even when traditional 
signaling methods cannot be used.

● Contingency Plans: In cases of utility failures or malfunctions in the facility's call bell system, 
alternative signaling methods should be available. Hand-held bells or buzzers can be provided to 
clients to ensure they can communicate with nursing staff even during electrical outages or 
system failures.

● Environmental Factors: Consider any environmental factors that may affect a client's ability to 
signal for help. For instance, clients with visual or hearing impairments may require specialized 
signaling devices that cater to their needs.

Facilitate the Client to Reduce Stress on Specific Muscle and Skeletal Groups:

● For clients who are bedridden or have limited mobility, healthcare providers can assist in 
positioning and repositioning to reduce the risk of pressure injuries and musculoskeletal strain.

Routine Stretching, Range of Motion Exercises, and Frequent Position Changes:
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● Clients who are immobile or have limited mobility can benefit from routine stretching and range 
of motion exercises to maintain joint flexibility and prevent contractures.

● Frequent position changes help distribute pressure and reduce the risk of pressure ulcers in 
clients who are confined to bed or a wheelchair.

Preventing Pressure Ulcers

Bedsores, also known as pressure ulcers, occur when the skin and underlying tissues are damaged due 
to prolonged pressure on the skin. These sores typically form on areas of the body where the skin 
covers bony areas, like the heels, ankles, hips, and tailbone. Bedsores are more likely to develop in 
individuals with medical conditions that restrict their ability to reposition themselves or those who 
spend a significant amount of time in a bed or chair. The role of a nurse in preventing pressure ulcers is 
of utmost importance, and here are several actions you can take to ensure your clients remain free from 
pressure ulcers.

● Precisely evaluate and stage pressure 
sores.

● Apply efficient methods to alleviate and 
redistribute pressure.

● Enhance wound care and facilitate the 
healing process.

● Handle pain and discomfort linked to 
pressure injuries.
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● Prevent infections through appropriate 
wound hygiene and antimicrobial 
therapies.

● Offer guidance on self-care and 
preventive actions.

● Tackle root causes that contribute to 
pressure injuries, such as immobility or 
inadequate nutrition.

● Oversee and address complications like 
cellulitis or deep tissue damage.

● Work jointly with a diverse healthcare 
team for all-inclusive care.

● Consistently reevaluate and document 
the progress of pressure injuries.

These preventive measures are tailored to address specific risks and promote client safety in various 
healthcare settings. By providing comprehensive care and addressing potential hazards, healthcare 
providers can significantly contribute to the well-being of their clients and enhance overall client safety.

Recognizing the Signi�icance of Accurate Identi�ication

Ensuring accurate client identification is a critical step in providing safe and effective healthcare. Proper 
identification helps prevent medical errors, improve client outcomes, and maintain the highest 
standards of care. Here's an overview of the key aspects of proper client identification:

Importance of Proper Identification

● Essential in All Aspects of Care: Accurate client identification is necessary during every stage of 
nursing care, from medication administration to surgical procedures. It helps ensure that the 
right care is provided to the right client.

● Two Unique Identifiers: At least two unique identifiers, other than room numbers, should be 
used to correctly identify a client. These identifiers can include a unique code number, full name 
along with date of birth, encoded barcode bracelet, or a photograph.

● Room Numbers Not Sufficient: Room numbers are not considered unique identifiers because 
clients or residents can enter the rooms of others, especially if they are confused. Relying solely 
on room numbers can lead to identification errors.

Clients at Risk for Identification Errors

● Confused Clients: Clients who are confused or disoriented are at higher risk for identification 
errors. Their inability to accurately provide their information increases the likelihood of mistakes.

● Comatose Clients: Clients in a comatose state cannot verify their identity, making proper 
identification crucial for delivering the right care.

● Language Barriers: Clients with a primary language other than English may face challenges in 
communicating their identity, emphasizing the need for accurate identification methods.

● Similar Names: Clients with identical or similar names to other clients in the facility are at risk 
for identification errors. Steps must be taken to differentiate between clients with similar names.
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Preventing Medical Errors

● Wrong Client Surgery: Proper identification helps prevent instances of wrong client surgeries, 
ensuring that procedures are performed on the correct individuals. To avoid this, many hospitals 
practice a time-out. This can only be effective if it involves the entire surgical team, and they 
actively participate. This means every team member, including the circulator, surgeon, 
anesthesia provider, scrub tech, and any other staff present, must audibly respond. The 
circulator confirms the client's identity using their wristband, and all team members verbally 
acknowledge this. The nurse announces the correct surgical site and procedure, and once again, 
everyone verbally confirms. Active participation entails more than just passive agreement like 
nodding.

● Medication Errors: Accurate client identification is vital to prevent medication errors, ensuring 
that medications are administered to the right clients in the correct doses.

● Treatment and Procedure Accuracy: The provision of accurate treatments and procedures 
relies on proper client identification, reducing the risk of errors that could harm clients.

Formalized Policies and Procedures

● Healthcare Facilities Policies: Healthcare facilities have established formal policies and 
procedures for client identification. These guidelines outline the correct methods for identifying 
clients accurately.

● Barcoded Client Identification: Some facilities use barcoded client identification bands, 
allowing healthcare providers to scan and verify client information electronically.

● Client Identification Wristbands: Wristbands may include unique identifiers, client allergies, 
and specific alerts, such as "do not resuscitate" status, to ensure proper care delivery.

Implementing Seizure Precautions

Implementing seizure precautions is essential to protect at-risk clients from injury and ensure their 
safety during seizure episodes. Healthcare providers, particularly nurses, play a crucial role in identifying 
clients who may be prone to seizures and taking necessary precautions. Here are some important steps 
in implementing seizure precautions:

Assessing the Client's Physical Status: Conduct a thorough assessment of the client's physical status, 
including cardiac and respiratory functioning, to identify any underlying conditions that may contribute 
to seizure risk.

Identifying Risk Factors: Identify risk factors that may increase the likelihood of seizures, such as 
Alzheimer's disease, illicit drug use, certain prescription drugs, overdose of illicit drugs, personal or 
family history of seizures, cerebral tumors, and infections.

Recognizing Alcohol Withdrawal: Clients experiencing alcohol withdrawal may be at risk for seizures. 
Monitor their condition closely and implement appropriate seizure precautions.
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Identifying Other Risk Factors: Be aware of other risk factors that may increase the likelihood of 
seizures, such as hepatic failure, renal failure, exposure to toxins, hypertension, hypoglycemia, extreme 
stress, and certain diseases like syphilis, sickle cell anemia, and Whipple's disease. Abnormal hormonal 
changes can also contribute to seizure risk.

Seizure precautions may include:

● Maintaining a safe environment: Clearing the client's surroundings of any potential hazards or 
objects that may cause harm during a seizure episode.

● Padding hard surfaces: Placing pads or cushions on the floor or surrounding furniture to 
minimize the risk of injury during a fall.

● Using side rails on the bed: Side rails can help prevent clients from falling out of bed during a 
seizure.

● Monitoring closely: Continuous monitoring of at-risk clients to promptly respond to any seizure 
activity and provide immediate care if needed.

● Providing education: Educating the client, their family, and caregivers about seizure 
precautions, recognizing warning signs, and knowing what to do during a seizure episode.

By implementing appropriate seizure precautions and closely monitoring at-risk clients, healthcare 
providers can reduce the risk of injuries and ensure the safety and well-being of those prone to seizures. 
A collaborative approach involving healthcare professionals, clients, and their support systems is crucial 
in managing seizure risks effectively.

Ergonomic Principles 

To ensure the safety and well-being of both yourself and the client, it is essential to be well-versed in 
ergonomic principles while providing care. This involves utilizing assistive devices and employing 
proper lifting techniques. Evaluate the client's ability to maintain balance and use assistive devices like 
crutches or walkers to tailor a suitable care plan.

For clients with repetitive stress injuries, offer guidance on body positions that can alleviate or prevent 
such injuries. Likewise, for those with conditions affecting specific skeletal or muscular groups, it is vital 
to understand their needs and educate them about necessary adjustments. This may involve regular 
changes in positions and incorporating routine stretching exercises targeting the shoulders, neck, arms, 
hands, and fingers.

Moreover, safeguarding yourself requires not only mastering appropriate lifting techniques for client 
movement and transfers but also adopting the correct posture during your daily routines. Technology 
and devices like computer workstations and monitors can add physical stress unknowingly, leading to 
issues such as overextended wrists, slouching, unsupported sitting, or straining to view poorly placed 
monitors. Knowing how to properly adjust workstations to minimize awkward movements and repetitive 
actions is crucial to minimize physical strain and potential discomfort.
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Assess the Client

Ergonomics, a scientific discipline, focuses on optimizing human well-being within the environment. As 
healthcare providers, it is crucial to assess and address the client's needs to enhance their overall safety 
and comfort. One key aspect is evaluating the client's ability to maintain balance and transfer safely. 
This assessment guides the development of a personalized care plan, ensuring that appropriate 
measures are taken to support the client's mobility and movement.

Additionally, assessing the client's capacity to utilize assistive devices like walkers or canes is essential 
for facilitating their ambulation. Integrating these devices into the client's plan of care helps promote 
independence and confidence in their mobility.

Collaboration with physical therapists and other healthcare providers plays a vital role in furthering the 
client's muscular strength, coordination, and balance. Working together as a team, healthcare 
professionals can provide comprehensive support to improve the client's functional abilities and overall 
well-being. By incorporating ergonomic principles, assessing the client's abilities, and collaborating with 
the multidisciplinary team, healthcare providers can create a holistic approach to care, ensuring the best 
possible outcomes for their client’s health and quality of life.

Body Mechanics 

Body mechanics is the practice of utilizing correct posture, bodily alignment, balance, and 
movements to safely perform tasks such as bending, lifting, and carrying objects and people. It is crucial 
to educate clients about proper body positions to prevent repetitive stress injuries and maintain overall 
well-being.

Repetitive stress injuries can result from prolonged and intense activities without breaks, as well as poor 
posture, bodily alignment, and exposure to stress or cold temperatures. The muscles most commonly 
affected by these injuries include those of the wrist, forearm, elbow, fingers, hands, neck, and 
shoulders.

By providing instruction and information on body mechanics, clients can learn to protect themselves 
from potential injuries and maintain their physical health. Encouraging breaks during prolonged 
activities and promoting good posture and alignment are essential for reducing the risk of repetitive 
stress injuries and maintaining optimal musculoskeletal health.

Client Positioning

Client positioning is a fundamental aspect of healthcare to ensure comfort, safety, and proper 
anatomical alignment. To prevent issues such as pressure ulcers and skin damage, it's advisable to 
reposition the client every two hours. When moving clients, it's important to use lifting techniques rather 
than sliding them to minimize friction, which can otherwise lead to skin abrasion, increasing the risk of 
skin breakdown. Among the various positions used, Fowler's position is widely employed for clients in 
bed due to its anatomical correctness. Different client positions serve distinct purposes and cater to 
specific medical needs:
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● Prone Position: The client lies face down, which is useful for procedures involving the back or 
spine.

● Supine Position: The client lies face up, facilitating examination and access to the front of the 
body.

● Right Lateral Recumbent: The client lies on the right side, suitable for certain medical 
conditions or during recovery.

● Left Lateral Recumbent: Similar to the right lateral recumbent, the client lies on their left side, 
offering a different perspective for specific needs.

● Trendelenburg Position: The client's head is lower than their feet, often used in surgical 
procedures or to assist with venous return.

● Lithotomy Position: The client lies on their back with hips and knees flexed and thighs apart, 
commonly utilized for gynecological exams and procedures.
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Each client position serves a unique purpose in medical care, and healthcare providers carefully select 
the most appropriate position based on the client's condition and the requirements of the procedure or 
treatment.

Proper Body Mechanics: Lifting and Moving

Proper body mechanics are crucial when lifting and moving objects or clients in healthcare settings. 
Adhering to these principles helps prevent injuries and ensures the safety of both the healthcare 
provider and the client. Here are essential guidelines for lifting and moving:

● Bend at the Knees: When lifting, bend your knees and use your leg muscles instead of your back 
to minimize strain on the spine.

● Keep Feet Shoulder-Width Apart: Maintaining a wide stance helps stabilize your center of 
gravity, promoting balance during lifting and moving tasks.

● Get Help: Avoid attempting to lift heavy objects or clients alone. Always seek assistance from 
colleagues or appropriate equipment to share the load safely.

● Avoid Twisting and Lifting: Refrain from twisting your body while lifting; instead, pivot your feet 
to change direction.

● Push, Don't Pull: When possible, push objects or equipment rather than pulling them, as 
pushing is generally safer for your back.

● Avoid Using Your Back: Use your leg and arm muscles to perform lifting tasks, keeping your 
back as straight as possible.

● Employ Slow, Smooth, and Non-Jerky Movements: Perform lifting and moving tasks with 
steady and controlled movements to reduce the risk of injury.

Remember, taking care of yourself is paramount to providing quality care to your clients. Injuries can 
hinder your ability to help others, so prioritize your safety and well-being while carrying out lifting and 
moving tasks in the healthcare setting.

Assistive Lifting Devices

Assistive lifting devices play a crucial role in safely transferring and moving clients, especially those with 
limited mobility or weight-bearing abilities. These devices help healthcare providers avoid unnecessary 
strain and reduce the risk of injury to both the client and the caregiver. Here are some common assistive 
lifting devices:

● Gait Belt: A gait belt is a sturdy belt placed around the client's waist to provide support and 
stability during standing, transferring, and ambulation. It allows caregivers to have a firm grip on 
the client and assist in maintaining balance.
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● Slide Boards: Slide boards are used to move clients from one flat surface to another, such as 
from a bed to a wheelchair. They minimize friction and facilitate smooth transfers, making it 
easier for both the client and the caregiver.

● Mechanical Lifts: Mechanical lifts are essential tools for transferring and moving clients who 
require extensive assistance, such as those who are obese or unable to participate in their 
transfers due to paralysis or severe weakness. These lifts use hydraulics or electric power to lift 
and move clients with minimal effort from the caregivers.

● Transfer Slings: Transfer slings are specialized lifting devices designed to safely lift and move 
clients who need full-body support during transfers, particularly those with limited 
weight-bearing ability.

● Hoyer Lifts: Hoyer lifts are a type of mechanical lift commonly used in healthcare facilities to 
safely transfer clients from beds to wheelchairs, chairs, or other surfaces.

By utilizing these assistive lifting devices, healthcare providers can ensure the well-being of both clients 
and caregivers during transfers and movements. Proper training and familiarity with the devices are 
essential to their safe and effective use. Additionally, choosing the appropriate device based on the 
client's needs and condition is critical to maintaining a safe and comfortable healthcare environment.

I. Handling Hazardous and Infectious Materials

Biohazardous Materials

Employee safety is a top priority, and it involves various aspects, such as the proper use of equipment 
and the safe handling of hazardous chemicals. Material Safety Data Sheets (MSDS) are essential 
documents required by the Occupational Safety and Health Administration (OSHA), to provide 
detailed information on chemicals used in the workplace.

Knowing standard precautions against blood-borne pathogen exposure is crucial. OSHA standards, in 
line with recommendations from the Centers for Disease Control and Prevention (CDC), emphasize the 
use of gloves and face and eye protection. Understanding proper procedures for needlestick incidents, 
environmental infection control, and relevant information regarding latex allergies for both staff and 
clients is vital. Ensure access to latex-free gloves and carts containing the necessary latex-free products 
when necessary.

Identifying biohazardous, flammable, and infectious materials is essential, along with knowing how to 
control their spread. Employees should be well-versed in handling biohazardous materials and 
demonstrate safe practices to both staff and clients.

The Needlestick Safety and Prevention Act is significant legislation designed to safeguard healthcare 
workers. Recapping needles is the number one reason for needle sticks, avoid recapping needles or 
breaking them before disposal. Ensure that sharps containers are readily available in each client room 
and medication area. Ensure sharps containers do not exceed the full line. 
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● Biohazardous materials, including sharp items and bed linens contaminated with blood or bodily 
fluids, pose a potential threat to human health. These biological wastes can be hazardous to 
both clients and healthcare staff. 

● Exposure to hazardous waste places clients, staff, and visitors at risk of contracting bloodborne 
pathogens and other infectious agents transmitted through bodily fluids. Thus, it is crucial to 
handle and dispose of these materials properly to prevent the spread of infections and ensure a 
safe healthcare environment.

● To comply with legal requirements and ensure safety, all healthcare facilities must establish 
comprehensive policies and procedures for the proper labeling, storage, use, and disposal of 
biohazardous materials. These guidelines aim to protect everyone involved and minimize the risk 
of exposure to harmful pathogens.

By following these protocols and promoting awareness among staff, healthcare facilities can effectively 
manage hazardous materials, reducing the potential for infections and ensuring the well-being of all 
individuals within the healthcare setting.

Handling Biohazardous Materials

To ensure the safe handling of hazardous materials, healthcare facilities implement various preventive 
measures, including:

● Use single-client disposal supplies and equipment, such as disposable, single-use blood 
pressure cuffs, to minimize cross-contamination.

● Employ needleless systems whenever possible to reduce the risk of needlestick injuries and 
exposure to bloodborne pathogens.

● Practice regular hand hygiene to prevent the spread of infectious agents.

● Adhere to standard and special transmission precautions, including the use of personal 
protective equipment (PPE), to protect against potential exposures.

● Utilize red biohazardous waste containers and bags for the proper disposal of hazardous 
materials.

● Create a neutral zone in surgical areas and other settings where invasive procedures are 
performed, ensuring the safe handling of biohazardous materials.

● Safely dispose of sharps at healthcare facilities, clients' homes, and within the community. 
Never recap, bend, or break needles; instead, always dispose of them in designated sharps 
containers.

By implementing these preventive measures and promoting awareness among healthcare staff, the risks 
associated with handling biohazardous materials are minimized, ensuring the safety and well-being of 
both healthcare workers and clients.
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To ensure the safe handling and disposal of biohazardous materials, including used needles, various 
community-based options are available:

● Community Drop Boxes and Supervised Collection Sites: Many doctors' offices, hospitals, 
pharmacies, health departments, and fire stations provide designated drop boxes for the safe 
disposal of used needles. These sites are supervised and ensure proper handling and disposal of 
biohazardous materials.

● At-Home Needle Destruction Devices: Sharps users can utilize at-home needle destruction 
devices that safely render used needles unusable, reducing the risk of accidental injuries.

● Syringe Exchange Programs: Some communities offer syringe exchange programs, where 
sharps users can safely exchange used needles for new ones at no cost. These programs 
promote safe disposal and help prevent the spread of infections.

● Mail-Back Programs: Another option is mail-back programs, where individuals can dispose of 
sharps by mailing them in special containers to designated collection centers for a fee. This 
approach allows for safe and convenient disposal, particularly for those in remote areas.

By providing accessible and safe disposal options, communities can minimize the risks associated with 
biohazardous materials, protect public health, and maintain a clean and secure environment. Proper and 
responsible disposal of biohazardous materials is essential for the well-being of both healthcare workers 
and the general public.

Flammable and Combustible Materials

Flammable and combustible materials used in healthcare settings, such as gases like oxygen and 
nitrous oxide, as well as flammable and combustible liquids found in cleaning fluids and aerosol cans, 
must be stored safely and handled with caution.

To ensure proper storage and handling, individual canisters or a centralized medical gas delivery system 
can be used in client care areas. Containers must meet the requirements specified by the US 
Occupational Safety and Health Administration (OSHA), including appropriate design, construction, 
and labeling.

For centralized medical gas delivery systems, emergency shut-off valves are mandated to provide a 
quick response in case of emergencies or potential hazards. These safety measures help prevent 
accidents and ensure the well-being of both healthcare providers and clients.
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By adhering to OSHA regulations and implementing appropriate safety protocols, healthcare facilities 
can effectively manage flammable and combustible materials, mitigating potential risks and creating a 
safer environment for everyone involved.

Oxygen Safety

Oxygen safety is of paramount importance both in healthcare facilities and in home environments. To 
ensure a safe environment, the following measures should be observed:

● "No Smoking" signs: Post clear and visible "No Smoking" signs in areas where oxygen is 
present. Oxygen supports combustion, and smoking in these areas can lead to fires or 
explosions.

● Avoid synthetic fibers and fabrics: Keep all synthetic fibers and fabrics away from the oxygen 
source, as they can easily catch fire in the presence of high oxygen levels.

● Avoid flammable liquids: Do not use any flammable liquids, such as acetone or alcohol, near 
the oxygen source, as they can also ignite easily.

● Secure and transport oxygen canisters safely: In both healthcare facilities and homes, oxygen 
canisters must be properly secured to prevent tipping or falling. When transporting oxygen 
canisters, ensure they are carried stably and securely to prevent accidents.

By adhering to these safety measures, healthcare providers and individuals can minimize the risks 
associated with oxygen use and create a safer environment for everyone involved. Proper awareness and 
precautionary measures are essential to prevent potential hazards and ensure the well-being of clients 
and caregivers.

Radiation Therapy

Special radiation precautions are essential when a client is undergoing brachytherapy to minimize 
radiation exposure and ensure safety. These precautions include:

● Minimize time: Limit the duration of time spent in the client's room to reduce radiation 
exposure.

● Private room: Place the client in a private room to control access and protect others from 
radiation exposure.

● Restrict activities: Prohibit the client's activities outside of their room to maintain a controlled 
environment.

● Bed rest: Initiate complete bed rest until the treatment is discontinued to minimize movement 
and potential exposure.

● Education: Educate family members and other visitors about radiation safety measures and the 
importance of following guidelines.
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● Containment: Retain all supplies and equipment used in the client's room until they are deemed 
safe for disposal.

● Reporting: Promptly report any concerns or incidents related to radiation safety to ensure timely 
intervention if necessary.

Radiation safety is based on three fundamental principles: time, distance, and shielding. Minimizing the 
time spent in the vicinity of a radiation source, increasing the distance from the source, and using 
appropriate shielding materials all contribute to reducing radiation exposure and promoting a safe 
environment for both clients and healthcare providers. Following these precautions and safety principles 
is crucial to ensuring the well-being of everyone involved in brachytherapy procedures.

J. Reporting of Incidents, Events, Irregular Occurrences, or Variance
Incident reports serve as valuable tools to identify potential areas of liability exposure and to address 
and prevent recurring problems. Accurate identification of situations requiring incident or unusual 
occurrence reports is a crucial skill for healthcare professionals. Each hospital may have its specific 
procedures, but the primary focus should always be on preventing further harm to individuals. 
Evaluating the response to the incident is essential to ensuring effective corrective actions are taken to 
prevent future errors. While recording the incident's facts in the medical record is necessary, it is 
important not to include a copy of the incident report or make any reference to its existence in the 
medical record to maintain confidentiality and avoid potential legal issues. The ultimate goal of incident 
reporting is to enhance client safety and improve the quality of care provided.

Reporting

Reporting incidents, events, irregular occurrences, and variances are vital aspects of healthcare facility 
protocols. It ensures that crucial information is documented and can be used to identify trends and 
potential areas for improvement. When creating an incident report, specific details such as the date, 
time, and location of the event are recorded, along with a clear and concise account of the factors 
involved. This sounds like only factual information. The names of individuals affected and any witnesses 
are included, as are any injuries sustained and the care and treatment provided. Additionally, if the 
client's doctor and family were contacted, it should be noted in the report.

The collected data from these reports is subject to analysis and tracking. This process helps healthcare 
facilities assess and address potential risks, identify patterns, and develop strategies to prevent similar 
incidents from recurring. By fostering a culture of reporting, healthcare providers can prioritize client 
safety and continuously improve the quality of care they deliver.

Near Misses

A near-miss event happens more frequently than adverse client events. A near miss is defined as an act 
of commission or omission that could have harmed the client but did not cause harm as a result of 
chance, prevention, or mitigation. The three goals of near misses are:
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● Modeling: to gain a qualitative insight into how (small) failures or errors develop into near 
misses and sometimes into adverse events. Eventually, this insight should make it possible to 
identify the set of factors leading to the initial failures, as well as those enabling/promoting 
timely and successful recovery. 

● Trending: to gain quantitative insight into the relative distribution of failure and recovery factors 
by building a database of underlying root causes of a large number of near misses. This database 
allows trending of the relative frequency of the various factors over time and thus provides a way 
to prioritize the most prominent factors as possible targets for error-reduction or recovery 
promotion interventions.

● Mindfulness: to maintain a certain level of alertness to danger, especially when the rates of 
actual injuries are already low within an organization. 

Practice Error

Recognizing and reporting medical errors and near misses, also known as sentinel events, is crucial to 
ensuring client safety and improving healthcare practices. Any instances of wrong-site surgery, 
wrong-client surgery, or medication errors must be promptly identified, documented, and reported 
according to the healthcare facility's policies.

When such errors occur, the nurse plays a critical role in assessing the client's condition, providing the 
necessary care resulting from the incident, and documenting the client's responses to the interventions 
given. This documentation is essential for understanding the impact of the error on the client's health 
and determining appropriate follow-up actions.

Historically, incidents and accidents have been underreported, which can hinder efforts to address 
underlying issues and prevent future occurrences. Therefore, healthcare professionals must be 
encouraged and supported in reporting any practice errors or near misses to foster a culture of learning 
and improvement. By openly addressing and learning from mistakes, healthcare facilities can enhance 
client safety and deliver high-quality care.

Medication Errors

Medication errors pose a significant threat to client safety and are a leading cause of hospital deaths and 
legal issues involving healthcare providers and facilities. To prevent these errors, healthcare 
professionals follow the five rights of medication administration: ensuring the right client receives the 
right drug, at the right time, in the right dose, and through the right route. For medication safety 
information, the Institute of Safe Medication Practice (ISMP) is renowned for being the gold standard 
in this area. ISMP comprises a diverse team of healthcare experts, such as nurses, pharmacists, doctors, 
and those in training. ISMP's endeavors are rooted in a non-punitive philosophy and solutions that are 
centered on systemic improvements. These efforts can be categorized into five essential domains: 
communication, cooperation, knowledge, education, and analysis.

Bar code medication administration (BCMA) utilizes barcodes to enhance medication safety and 
administration accuracy in healthcare settings. Before dispensing or administering medication to a 
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client, barcodes and barcode readers verify the medication's information. For optimal effectiveness, 
each individual dose should have a unique barcode on its packaging, specifying the drug and dosage. 
Additionally, staff should scan the client's identification band or device and their own identification 
badge to ensure that a qualified individual is administering the correct dosage to the correct client.

If any part of a medication order is missing or unclear, it is essential not to administer the medication. In 
such cases, the principle of "When in doubt, check it out!" applies, requiring healthcare professionals to 
contact the prescribing physician for clarification before proceeding with the administration.

Client safety is paramount, and adhering to these medication administration principles helps reduce the 
risk of harmful drug interactions or incorrect dosing. By promoting a culture of double-checking and 
open communication with physicians, healthcare providers can work together to ensure the safe and 
effective delivery of medications to clients.

Medication Administration

Medication administration is a critical aspect of nursing practice, and nurses must be proficient in 
various methods, including IV drips. While many healthcare facilities use IV pumps to ensure accurate 
and controlled medication delivery, nurses must also be well-versed in manual calculations, such as 
drop factor problems, for their licensing exams like NCLEX.

Understanding drops factor problems is essential because they test a nurse's ability to calculate the flow 
rate of IV medications based on the number of drops per milliliter and the prescribed infusion rate. This 
skill ensures that nurses can administer medications safely and accurately even in situations where IV 
pumps may not be available or reliable.

Having a solid grasp of drop factor calculations is not only essential for NCLEX's success but also for 
providing safe client care in various healthcare settings. Nurses must continue to refine their medication 
administration skills throughout their careers to ensure the best outcomes for their clients.

Complications of IV Therapy

Infiltration, phlebitis, and extravasation are all complications that can occur during IV therapy, but they 
differ in their nature and treatment.

● Infiltration happens when the IV fluid or medication leaks into the surrounding tissues instead 
of flowing into the vein. It is usually caused by dislodgement or displacement of the IV catheter 
from the vein. Signs of infiltration include swelling, coolness, and pallor around the IV site. 
Treatment involves stopping the infusion, removing the IV catheter, elevating the affected limb, 
applying warm compresses (if not contraindicated), and monitoring the site for improvement.

● Phlebitis is the inflammation of the vein, often caused by irritation from the IV catheter or the 
infused solution. Signs of phlebitis include redness, warmth, tenderness, and a palpable 
cord-like vein. Treatment involves discontinuing the IV infusion, removing the catheter, applying 
warm compresses (if not contraindicated), and elevating the limb. Anti-inflammatory 
medications may be prescribed for pain and inflammation relief.
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● Extravasation occurs when a vesicant or irritating medication infiltrates into the surrounding 
tissues. These medications can cause severe damage to the tissues, leading to blistering, 
necrosis, and tissue sloughing. Treatment varies based on the severity of the extravasation. For 
mild cases, the infusion may be stopped, and the IV site monitored closely. Severe cases may 
require the administration of an antidote or specific treatment depending on the medication 
involved. In some instances, surgical intervention might be necessary to remove damaged 
tissues.

Preventing these complications is essential in IV therapy. Nurses should regularly assess the IV site, use 
appropriate catheter sizes, secure the catheter properly, rotate the infusion sites, and monitor the 
infusion for signs of complications. Early detection and prompt intervention can help mitigate the effects 
of these complications and improve client outcomes.

Evaluate Client Response

Addressing a client's physical and psychological health and well-being is a fundamental responsibility of 
healthcare professionals. It involves not only addressing the physical symptoms and medical conditions 
but also considering the client's emotional, mental, and social needs.

When an error, event, or irregular occurrence occurs, the nurse must prioritize the client's safety and 
well-being. For instance, if a client experiences a fall, the nurse must immediately assess the client's 
neurological status and level of consciousness to identify any potential injuries or changes in their 
condition.

Once the immediate needs of the client have been addressed, the nurse must complete the necessary 
reporting and documentation of the incident. This includes accurately documenting the details of the 
event, the actions taken by the nurse, and the client's response to the incident. Proper documentation is 
crucial for client safety, quality improvement, and potential legal purposes.

Additionally, the nurse should also consider the psychological impact of the event on the client. They 
may experience fear, anxiety, or stress following an incident. Providing emotional support, listening to 
the client's concerns, and involving them in the care plan can contribute to their overall well-being and 
recovery.

K. Safe Use of Equipment, Restraints & Safety Devices

Inspect Equipment for Safety Hazards

Ensuring the safe use of equipment is crucial in client care procedures and treatments. It is essential to 
inspect the equipment before use to verify its safety and proper functioning. When clients require 
equipment for home use, it becomes equally important to educate them on its safe and proper usage.

In case any equipment is found to be unsafe or malfunctioning, it should be immediately removed from 
use, and label the equipment indicating the issue. If there is a designated area for broken equipment, 
place it there and promptly report the issue to the appropriate personnel.
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By adhering to these practices, we can minimize the risk of accidents and enhance the overall safety and 
well-being of both clients and healthcare providers.

Ensuring the safety of equipment is a vital responsibility for all users. Every individual should receive 
proper instructions and training to use the equipment independently and competently. If a healthcare 
provider feels unsure or lacks confidence in operating the equipment, they must seek assistance from a 
qualified professional.

Regular safety inspections are crucial to identifying unsafe equipment. If any equipment is found to be 
unsafe, it should be immediately removed from service and sent to the appropriate department 
responsible for ensuring its safety and proper maintenance.

Documenting evidence of preventive maintenance is essential to keep track of equipment safety and 
performance over time.

Ultimately, the safe use of equipment depends on both the competence of the user and the proper 
maintenance and inspection of the equipment itself. By adhering to these practices, we can enhance the 
overall safety and well-being of everyone involved in healthcare processes.

Facilitate Safe Use of Equipment

Facilitating the safe use of equipment requires several essential measures:

● Comprehensive Education and Training: Ensure that all users receive thorough education and 
training on the proper and safe use of equipment. This includes both staff and clients who may 
perform self-care at home.

● Validated Competency: Document and validate the competency of individuals to use specific 
equipment. Competency assessments should be conducted by qualified personnel to ensure 
that users are skilled and capable.

● Preventive Maintenance: Regularly schedule and perform preventive maintenance on all 
equipment. This helps identify and address potential issues before they escalate into safety 
hazards.

● Removal of Unsafe Equipment: Promptly remove any equipment found to be unsafe from 
service. Properly label and report the issue to the appropriate department for resolution.

● Client Education: Educate clients on the safe use of equipment they may be using at home. 
Teach them to inspect and maintain the equipment regularly, such as checking rubber tips on 
walkers, canes, and crutches.

Restraints 

A restraint is any method, whether physical or chemical, that limits a client's ability to move freely and 
can't be easily removed by the client. An example of physical restraint is a vest used to prevent falls, 
while sedating medication for behavioral control falls under chemical restraints. Both methods restrict a 
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person's mobility. Additional examples of physical restraints encompass padded wrist restraints, 
securing a person with a sheet in a chair, bed side rails, mittens to prevent IV line tampering, as well as 
arm, leg, shackles, and leather restraints. When considering the use of restraints, it is essential to assess 
the need and appropriateness of the type of restraint, and to explore alternate preventive measures 
whenever possible. The principle of using the least restrictive restraint should be followed to promote 
the client's autonomy and safety.

During the application of restraints, continuous monitoring and provision of client care are crucial to 
ensure their well-being. Regular assessments should be performed to evaluate the client's response to 
the restraints and any changes in their condition.

Understanding Restraints and Their Terminology

In the context of client care, it's crucial to comprehend the terminology related to restraints and their 
usage. Let's delve into these terms and their meanings:

● Physical Restraint: As defined by the Centers for Medicare and Medicaid Services, a physical 
restraint involves any device, material, or equipment attached to or near the client's body, 
restricting movement or access, which the individual can't remove easily. Examples include 
vests to prevent falls, soft padded wrist restraints, side rails on the bed, and mittens to prevent 
the pulling of intravenous lines. 

● Chemical Restraint: According to the Centers for Medicare and Medicaid Services, a chemical 
restraint pertains to a drug used for convenience or discipline, rather than medical symptom 
treatment. The administration of such medications should be carefully considered and closely 
monitored to avoid unnecessary use and to protect the client's rights and safety.

● Safety Device (Protective Device): Distinct from a restraint, a safety device is customarily 
utilized for specific treatments. While they limit movement, safety devices aren't classified as 
restraints due to their customary use. An example is an intravenous arm board, employed to 
stabilize IV lines.

● Preventive Measures: These encompass actions taken to avert the necessity of using restraints.

● Least Restrictive Restraint: This term pertains to the restraint allowing the maximum 
movement freedom to cater to the client's needs. For instance, mittens represent the least 
restrictive option to safeguard catheters and vital medical lines like intravenous or central 
venous devices.

Physical restraint examples include vests to prevent falls, soft padded wrist restraints, side rails on the 
bed, and mittens to prevent the pulling of intravenous lines. When considering the use of restraints, it is 
essential to assess the need and appropriateness of the type of restraint, and to explore alternate 
preventive measures whenever possible. The principle of using the least restrictive restraint should be 
followed to promote the client's autonomy and safety.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                123



During the application of restraints, continuous monitoring and provision of client care are crucial to 
ensure their well-being. Regular assessments should be performed to evaluate the client's response to 
the restraints and any changes in their condition.

Chemical restraint involves the use of sedating medications to control disruptive behavior. The 
administration of such medications should be carefully considered and closely monitored to avoid 
unnecessary use and to protect the client's rights and safety.

Overall, the use of restraints should be approached with caution and only considered when other 
methods of managing behavior or promoting safety have been exhausted or are deemed ineffective. 
Client safety, comfort, and dignity must be paramount when implementing restraint measures.

Evaluating the Suitability of Restraint Type

Nurses play a crucial role in evaluating and determining whether a client requires restraint or seclusion. 
Furthermore, they meticulously assess the suitability of the chosen restraint or safety device, taking into 
account the client's present condition and behaviors. This assessment process is not a one-time event 
but an ongoing, systematic evaluation to ensure the client's safety and fulfillment of their needs when 
restraints or seclusion are deemed necessary.

These assessments delve into various aspects, including the appropriateness of the restraint type within 
the broader context of the client's condition. It involves considering whether the restraint is the least 
restrictive option available and whether its use can be minimized in terms of duration.

By conducting these comprehensive assessments, nurses strive to strike a balance between ensuring 
safety, upholding the client's well-being, and adhering to the principle of using the least intrusive 
method for the shortest possible period. This thoughtful and diligent approach reflects the dedication of 
healthcare professionals to both their clients' safety and their overall quality of care.

Adhering to Restraint and Safety Device Regulations

In accordance with the standards set by the Joint Commission on the Accreditation of Healthcare 
Organizations and the Centers for Medicare and Medicaid Services, a comprehensive framework of 
regulations and requirements guides the use of restraints and safety devices. These protocols include:

● Initiation and Prevention: Focusing on prevention, healthcare professionals are directed to 
initiate and evaluate measures that can potentially avert the need for restraints.

● Least Restrictive Restraint: Emphasizing the client's well-being, the guidelines stress the 
importance of using the least restrictive restraint when such measures become necessary.

● Monitoring and Care: Vigilant monitoring of the client during the period of restraint application 
is a critical requirement. Adequate care must be provided to clients who are subjected to 
restraint use. The following must be assessed and documented: client behavior that indicates 
the continued need for restraints, client’s mental status, including orientation, number and type 
of restraints used and where they’re placed, condition of extremities, including circulation and 
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sensation, extremity range of motion, client’s vital signs, skin care provided, and that food, fluid, 
and toileting offered.

Alternative Preventive Measures

Employing alternative measures is instrumental in reducing the reliance on restraints. Below are some 
alternative strategies that diminish the necessity of restraints for various purposes:

Prevent Falls

To prevent falls, it is crucial to implement alternative measures that address the client's specific risk 
factors. These measures include:

● Accurate assessment for the risk of falls: Conduct a thorough assessment to identify clients at 
risk of falling based on factors such as age, medical conditions, medications, mobility, and 
history of falls.

● Initiation of falls risk interventions: Implementing specific interventions tailored to each 
client's risk profile. This may include providing assistance with ambulation, using assistive 
devices, or modifying the environment.

● More frequent monitoring: Increasing the frequency of checks and assessments for high-risk 
clients to ensure their safety and timely assistance.

● Reminders to call for help: Encourage clients to call for assistance before getting out of bed or a 
chair to prevent falls.

● Reorientation of the person: Providing orientation and cues to clients who may be confused or 
disoriented, reducing the risk of falls.

● Use of bed and chair alarms: Implementing alarms that alert staff when a client attempts to get 
out of bed or a chair without assistance.

● Use of companions or sitters: Assigning a companion or sitter to stay with high-risk clients and 
provide additional support and supervision.

● Positioning near the nursing station: Place clients near the nursing station or an activity hub to 
facilitate closer observation and quick assistance if needed.

By proactively implementing these alternative measures, healthcare providers can significantly reduce 
the risk of falls and promote the safety and well-being of their clients.

Prevent Dislodgement

To prevent the dislodgement of medical tubes, lines, and catheters, it is essential to implement 
alternative measures that minimize the risk of unintended removal or interference. These measures 
include:
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● Discontinuing or changing treatment: When medically appropriate, discontinue or change the 
treatment that requires the tubes, lines, or catheters as soon as possible to reduce the risk of 
dislodgement.

● More frequent monitoring: Increase the frequency of monitoring to promptly identify any signs 
of dislodgement or interference and take immediate action.

● Use of companions or sitters: Assign a companion or sitter to provide close observation and 
support to clients who may be at risk of tampering with medical devices.

● Distraction techniques: Use distraction techniques to divert the client's attention away from the 
tubes, lines, or catheters, reducing the likelihood of unintentional manipulation.

● Reorientation of the person: Provide orientation and explanations about the purpose of the 
medical devices to help the client understand the importance of not touching or removing them.

● Constant reminders: Consistently remind the client about the significance of keeping the tubes, 
lines, or catheters in place and the potential consequences of dislodgement.

● Concealment of the medical devices: Whenever possible, position the tubes, lines, or catheters 
in a way that keeps them out of the client's view, making them less likely to be disturbed.

Prevent Violent Behaviors 

To prevent violent behaviors in clients, healthcare providers can implement alternative measures that 
aim to reduce triggers and promote positive behavior. Some of these measures include:

● Identifying and avoiding triggers: Conduct a thorough assessment to identify specific triggers 
that may lead to violent behaviors in the client. Once identified, make efforts to keep the client 
away from these triggers whenever possible.

● Behavior management techniques: Implement behavior management strategies to address 
and redirect violent behaviors effectively. These techniques may involve de-escalation methods, 
active listening, and using non-threatening communication.

● Stress management and relaxation techniques: Teach the client stress management and 
relaxation techniques, such as deep breathing exercises, mindfulness, or guided imagery, to help 
them cope with challenging situations without resorting to violence.

● Behavior modification techniques: Utilize behavior modification approaches to encourage 
positive behaviors and discourage violent tendencies. This may involve setting achievable goals, 
offering rewards for positive behaviors, and establishing consequences for violent actions.

● Positive and negative reinforcements: Provide positive reinforcements, such as praise or 
rewards, for displaying non-violent behavior and adhering to treatment plans. Conversely, apply 
appropriate consequences for violent outbursts to discourage such actions in the future.
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Restraint Orders

Before implementing the use of restraints on a client, a complete and valid doctor's order is mandatory. 
The order should include:

1. Reason and rationale for the use of restraints, explaining the necessity for this intervention.

2. Type of restraint to be used, specifying the specific restraint device or method.

3. Duration of the restraint, indicating how long the restraint will be in place.

4. The client's behavior that led to the decision to use restraints, providing insight into the client's 
condition.

5. Any additional instructions beyond the facility's policies and procedures that need to be 
followed.

However, in extreme emergencies, a registered nurse can initiate the use of restraints following an 
established protocol until a doctor's order is obtained, or the dangerous behaviors cease to exist. It is 
crucial to obtain the appropriate order as soon as possible to ensure proper documentation and 
compliance with regulations.

Using restraints without a valid and complete doctor's order is considered false imprisonment, which is a 
serious violation of the client's rights and can lead to legal repercussions. Therefore, it is essential to 
adhere to the proper procedures and guidelines to ensure the safe and ethical use of restraints when 
necessary.

Utilizing the Least Restrictive Approach

When the necessity arises for using restraints to address issues like falls or the dislodgment of tubes, 
lines, and catheters, the principle of employing the least restrictive restraint comes into play. Restraints 
are categorized by their degree of restrictiveness, ranging from the least to the most restrictive, 
including:

● Mitten restraints for preventing dislodgement of tubes, lines, and catheters.

● Wrist restraints for preventing dislodgement of tubes, lines, and catheters.

● Vest restraints to prevent falls and manage disturbed violent behavior.

● Arm and leg restraints for preventing violent behavior.

● Leather restraints, also used for preventing violent behavior.

It's essential to emphasize that restraints should never be utilized for staff convenience or as a form of 
client punishment.
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Continuous Monitoring of Restrained Clients

Vigilant monitoring of clients or residents under restraint is a critical responsibility. This monitoring 
encompasses observing the individual's physical condition, emotional well-being, and their reactions to 
the restraint or seclusion.

Key questions to consider during monitoring include:

● Is the client's safety ensured?

● Are the restraints properly secured and in place?

● Are the client's vital signs within the normal range?

● Is the skin color healthy and circulation optimal?

● Are the restraints appropriately adjusted without causing discomfort?

● Are the client's basic needs met, such as toileting, nourishment, and hydration?

● Is the person experiencing confusion?

● Is the client showing signs of agitation, anger, fear, or distress?

In the initial period following restraint application, frequent monitoring is essential, occurring every 15 
minutes for the first hour, conducted by a licensed independent practitioner (LIP) or qualified nurse. As 
stability is established and significant changes are absent, the monitoring frequency shifts to every 4 
hours for adults, every 2 hours for children aged 9 to 17, and at least every hour for those under 9 years 
of age.

Comprehensive Care for Restrained Clients

When caring for restrained clients or residents, attending to their needs is paramount. Regular 
documentation of care is required at intervals appropriate to the individual's restraint status:

● Range of Motion and Repositioning: Depending on the person's status (except during sleep), 
range of motion exercises and repositioning of the restrained body part are crucial to maintain 
circulation and comfort.

● Skin Care: Regular assessment and addressing of skin needs are essential components of care 
to prevent skin breakdown.

● Circulatory Status Check: Consistently evaluating the circulatory health of the restrained body 
part ensures early detection of any potential issues.

● Basic Needs: Fulfilling physical necessities like toileting, hydration, and nutrition is integral to 
ensuring the individual's well-being.
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● Psychological Needs: Fostering psychological well-being involves preserving independence, 
dignity, and minimizing anxiety.

Monitoring and Evaluating Client's Reaction to Restraints and Safety Devices

As the registered nurse oversees and evaluates the client's responses to restraints or safety devices, a 
comprehensive assessment is conducted, encompassing the client's mental and physical states, as well 
as their reaction to the restraint or safety device.

Mental Status Assessment

● Emotional State: Observing whether the person is experiencing fear, anxiety, or agitation.

● Cognitive State: Determining if the client is confused or disoriented.

● Behavioral State: Assessing whether the client or resident is displaying signs of anger, upset, or 
other emotional responses.

Physical Status Evaluation

● Safety and Comfort: Ensuring that the person is securely restrained without risk of harm, 
particularly in cases like vest restraints that could pose a strangulation risk.

● Respiratory and Circulatory Systems: Monitoring the client's respiratory and circulatory 
functions to ensure they remain within normal parameters.

● Hygiene and Comfort: Ensuring the person's comfort by assessing cleanliness and dryness.

● Skin Health: Checking for any signs of skin irritation or breakdown due to the restraint.

Response to Restraint Assessment

● Improvement: Determining if there's evidence of improvement in the client's condition that 
might justify a reduction in or removal of the restraint.

● Trial Releases: Conducting trial releases from restraints and attempting to manage behavior 
using suitable alternatives, which provides valuable data for decision-making.

These assessments guide the decision-making process for the registered nurse and/or Healthcare 
Practitioner (HCP). The options include:

● Continuation of Restraint: If the clinical rationale and the client's behavior remain unchanged, 
the decision could be made to continue the current level of restraint.

● Less Restrictive Approach: Moving towards a method that is less restrictive while still 
addressing the client's needs.

● Preventive Alternative Strategy: Exploring strategies that prevent the need for restraint 
altogether.
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● Restraint Discontinuation: Considering the option of discontinuing the restraint based on the 
client's response and improvement.

Safety Devices

Safety devices, also known as protective devices, are essential tools used in healthcare to ensure the 
safety and well-being of clients during specific treatments or procedures. Unlike restraints, safety 
devices are not considered restrictive because they are customarily and traditionally used to provide 
necessary support and stability during medical interventions.

One example of a safety device is the intravenous arm board, which is commonly used to stabilize and 
secure an intravenous line. It helps prevent accidental dislodgement of the IV line and ensures the 
proper administration of medications and fluids without restricting the client's movement excessively.

These safety devices are carefully selected and applied by healthcare professionals to optimize client 
care and minimize potential risks associated with various medical procedures. While they may 
temporarily limit freedom of movement, their primary purpose is to enhance client safety and improve 
the effectiveness of treatments without compromising the client's overall well-being.

L. Home Safety: Evaluating the Need for Home Modi�ications for Clients

Licensed practical nurses, along with other healthcare professionals such as physical therapists and 
discharge planners, hold the responsibility of conducting comprehensive, timely, and accurate 
assessments of home environments regarding potential safety concerns. When safety issues are 
identified, these healthcare providers are obligated to suggest corrective actions, which can include 
proposing modifications to the home environment. Ensuring the safety of all clients is a vital duty for 
nurses, irrespective of the healthcare setting in which services are delivered.

Safety needs and concerns can arise from both extrinsic environmental factors and intrinsic client 
characteristics. Environmental factors might involve inadequate lighting and the absence of grab bars in 
the home. Intrinsic factors can relate to the client's specific pathophysiology, level of awareness, and 
insight into safety needs. Additional intrinsic factors impacting client safety include age, developmental 
stage, sensory and perceptual abilities, compromised functioning and independence, and cognitive 
capabilities. Furthermore, nurses providing home care should prioritize making emergency phone 
numbers easily accessible.

Some of the commonly identified safety needs when assessing clients' homes include:

● Adequacy of lighting in interior and exterior areas.

● Ensuring food safety to prevent foodborne illnesses.

● Addressing oxygen use and carbon monoxide concerns.

● Implementing emergency alert systems.

● Maintaining household cleanliness and sanitation.
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● Ensuring electrical safety.

● Planning for emergency evacuation.

● Installing handrails and assistive hardware.

● Mitigating other environmental hazards.

Adequate Lighting: Assessing lighting is crucial to determine if the home and its exterior areas are 
sufficiently lit for safety. Focus areas include the bathroom, bedroom, and exterior pathways.

Food Safety: Clients, especially those with conditions like compromised immunity, normal 
developmental deficits, or age-related vulnerabilities, are at risk of foodborne illnesses. Measures to 
ensure food safety involve proper handwashing, discarding expired foods, separate handling of raw 
meats and fish, cooking to appropriate temperatures, and adhering to the "First In, First Out" rule for 
pantry and refrigerator items.

Carbon Monoxide: Carbon monoxide poisoning can occur when an individual is exposed to excessive 
amounts of this odorless and colorless gas, leading to impaired oxygen absorption and potential tissue 
damage. Risk factors include running automobiles in enclosed spaces like garages and the absence of 
carbon monoxide alarms. Symptoms include weakness, headache, confusion, and nausea. Timely 
treatment involves moving the person to fresh air, administering pure oxygen, and, in severe cases, 
hyperbaric oxygen therapy.

Oxygen Safety: Maintaining oxygen safety is paramount within both healthcare facilities and home 
environments. Several precautions must be taken to prevent potential hazards associated with oxygen 
use. Oxygen Safety is discussed in detail under the Handling Hazardous and Infectious Materials section 
of this chapter.

Emergency Alert Systems: Home safety is enhanced through the presence of emergency alert systems, 
including smoke alarms and carbon monoxide detectors. Regularly changing the batteries in these 
devices is essential for optimal functionality, often coinciding with daylight-saving time changes.

Household Cleanliness and Sanitation: Maintaining a clean and sanitary household is crucial to prevent 
common infections and illnesses. The presence of dust, grime, and pests can contribute to health issues, 
making proper cleanliness a priority.

Electrical Safety: Assessing the home for electrical hazards, such as frayed wires and overloaded 
sockets, is essential. Promptly addressing any identified hazards is crucial to prevent potential 
accidents.

Emergency Evacuation: Clients and their families should be well-prepared for emergency evacuations 
due to situations like fires, carbon monoxide presence, natural disasters, and utility failures. Knowledge 
of evacuation routes and appropriate shelters is vital.
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Presence of Assistive Hardware: Clients with functional impairments benefit from assistive devices like 
handrails, grab rails, and raised toilet seats to promote safety and prevent falls. Falls alert systems are 
especially valuable for those at risk.

Other Environmental Hazards: Addressing clutter, unsafe rugs, and the presence of potentially harmful 
chemicals or poisons is crucial. Ensuring a safe environment for individuals with cognitive deficits, as 
well as young children, is essential.

Applying Pathophysiology Knowledge: Registered nurses utilize their expertise to tailor home safety 
interventions based on clients' specific pathophysiology. This involves considering diseases, disorders, 
and disabilities that impact clients' safety needs.

Educating Clients on Home Safety: Nurses must assess clients' understanding of home safety and 
provide education when necessary. Customized instructions, including community-specific evacuation 
routes and emergency shelters, ensure clients are well informed and empowered to maintain a safe 
living environment.
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Chapter 2: Quiz & Answer Key

1. The nurse prepares to administer docusate sodium and perform a client’s daily dressing change. 
The fire alarm suddenly begins sounding. Which is the next action by the nurse? 

A. Change the dressing quickly and hold the medication. 
B. Administer the medication and postpone the dressing change. 
C. Respond to the alarm and postpone client care. 
D. Ask other nurses on the unit whether it is a real fire or a drill. 

Correct Response: C
Explanation: When a fire alarm sounds, the nurse should follow the RACE response protocol. The RACE 
acronym represents the following steps: Remove, Alarm/Alert, Confine, Extinguish/Evacuate. During this 
time, the nurse should delay any non-life-saving procedures, such as client care or routine tasks like 
changing dressings and administering docusate sodium for constipation. The immediate focus should be 
on responding to the alarm as directed, as this is crucial for learning emergency plans in case of a drill 
and ensuring the safety of both themselves and the clients in case of a real fire. Prioritizing the response 
to the alarm is essential for everyone's safety, especially when the nurse is engaged in routine care 
rather than emergency actions. (See Disaster Planning: Fire Prevention)

2. The LPN discovers an unconscious 8-year-old in the bathroom. She does a quick assessment and 
discovers he is not breathing and does not have a pulse. The LPN is alone and does not have quick 
access to a call button. What should she do first? 

A. Give 2 minutes of CPR at a compression-ventilation ratio of 15:2. Then, look for help and an AED, 
and return and resume CPR.

B. Look for help and an AED, then give 2 minutes of CPR at a compression-ventilation ratio of 30:2.
C. Look for help and an AED, then give 1 minute of CPR at a compression-ventilation ratio of 15:2.
D. Give 2 minutes of CPR at a compression-ventilation ratio of 30:2. Then, look for help and an AED, 

and return and resume CPR.

Correct Response: D
Explanation: According to the current American Heart Association (AHA) Guidelines, if alone, you should 
do CPR on an unconscious infant or child (up to puberty) for two minutes at a compression-ventilation 
ratio of 30:2, then seek help and look for an AED. In two-person CPR, a compression-ventilation ratio of 
15:2 is utilized. When asking questions, don't forget to think about characterizing words like first, next, 
before, and after. Even if the other answer options can be relevant to the question, they signal that there 
is only one right response. (See Cardiopulmonary Resuscitation)

3. Which of the following is considered an internal disaster? 

A. A tornado that has touched down on the healthcare facility
B. A severe cyclone that has destroyed nearby homes
C. A massive train accident that brings victims to your facility
D. An act of bioterrorism in a nearby factory
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Correct Response: A 
Explanation: This is because the healthcare facility has been directly impacted by the tornado. 
Tornadoes, cyclones, hurricanes, and other severe weather emergencies can be considered internal 
disasters when they directly affect the healthcare facility. Simultaneously, they can be external disasters 
when they also impact the lives of the community residents. Hurricane Katrina serves as a notable 
example of a weather emergency that influenced not just healthcare facilities but also the well-being of 
the community's residents. (See Disaster Categories)

4. After your assessment of your client and the need to transfer your client from the bed to the chair, 
what is the best and safest way to transfer this paralyzed client when you suspect that you will 
need the help of another for the client’s first transfer out of bed?

A. Use a slide board 
B. Use a mechanical lift 
C. Use a gait belt 
D. Notify the client’s doctor that the client cannot be safely transferred by you 

Correct Response: B 
Explanation: The safest method for moving a paralyzed client during their initial transfer from bed, 
especially when assistance from another person is required, is to use a mechanical lift. In this situation, 
there is no need to notify the doctor. Mechanical lifts are primarily employed for clients who are either 
obese and cannot be safely managed by two individuals or for clients who are unable to participate in 
their transfers, such as individuals with paralysis. While gait or transfer belts and slide boards are 
assistive devices designed for aiding with transfers and lifting, they are not suitable for this particular 
client based on the assessment. (See Assistive Lifting Devices)

5. The nurse educates a client on proper infection control. Which information does the nurse share 
with the client as the priority action to control infections?

A. Wear a mask when in public.
B. Frequent handwashing
C. Limit public exposure.
D. Complete all vaccines.

Correct Response: B
Explanation: Proper hand hygiene is the fundamental measure for infection prevention. It involves 
washing hands thoroughly with warm soapy water for at least 20 seconds. It's important to promote 
handwashing among all facility staff and individuals, encouraging them to do so before eating, drinking, 
providing care, and between client interactions.

While wearing masks can help reduce respiratory infections, the most effective action for infection 
control remains consistent handwashing. Even when practicing limited public interactions, various 
microorganisms may still be present on objects brought into living spaces. Handwashing serves as a 
barrier to prevent these organisms from entering the body. Lastly, staying up to date on vaccinations is 
effective for certain infections but not all. (See Principles of Infection Control: Precautions)
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6. A 4-month-old with meningococcal meningitis has just been admitted to the pediatric unit. Which 
nursing intervention has the highest priority?

A. Obtaining history information from the parents
B. Administering acetaminophen (Tylenol)
C. Instituting droplet precautions
D. Orienting the parents to the pediatric unit

Correct Response: C
Explanation: Institute droplet precautions by providing a private room and wearing a mask, gloves, and 
gown for all those who will interact with the child is a priority for a newly admitted client with 
meningococcal meningitis until an appropriate antibiotic regimen has been given for 24 hours. Options A 
and D: Obtaining history information and orienting the parents to the unit don’t take priority. Option B: 
Acetaminophen may be prescribed but administering it doesn’t take priority over instituting droplet 
precautions. (See Transmission-Based Precautions)

7. A 4-month-old with meningococcal meningitis has just been admitted to the pediatric unit. Which 
nursing intervention has the highest priority.

A. Obtaining history information from the parents
B. Administering acetaminophen (Tylenol)
C. Instituting droplet precautions
D. Orienting the parents to the pediatric unit

Correct Response: C
Explanation: Institute droplet precautions by providing a private room and wearing a mask, gloves, and 
gown for all those who will interact with the child is a priority for a newly admitted client with 
meningococcal meningitis until an appropriate antibiotic regimen has been given for 24 hours. Options A 
and D: Obtaining history information and orienting the parents to the unit don’t take priority. Option B: 
Acetaminophen may be prescribed but administering it doesn’t take priority over instituting droplet 
precautions. (See Transmission-Based Precautions)

8. When working after the occurrence of a natural disaster, the LPN uses a color coding system for 
triaging clients. Which of these would be an accurate example of this?

A. Yellow is placed on a client who is stable and can wait the longest to be treated.
B. Red is placed on a client who is losing a lot of blood due to massive trauma.
C. Green is placed on a client with an occluded airway and difficulty breathing.
D. A black sticker is placed on a client whose injuries prove to be fatal.

Correct Response: D
Explanation: Black means dead on arrival or for whom nothing can be done toward survival. (See 
Applying Triage Protocols)

9. The nurse cares for a client diagnosed with Coronavirus disease (COVID-19). Which type of 
transmission-based precautions does the nurse enforce?
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A. Standard precautions
B. Contact precautions
C. Droplet precautions
D. Airborne precautions

Correct Response: D
Explanation: When dealing with hospitalized clients infected with Covid-19, airborne precautions are 
essential to prevent the virus's spread, as it can be transmitted through talking, breathing, coughing, or 
sneezing. Precautionary measures include thorough handwashing, wearing a properly fitted N95 mask or 
a higher-level respirator, using gowns, gloves, and eye protection, and maintaining a closed door with 
negative pressure in the room.

In contrast, standard precautions, which serve as the minimum infection prevention requirements, are 
insufficient protection against airborne Covid-19. Unlike an N95 respirator used in airborne precautions, 
a surgical mask used in standard precautions doesn't block the smaller-sized Covid-19 virus.

Contact precautions, involving gowns and gloves, protect against pathogens transmitted through touch 
but don't guard against airborne Covid-19 transmission. Droplets are relatively larger particles 
compared to the smaller particles associated with the Covid-19 virus. Airborne-transmitted infections 
differ from those transmitted by droplets because airborne particles are smaller, linger in the air for 
longer periods, and travel more extensive distances. (See Transmission-Based Precautions)

10. Select the term that is most completely and accurately paired with its definition: 

A. A physical restraint: A physical restraint is a manufactured device that is used, when necessary, 
to prevent falls. 

B. A physical restraint: A physical restraint is any mechanical device, material, or equipment 
attached to or adjacent to the resident’s body that the individual cannot remove easily which 
restricts freedom of movement or normal access to one’s body. 

C. A chemical restraint: A chemical restraint is a drug used for sedation to prevent falls. 
D. A chemical restraint: A chemical restraint is a drug used for discipline or convenience and not 

required to treat medical symptoms. 

Correct Response: D
Explanation: According to the Centers for Medicare and Medicaid Services, a chemical restraint refers 
to a medication used for control or convenience and not necessary to treat medical symptoms. On the 
other hand, a comprehensive and precise definition of a physical restraint includes any manual 
technique or physical/mechanical apparatus, material, or equipment affixed to or in close proximity to 
the resident's body, making it difficult for the individual to remove and consequently limiting their 
freedom of movement or normal access to their body. This definition excludes safety devices routinely 
used for specific procedures, based on the Centers for Medicare and Medicaid Services (See Restraints)
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Chapter 3: Health Promotion & Maintenance 
Overview

Welcome to the realm of Health Promotion and Maintenance on the NCLEX-LPN® exam. Approximately 
6-12% of the questions on this crucial test pertain to this essential category. Within this domain, you will 
encounter inquiries centered around expected growth and development principles, preventative 
measures, early detection of health issues, and effective strategies to attain optimal well-being. Gaining 
a solid understanding of these concepts will equip you with the knowledge needed to excel in this vital 
area of nursing practice. So, let's dive in and explore the key components of Health Promotion and 
Maintenance to help you succeed on your NCLEX-LPN® journey.

Learning Objectives 

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

1. Apply knowledge of ante/intra/postpartum and newborn care to support clients effectively 
during these stages.

2. Understand the Aging Process
3. Identify developmental stages and transitions and their relevance to client health.
4. Implement strategies for health promotion, disease prevention, and risk assessment in nursing 

practice.

The Role of the LPN in the Maternal/Child Setting

The LPN scope of practice is established by each state's Nursing Practice Act, according to the National 
Council of State Boards of Nursing. Some states enable LPNs to delegate to and oversee LPNs and other 
unlicensed assistance professionals. Individual states establish criteria for the precise jobs that LPNs 
may perform. To address the duties that an LPN may undertake, it is required to refer to the nursing 
process, which was developed as a framework for nursing standards of practice in clinical care. 
Assessment, diagnosis, planning, execution, and evaluation are the five processes in the nursing 
process. According to the LPN's scope of practice, the LPN is only involved in four of these five 
processes; the diagnosis step is kept for physicians, APRNs, and RNs.

● Assessment: In the assessment phase, the LPN includes basic data collection that is used for 
assessment. They can collect basic data, compare it against standard measures, and identify 
any correlations with the findings. The main methods used to collect data are health interviews, 
physical examination, and observation.

● Diagnosis: Although the LPN cannot determine a nursing diagnosis, they assist the RN in 
determining the problems and priority of the client through prompt and accurate communication 
of client needs. 
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● Planning: The LPN can collaborate in the planning phase; care plans provide a course of 
direction for personalized care tailored to an individual’s unique needs, subject to the review and 
approval of the RN.

● Implementation: During the implementation phase, the LPN is expected to deliver the 
determined interventions per the client's care plan, which the RN must determine. The LPN/LVN 
applies communication skills for educating clients and addressing client and family concerns.

● Evaluation: The LPN contributes to the evaluation of individualized interventions related to the 
care plan or treatment plan. The RN evaluates the progress toward the goals/outcomes 
identified in the previous phases together with the LPN/LVN, who can provide observations and 
suggestions for the accomplishment of the plan of care.

The Association of Women’s Health, Obstetrics and Neonatal Nursing recommends that the roles and 
responsibilities of the LPN be consistent with the state nurse practice act governing the location where 
the LPN practices as well as consistent with organizational policies and individual training and 
experience. Depending on those factors, appropriate tasks may include but are not limited to the 
following:

● Newborn care: collecting vital signs, performing glucose testing, conducting phlebotomy and 
newborn screening, facilitating skin-to-skin, providing parent/family education, bathing the 
newborn, assisting with newborn feeding, and introducing newborn education classes.

● Postpartum care: performing dressing changes, collecting vital signs, performing glucose 
testing, removing or inserting indwelling urinary catheters, using a bladder scanner, assisting 
with ambulation/fall prevention, activities of daily living and prevention of infant drops, 
conducting phlebotomy, providing perineal care, educating client/family, providing lactation and 
feeding education, and discharge education.

● Labor, delivery, and recovery: collecting maternal vital signs of a laboring client, chaperoning 
during sensitive examinations and treatments, performing glucose testing, removing or inserting 
indwelling urinary catheters, facilitating skin-to-skin during the golden hour, offering assistive 
support during delivery, providing client/family education, assisting during emergency events, 
taking client histories, conducting phlebotomy, perineal care, and assistance with ambulation.

A. Antepartum Care: Monitoring the Health of Mother and Baby

Antepartum care, also known as prenatal care, is crucial to ensuring the health and well-being of both 
the expectant mother and their baby. This comprehensive care begins the moment a client discovers she 
is pregnant and continues for several weeks after the baby is born. This section will explore the key 
components of antepartum care and emphasize the importance of monitoring various aspects of the 
mother's health and the developing fetus.

● Calculating the Expected Delivery Date and Monitoring Fetal Development: One of the 
priorities in antepartum care is calculating the expected delivery date. Calculation of the 
expected delivery date is done by adding seven days and nine months to the first day of the last 
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menstrual period. However, it is essential to understand that only a small percentage of births 
occur precisely on this estimated date. A pregnancy is considered full-term between weeks 37 
and 42, with births occurring before week 37 classified as premature and those after week 42 
considered overdue.

● Documenting the Mother's Current Health and Preexisting Health History: Obtaining the 
expectant mother's current health and previous health history forms a fundamental part of 
prenatal care. Gathering data on blood pressure, weight, lifestyle, family and genetic history, 
support systems, perception of pregnancy, and previous coping mechanisms is essential. In 
cases where a strong support system is lacking, connecting the client with a prenatal support 
group can be beneficial. Additionally, identifying any previous use of denial or fantasy as coping 
mechanisms necessitates appropriate referrals.

● Medication Management and Rh Factor Testing: Careful attention must be paid to the 
medications the expectant mother is using, including prescribed, alternative, and 
over-the-counter drugs. Category X medications with high fetal risk should be avoided. Rh 
factor testing is necessary unless both parents are Rh-negative or the mother is Rh-positive. If 
the mother is Rh-negative and the father is Rh-positive, Rho (D) immune globulin (RhoGAM) is 
administered in the 28th week and following delivery to prevent Rh incompatibility issues.

● Diagnostic Procedures: Ultrasounds and Amniocentesis: Noninvasive diagnostic procedures 
such as ultrasounds play a vital role in confirming fetal viability, gestational age, fetal anatomy, 
and placental location. Amniocentesis, a procedure where amniotic fluid is withdrawn for 
analysis, is performed after the 14th week, typically for women over age 35 or those with a 
family history of genetic or metabolic problems.

● Monitoring Fetal Health and Maternal Nutrition: During routine prenatal exams, monitoring the 
fetal heart rate, which should range from 120 to 160 beats per minute, is essential. Nutrition 
also plays a crucial role in prenatal care and education. Pregnant teenagers have specific 
nutritional needs, requiring more protein, calcium, and phosphorus due to their ongoing bone 
growth. Proper weight gain, limited to 22 to 27 pounds, is vital to preventing complications like 
preeclampsia.

● Prenatal Education (Normal Pregnancy Events and Danger Signals): Providing expectant 
mothers with prenatal education is essential to keeping them informed and prepared for 
pregnancy events. Examples include quickening, the first fetal movement usually felt between 
17 and 19 weeks. Braxton Hicks contractions, which some women may experience after the 
20th week, are also addressed. Additionally, recognizing and understanding danger signals like 
vaginal bleeding, severe abdominal pain, and decreased fetal movement is crucial for prompt 
medical attention.

● Comprehensive antepartum care: A cornerstone of safeguarding the health and well-being of 
both mother and baby during pregnancy. By closely monitoring various aspects of the mother's 
health and fetal development and acknowledging cultural differences, healthcare providers can 
ensure a positive and healthy pregnancy experience for expectant mothers and their families.
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● Acknowledging Cultural Differences in Childbearing Practices: Cultural sensitivity is vital in 
antepartum care, as various cultural practices and beliefs can influence the experiences of 
expectant mothers. Understanding the unique perspectives of different cultural groups, such as 
Chinese Confucian, Mormon, and Orthodox Jewish women, helps healthcare providers provide 
respectful and personalized care throughout the pregnancy journey.

Conception and Pregnancy Changes

The processes of conception and fertilization are intricate, involving cellular division, gametogenesis, 
and chromosomal arrangement. At fertilization, a single cell is formed through mitosis and meiosis. 
Gametogenesis yields a single male sperm or female ovum, each containing 23 pairs of chromosomes, 
which combine to create a zygote with 46 pairs of chromosomes. Both females and males have 23 pairs 
of chromosomes, including sexually assigned autosomes. Females possess XX chromosomal 
arrangements, while males possess XY arrangements.

Physical Changes During Pregnancy

Throughout pregnancy, various physical changes occur, affecting different systems:

● Urinary System Changes: Pregnant individuals may experience increased urinary frequency due 
to the growing uterus pressing on the bladder.

● Circulatory System Changes: Blood volume and cardiac output increase to support the 
developing fetus. An increase in heart rate and blood pressure is due to the increased cardiac 
output.

● Endocrine System Changes: Hormones like hCG and progesterone surge during pregnancy to 
sustain the pregnancy and prepare the body for childbirth.

● Gastrointestinal System Changes: Hormonal shifts can lead to nausea, vomiting (morning 
sickness), and changes in appetite.

● Skin Changes: Pigmentation changes, such as darkened areola and increased skin 
pigmentation, are common.

● Respiratory System Changes: Oxygen consumption rises, leading to increased respiratory rate.

● Skeletal Changes: The hormone relaxin contributes to loosened joints and ligaments in 
preparation for childbirth.

● Central Nervous System Changes: Hormonal changes can affect mood and cognitive function.

● Metabolic Changes: Metabolic rate increases to meet the energy demands of the developing 
fetus.
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Pregnancy Signs

Three categories of pregnancy signs include:

Presumptive Signs Probable Signs Positive Signs

● Urinary frequency
● Fatigue
● Amenorrhea (absence of 

menstruation)
● Morning sickness
● Breast soreness
● Darkened areolae
● Uterine enlargement
● Fetal movement (quickening)

● Hegar's sign (changes to the 
lower uterus)

● Abdominal enlargement
● Positive hCG test 
● Braxton Hicks contractions
● Changes in cervix and vagina

These are objective indicators 
such as:
● Fetal heart tones
● Ultrasound evidence of a 

fetus
● Assessment of fetal 

movement

Understanding these changes and signs is crucial for healthcare professionals providing pregnancy care, 
enabling them to provide comprehensive and informed support to expectant individuals.

Assessing Psychosocial Responses to Pregnancy

In addition to assessing physiological changes in pregnancy, the registered nurses take a holistic 
approach by assessing the client's psychosocial responses to pregnancy. The LPN provides assessment 
findings to the RN to assist in planning client care. This entails various aspects, including the mother's 
and father's perceptions of the pregnancy, coping mechanisms, emotional preparedness, and utilization 
of support systems.

Mother's and Father's Responses and Perceptions

● The nurse evaluates how the mother perceives and responds to the pregnancy, as well as the 
father's involvement and emotions related to the pregnancy.

● Coping Mechanisms: The coping strategies employed by both parents in the face of the 
developmental and maturation changes that pregnancy brings are assessed.

● Emotional Preparedness: The nurse gauges the emotional readiness of the parents for the 
challenges and joys of pregnancy and impending parenthood.

Support Systems

● The availability and utilization of familial support systems are examined, including the roles of 
the mother and father in the family.

● Community support systems are considered, focusing on the resources accessible to the 
parents within their community.
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Varied Emotions and Perceptions

● Pregnancy can evoke various emotions, such as joy, fear, mood swings, anxiety, financial 
concerns, and even depression. These responses may be linked to bodily changes.

● Fathers can experience similar emotional reactions, emphasizing the significance of their 
involvement and emotional state.

Diverse Situations

● Around 50% of pregnancies are unplanned, and the situation varies widely, including cases 
involving single mothers or teenage mothers.

● Some clients may adapt to and embrace an unexpected pregnancy, while others struggle with 
the adjustment.

● Stressful decisions, such as those surrounding abortion or adoption, demand sensitive and 
supportive nursing care.

Role of Social Support

● Social support systems play a pivotal role in helping individuals navigate both normal and 
challenging aspects of pregnancy.

● Availability of support varies; some individuals have strong family and partner support, while 
others may lack such resources, particularly in cases of absent or unsupportive partners.

Evaluating the Maternal Client for Antepartum Complications

While many pregnancies proceed without complications, there are instances where pregnancies are 
adversely impacted by antepartum, intrapartum, and postpartum complications. Let's delve into these 
antepartum complications in detail.

A. HIV/AIDS: The mother's weakened immune system can lead to the development of infections such 
as HIV/AIDS, and this virus can also be transmitted to the newborn either perinatally or through 
breastfeeding. The mother's HIV/AIDS treatment regimen remains consistent with what it was 
before pregnancy, and any procedures during pregnancy that could elevate the risk of infection to 
the fetus are avoided whenever possible. This includes avoiding invasive procedures like episiotomy, 
amniocentesis, internal fetal heart monitoring, forceps deliveries, and vacuum extractions.

B. Salpingitis refers to inflammation or infection of the fallopian tubes; this condition often arises 
from untreated endometritis and can result in severe pelvic inflammatory disease, sepsis, 
tubo-ovarian abscesses, and infertility.

C. Endometritis is an inflammation or infection of the uterine endometrium that typically occurs 
after events like miscarriage, spontaneous abortion, planned abortion, or as a result of other 
infections during the postpartum period.
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● Signs and symptoms of endometritis and salpingitis include reduced bowel sounds, rapid 
heart rate, elevated white blood cell count, fever, abdominal tenderness, pain, and 
foul-smelling vaginal discharge.

● Interventions, aside from administering antimicrobial drugs like clindamycin or 
gentamycin, may involve fluid rehydration and supportive relief for fever and abdominal 
pain symptoms.

D. Tubo-ovarian abscesses stem from acute salpingitis, as well as pelvic inflammatory disease after 
delivery, abortions, and spontaneous abortions. Left untreated, this condition can lead to severe 
sepsis and even death.

● Signs of tubo-ovarian abscesses include foul-smelling vaginal discharge, high fever, and 
peritonitis indicators like abdominal and pelvic pain.

● Treatment typically entails intravenous broad-spectrum antibiotics, fluid replacement, 
electrolyte restoration, and hospitalization.

E. Gonorrhea can be transmitted to the fetus both during intrauterine development and childbirth. 
Symptoms of this sexually transmitted disease include yellowish-green vaginal discharge, 
dysmenorrhea, abdominal discomfort, and dysuria. It's important to note that gonorrhea can also be 
asymptomatic. Treatment involves broad-spectrum antibiotics like ceftriaxone and azithromycin.

F. Chlamydia is a commonly occurring sexually transmitted disease that can present with symptoms 
like vaginal spotting, perineal itching, and dysuria when symptomatic. During pregnancy, 
treatment includes amoxicillin or azithromycin.

G. Candida albicans is a fungal infection that typically arises from factors such as diabetes, oral 
contraceptive use, and recent antibiotic therapy. Candida albicans can also be transmitted to the 
newborn during delivery. Oral candida albicans manifests as white-gray patches on the tongue and 
other oral surfaces, while vaginal candida albicans results in white vaginal discharge and genital 
redness. Over-the-counter clotrimazole or fluconazole is used to treat this infection.

H. Chorioamnionitis occurs due to bacterial infection of the chorionic membranes and fetal amnion. 
It can arise from premature rupture of membranes.

● Complications associated with chorioamnionitis include bacteremia, potentially 
life-threatening sepsis, pelvic abscesses, fetal complications, and postpartum hemorrhage.

● Signs and symptoms include maternal fever, maternal leukocytosis of > 15,000 to 18,000 
cells/μL, maternal tachycardia, uterine tenderness, and purulent vaginal discharge. Fetal 
heart rate typically exceeds 160 beats per minute.

● When immediate and aggressive intravenous antibiotic therapy proves ineffective, an 
emergency cesarean section may be required.
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I. TORCH is an acronym encompassing:

● Toxoplasmosis

● Other infections 

● Rubella 

● Cytomegalovirus 

● Herpes

These infections are grouped under TORCH due to their ability to breach the protective placental 
barrier. As a result, they not only endanger the health of the pregnant woman but also pose serious risks 
to the growth and development of the fetus, with potential teratogenic effects. Given the severity of 
these threats, immunological TORCH screening is often performed to identify these infections in 
pregnant women. Risk factors and treatments for TORCH infections vary based on the specific infection 
and its severity.

Toxoplasmosis can be contracted by handling contaminated feline feces or consuming undercooked 
meat; rubella spreads through contact with an infected individual when the host lacks immunization; 
cytomegalovirus is transmitted via bodily fluids like vaginal secretions, semen, blood, placental tissue, 
breast milk, and others; finally, maternal herpes simplex infections result from direct contact with 
infectious genital or oral lesions, and neonates are exposed to this infection during vaginal delivery if 
the pregnant woman has active herpes simplex lesions on the genitalia at the time of birth.

J. Group B Streptococcus B-Hemolytic Infection

Group B Streptococcus B-hemolytic infections can also be transmitted to the fetus during labor and 
delivery. Some risk factors associated with these infections include premature delivery, low birth weight, 
maternal history of these infections, premature rupture of membranes, maternal age under 20, and 
secondary to invasive intrauterine fetal monitoring. Intravenous amoxicillin and penicillin G are used to 
treat Group B Streptococcus B-hemolytic infections and sometimes for prophylaxis during pregnancy.

K. Toxic shock syndrome caused by staphylococcus aureus or streptococcal infection can result from 
burns, childbirth, surgery, and trauma. Streptococcal toxic shock syndrome is generally more 
severe and life-threatening than staphylococcus toxic shock syndrome, often leading to systemic 
collapse.

● Signs and symptoms of toxic shock syndrome include hypotension, skin peeling on the palms, a 
red skin rash, high fever, altered consciousness, nausea, vomiting, and elevated nitrogen and 
creatinine levels.

● Antimicrobial drugs of choice are first-generation cephalosporins or penicillin. Vancomycin or 
clindamycin can be used if allergic to or sensitive to the first-line drugs. Hospitalization and close 
monitoring of the pregnant woman may be necessary to mitigate the high morbidity and 
mortality rates associated with toxic shock syndrome during pregnancy.
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L. Urinary tract infections (UTI): The highest risk period for UTIs during pregnancy is from the 6th to 
the 24th week. Pregnant women face higher UTI risk due to normal anatomical changes like the 
enlarged uterus obstructing urine flow.

● Symptoms of UTIs, such as fever, dark or bloody urine, and pain, remain consistent during 
pregnancy.

● Complications include maternal hypertension, low birth weight, preterm labor, and potential 
renal damage. Levofloxacin, ampicillin, and ciprofloxacin are typical treatment choices, 
confirmed through urine culture and sensitivity.

M. Pyelonephritis, likely due to E. coli, is a risk for pregnant women, especially those with diabetes, 
UTI, obstructions, bacteriuria, or chronic kidney disease.

● While some with acute or chronic pyelonephritis may be asymptomatic, most exhibit elevated 
blood urea nitrogen, malaise, painful urination, foul-smelling urine, hematuria, increased white 
blood cells, fever, and decreased creatinine clearance.

N. Cardiac Disease: Similar to cardiac diseases that occur when not pregnant, cardiac diseases during 
pregnancy carry high morbidity and mortality rates. Pregnancy increases cardiovascular demands, 
affecting mothers with preexisting or pregnancy-induced cardiac disease. Aside from pre-existing 
and gestational hypertension, examples of cardiac disorders complicating pregnancy include:

○ All preexisting congenital heart disorders 

○ Cardiomyopathy with left ventricular dysfunction 

○ Pulmonary hypertension due to left-to-right cardiac shunting (Eisenmenger syndrome) 

○ Rheumatic heart disease 

○ Marfan syndrome (genetic risk for aortic dissection/rupture) 

○ Mitral valve prolapse 

● Pregnant clients exhibit varying symptoms based on the disorder's type and severity. Common 
signs include fatigue, shortness of breath, chest pain, palpitations, and abnormal breath sounds.

● Cardiac disease severity ranges from Class I (least severe) to Class IV (most severe). Class I/II 
allows activity without symptoms, while Class III/IV causes symptoms even with rest. Untreated 
Class III/IV can lead to maternal/fetal complications or death.

O. Diabetes may preexist in pregnancy or develop during gestation. Regardless of type, diabetes 
adversely affects glucose regulation. Normal blood glucose levels during pregnancy are 70-110 
mg/dL.
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● Risk factors for diabetes include obesity, family history, and high body mass index. Gestational 
diabetes risk increases with age (over 25), history of stillbirth, or large-for-gestational-age 
infants. Nearly half of gestational diabetes cases lead to future type 2 diabetes.

● Symptoms of diabetes, such as frequent urination and thirst, may be absent. Hence, pregnant 
women are screened.

● Maternal complications include hypertension, ketoacidosis, infections, preeclampsia, and 
eclampsia. 

● Fetal complications include hydramnios, hypoglycemia, jaundice, respiratory distress, 
excessive birth weight, spontaneous abortion, and preterm birth.

P. Hypertension, whether existing or gestational, can arise during pregnancy, especially around the 
20th week. Younger than 20 or older than 40 increases risk, along with diabetes, renal disease, 
family/personal history, multiple pregnancies, first pregnancy, and molar pregnancy.

● Hypertension's severity is categorized as mild, mild preeclampsia, severe preeclampsia, and 
HELLP (Hemolysis, Elevated Liver Enzymes, Low Platelet count).

● Treatment involves medical monitoring, lifestyle changes, and antihypertensive drugs like 
methyldopa, hydralazine, labetalol, and nifedipine. ACE inhibitors and angiotensin II receptor 
blockers are generally avoided. 

● Maternal hypertension complications include premature delivery, low birth weight, 
preeclampsia, and eclampsia.

Q. Preeclampsia typically precedes eclampsia, although exceptions exist. It usually emerges after the 
20th week of pregnancy, initially presenting with proteinuria and hypertension. The most severe 
complications occur when these conditions arise before the 35th week of pregnancy, potentially 
progressing to life-threatening eclampsia. Risk factors for preeclampsia and its progression to 
eclampsia include:

○ Diabetes

○ Obesity

○ Hypertension

○ Multiple pregnancies

○ Maternal age over 35

○ African American ethnicity

In addition to proteinuria and hypertension, preeclampsia affects various body systems, leading to:

● Gastrointestinal symptoms like nausea and vomiting

● Neurological changes like hyperreflexia, headache, clonus, and dizziness

● Altered hepatic function indicated by elevated liver enzymes and serum transaminases

● Renal dysfunction indicated by proteinuria, oliguria, and creatinine elevation
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● Hematological changes including hemolysis, low platelet count, disseminated intravascular 
coagulation, thrombocytopenia and HELLP which indicate alterations in the mother's circulatory 
system

● Other changes include edema, right upper quadrant and epigastric pain, and respiratory changes 
as the result of pulmonary edema

R. Eclampsia is the leading cause of maternal death and poor fetal outcomes, it is characterized by 
seizures not linked to other causes like hypoglycemia, central venous sinus thrombosis and/or an 
amniotic fluid embolism. Symptoms mirror those of preeclampsia which includes high blood 
pressure and protein in the urine, with the addition of seizure activity.

● Maternal complications of eclampsia include seizures, cerebral, hepatic, and renal damage, 
cerebral hemorrhage, coma, and death. Fetal complications encompass placenta abruption, 
fetal demise, abnormal fetal growth, low birth weight, premature delivery, and organ damage.

● Close monitoring of the mother and fetus is crucial, and interventions such as maintaining 
urinary output of at least 30 mL/hr, monitoring vital signs, assessing consciousness levels, and 
reflexes may be necessary based on maternal well-being. 

● Treatment can involve administering magnesium sulfate, corticosteroids, antihypertensive 
medications, fluid restriction, bed rest, labor induction, or planned delivery.

● clients taking magnesium sulfate should be closely watched for signs of toxicity, including a 
diminished level of consciousness, cardiac arrhythmias, respiratory depression, a urinary output 
of less than 30 mL per hour, and neurological deficits such as an absent patellar deep tendon 
reflex response, with immediate cessation and administration of calcium gluconate if needed.

S. Preterm labor involves true uterine contractions and cervical changes akin to full-term labor, 
occurring between the 20th and 37th weeks of gestation. 

● Risk factors include inadequate prenatal care, diabetes, hypertension, multiple 
pregnancies, substance use, maternal age < 17 years or > 35 years of age, uterine 
abnormalities, hydramnios, infections such as chorioamnionitis and others, that adversely 
affect amniotic fluid, rapid successive pregnancies, and previous spontaneous abortions or 
preterm births.

● Treatment goals for preterm labor include halting contractions and prolonging pregnancy.

● Interventions may include activity restriction, positioning on the left lateral side, ensuring 
hydration, administering medications to suppress contractions (e.g., nifedipine, 
indomethacin, magnesium sulfate), and using betamethasone to stimulate fetal lung 
development. 

T. Post-term pregnancy lasts more than 294 days without miscalculations of the due date. Causes 
include fetal anencephaly, placental sulfatase deficiency, and maternal primiparity. 
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● Fetal complications involve oligohydramnios, meconium aspiration, umbilical cord 
compression, high mortality, birth trauma, and shoulder dystocia. 

● Maternal complications are generally limited to difficulties during labor and delivery due to 
the typically larger size of post-term babies.

U. Subchorionic hematoma is a blood clot between the pregnancy membranes and uterine wall, 
causing maternal bleeding. Symptoms include vaginal bleeding and abdominal cramps, which may 
be absent at times.

V. Hydatidiform moles result from paternal chromosomal aberration, being complete or partial. A 
complete hydatidiform mole lacks a fetus. Classic signs include grape-like clusters visible in the 
vagina, along with pelvic pressure, maternal hypertension, vaginal bleeding, rapid uterine growth, 
anemia, and nausea/vomiting.

W. Hyperemesis gravidarum is excessive nausea and vomiting, typically occurring in the first trimester. 
However, some pregnant women may be affected throughout the entire pregnancy. It's defined as 
persistent nausea for most of the day and vomiting three or more times daily. Symptoms also 
include hypotension, tachycardia, dizziness, dehydration, and weight loss.

X. Incompetent cervix involves premature effacement and dilation, diagnosed around the fourth 
month. Symptoms include cramping, vaginal spotting or bleeding, and changes in vaginal discharge. 
If left untreated it can lead to the rupture of the membranes and a miscarriage unless it is 
successfully treated.

Y. Anemias: Iron deficiency anemia and folic acid deficiency anemia are complications during 
pregnancy's antepartum period. Both can adversely affect the mother and fetus.

● Folic acid deficiency risk factors include certain medications, a history of neural tube defects, 
excessive folic acid excretion, gastrointestinal malabsorption, inadequate dietary folic acid, and 
increased demand during pregnancy. Symptoms include diarrhea, depression, confusion, and 
glossitis. Folic acid deficiency can lead to fetal brain and neural tube abnormalities.

● Iron deficiency anemia, resulting from increased iron demand, maternal iron deficit, inadequate 
intake, and plasma volume expansion without proportional hemoglobin increase, peaks during 
the second trimester. Symptoms include pallor, headache, irritability, pica, shortness of breath, 
fatigue, brittle nails, and palpitations.

● Iron deficiency anemia complications for the fetus include prematurity, low birth weight, and 
fetal demise, while the mother may experience infections, postpartum hemorrhage, and 
preeclampsia. Laboratory diagnostic tests show an Hgb < 11 mg/dL during the 1st and 3rd 
trimesters, an Hgb < 10.5 mg/dL during the 2nd trimester, and an Hct < 33%. Treatment 
involves ferrous sulfate or iron dextran if oral supplementation is intolerable.

● These complications emphasize the importance of proper care and monitoring throughout 
pregnancy to ensure both maternal and fetal health.
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Z. Cardiopulmonary maternal collapse is a serious and life-threatening complication that can occur 
during pregnancy, posing risks to both the mother and fetus. Various risk factors are associated with 
this condition, including hemorrhage, heart disease, genitourinary tract infections, major trauma, 
eclampsia, thromboembolism, ruptured ectopic pregnancy, and amniotic fluid embolism.

● The signs and symptoms of cardiopulmonary maternal collapse involve increased levels of 
pulmonary capillary wedge pressure, systemic vascular resistance, clotting factors, tidal 
volume, erythrocytes volume, sequestration of blood to the uterus, plasma volume by 
40-50%, cardiac rate by 15-20 beats per minute, cardiac output by 40%, oxygen 
consumption by 20%, arterial blood pressure by 10-15 mm Hg, and functional residual 
capacity by 25%. 

● Prompt interventions are crucial, including cardiopulmonary resuscitation and advanced 
cardiac life support. In some cases, an immediate cesarean section might be required to 
ensure the safety of both the mother and the baby, while a post-mortem cesarean section 
could be performed to save the baby if the mother has passed away.

AA.Disseminated Intravascular Coagulation (DIC) is an acquired clotting factor abnormality that can 
develop during pregnancy, particularly in conjunction with other disorders such as amniotic fluid 
embolism, eclampsia, incomplete abortion, retained dead fetus, or placental retention. Signs and 
symptoms of DIC encompass both signs of blood clotting and bleeding. Additional indicators may 
include decreased consciousness, cyanosis, hypotension, hypothermia, tachycardia, and behavioral 
and mood changes. If left untreated, DIC can lead to serious consequences, including death.

BB. Ectopic pregnancy occurs when a fertilized egg implants somewhere other than the uterus, most 
commonly in the fallopian tube. Signs and symptoms of ectopic pregnancy can include unilateral 
pain, nausea, vomiting, brown vaginal discharge, and faintness.

CC. Substance use and abuse, whether legal or illicit, can significantly impact pregnancy. Legal 
substances like alcohol, prescription drugs, over-the-counter drugs, and tobacco products can pose 
risks. For instance, tobacco use can lead to placental abruption, spontaneous abortions, low birth 
weight, and sudden infant death syndrome. Alcohol use and abuse can result in fetal alcohol 
syndrome, impaired growth, mental retardation, and cardiac anomalies. Illicit substances can also 
have severe effects on the fetus and pregnant woman.

Various complications can arise due to substance use, such as intrauterine growth restriction, neonatal 
withdrawal, developmental and behavioral abnormalities, impaired respiratory function, tremors, 
convulsions, irritability, and more. Medications are categorized by risk levels, with categories A and B 
being considered safer for pregnant women, while categories C, D, and X are associated with greater 
risks. In 2015, the Food and Drug Administration introduced the Pregnancy and Lactation Labeling 
Rule (PLLR) to replace the previous pregnancy risk categories, aiming to create a more informative 
system that helps doctors and clients make evidence-based decisions. Yet, despite this update, many 
physicians still rely on the older, established medication categories as seen below.
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Category A No observed risk in human studies (studies in pregnant women during the first trimester 
showed no harm to the fetus).

Category B No observed risk in animal studies (adequate human studies are lacking, but animal studies 
indicated no harm to the fetus).

Category C Risk undetermined. There are no satisfactory human studies, but animal studies have shown 
potential harm to the fetus; the benefits of the drug may outweigh the risks.

Category D Risk confirmed (studies in pregnant women have demonstrated harm to the fetus; the 
benefits of the drug may outweigh the risks).

Category X
Contraindicated (studies in pregnant women have shown harm to the fetus, and/or human or 
animal studies have revealed fetal abnormalities; the risks of the drug outweigh its potential 
benefits).

DD. Spontaneous abortions, often known as miscarriages, typically occur in the first trimester of 
pregnancy. They can result from various factors, including chemical or radiation exposure, 
anatomical abnormalities, and maternal diseases like infections, diabetes, and thyroid conditions. 
Spontaneous abortions are categorized into different types based on symptoms and signs.

● Inevitable abortion is accompanied by bleeding, abdominal cramping, cervical dilation, and 
perhaps the rupture of the membranes.

● Threatened spontaneous abortion can be signaled with bleeding, and abdominal and back 
pain that is not accompanied by any cervical dilation or the rupture of the membranes.

● Incomplete abortion only part of the membranes are lost, signs and symptoms include 
abdominal and back cramping as well as bleeding. 

● Complete spontaneous abortion signs and symptoms include severe bleeding, and 
cramping, and the complete loss of the membranes before the expected date of delivery.

● Treatment involves antibiotics to prevent infection, intravenous fluid replacement, blood or 
blood products, betamethasone to enhance fetal lung maturity and surfactant production, 
and preparation for childbirth.

● Complications of spontaneous abortions include disseminated intravascular coagulation 
(DIC), increased maternal thromboplastin levels, and fetal autolysis. Treatment may involve 
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procedures like dilation and curettage (D&C) to remove pregnancy products or intravenous 
fluids, blood or blood products, and suction evacuation or D&C in certain cases.

EE. Premature rupture of the membranes occurs when the amniotic sac breaks 1 hour or more before 
labor starts. This condition poses risks, including infection and a prolapsed umbilical cord that can 
endanger the fetus. Symptoms may include pyrexia, fluid leakage or gushing from the vagina, 
foul-smelling vaginal discharge, maternal tachycardia, increased fetal heart rate, and positive 
findings on tests like ferning and nitrazine paper.

FF. Multiple gestations involve pregnancies with two or more fetuses. Proper prenatal care can 
significantly reduce associated risks. Signs of multiple gestations may include 
greater-than-expected weight gain, fatigue, abdominal expansion, nausea, vomiting, and feeling 
fetal movements earlier than usual. Ultrasound confirmation is necessary.

● Maternal complications can include anemia, hydramnios, hyperammonemia, hypoglycemia, 
hypertension, preeclampsia and eclampsia, gestational diabetes, pulmonary embolism, 
coagulopathy, and premature rupture of the membranes.

● Fetal complications in the first trimester can encompass infections, chromosomal 
anomalies, fetal growth restriction, an incompetent cervix, spontaneous abortion, and the 
"vanishing twin" phenomenon. The “vanishing twin” phenomenon commonly occurs in the 
first trimester in which one or more of the multiple fetuses are reabsorbed. 

● These complex complications emphasize the importance of comprehensive prenatal care 
and timely interventions to ensure the health and well-being of both mother and fetus.

GG.Fetal growth restriction is characterized by a fetus being smaller than expected for its gestational 
age. It can result from genetic and non-genetic factors. 

● Certain maternal risk factors are associated with restricted uterine growth, such as 
placental insufficiency, kidney disease, infections like cytomegalovirus, diabetes, 
hypertension, and substance abuse.

● Fetal complications related to growth restriction include perinatal asphyxia, polycythemia 
(excessive red blood cells leading to a ruddy complexion), tachypnea (rapid breathing), 
lethargy, meconium aspiration (ingestion of fetal stool), and hypoglycemia (low blood sugar). 
Among these, perinatal asphyxia is the most severe and life-threatening, occurring during 
labor when uterine contractions decrease maternal placental perfusion. An immediate 
delivery is indicated if fetal distress is observed.

HH.Oligohydramnios is the inadequate amount of amniotic fluid, with values below 5 considered low; 
the normal range is 5 to 25.

● Various causes can lead to oligohydramnios, including medications like NSAIDs and ACE 
inhibitors, placental abruption, premature rupture of the membranes, restricted fetal 
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growth, post-term pregnancy, hypertension, preeclampsia, eclampsia, fetal chromosomal 
abnormalities, and maternal thrombolytic disorders.

● Complications of oligohydramnios may involve restricted fetal growth, impaired lung 
development, and even fetal demise. Continuous monitoring through biophysical profiles, 
ultrasonography, and non-stress testing is essential. In cases where necessary, labor 
induction or immediate delivery might be recommended.

II. Polyhydramnios is characterized by an excessive amount of amniotic fluid, indicated by values 
exceeding 25.

● Factors contributing to polyhydramnios include Rh incompatibility, hemolytic anemia, 
multiple gestations, infections, and genetic fetal abnormalities. Signs and symptoms might 
include maternal respiratory distress and preterm labor contractions. Complications related 
to polyhydramnios encompass premature rupture of the membranes, life-threatening 
umbilical cord compression, preterm labor, placental abruption, fetal distress, and fetal 
death.

● Treatment includes continuous monitoring and the manual withdrawal of excessive 
amniotic fluid, known as amnioreduction. This process helps manage the condition and 
reduce its associated risks.

B. Intrapartum and Postpartum Care

Intrapartum care is defined as care that is given during labor and birth. The general goal of intrapartum 
care is to facilitate a safe and healthy delivery for mothers and babies and involves monitoring the health 
of the mother and baby throughout the labor and providing appropriate medical interventions if needed. 
Intrapartum care can involve physical and psychological care and may include activities such as 
routine assessments of the mother's and baby's vital signs, fetal monitoring, and medication 
administration. Services like postpartum support and counseling may also be included in the scope of 
intrapartum care.

One critical aspect of intrapartum care is identifying the onset of labor, which is influenced by three 
main factors: hormonal effects, uterine distension, and the impact of oxytocin. The passage of a thick 
mucus plug from the cervix and the rupture of the amniotic membranes are recognizable signs that labor 
is approaching. For first-time mothers, the entire process from onset to birth typically lasts about 12 to 
14 hours, while subsequent labors tend to be shorter.

Providing Care to the Client in Labor: Understanding Labor Stages and Fetal 
Assessment

Labor is a complex process that involves involuntary uterine contractions leading to cervical effacement 
and dilation, culminating in the delivery of the baby. It is divided into four stages: the first, second, third, 
and fourth stages of labor.
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First Stage of Labor

● Latent Phase: Mild contractions, cervix dilates to about 3-4 cm.

● Active Phase: More intense contractions, cervix dilates to about 4-7 cm.

● Transition Phase: Strong contractions, cervix dilates to 10 cm.

During the first stage of labor, rest, ambulation, hydration, and monitoring are essential. Contractions, 
vital signs, and fetal heart rate are monitored regularly. Panting, rather than pushing is encouraged, and 
fetal assessments include evaluating the fetal lie, presentation, attitude, station, and position.

Fetal Lie and Presentation

● Lie: Relationship of the fetus's spine to the mother's spine (longitudinal, transverse, or oblique)

● Presentation: How the fetus presenting part aligns in the birth canal (cephalic, breech, shoulder, 
or footling)

Fetal Attitude and Station

● Attitude: Positioning of fetal body parts in relation to each other (general flexion is normal)

● Station: Level of the fetus's presenting part in relation to the mother's ischial spines

Second Stage of Labor

● Begins when the cervix is fully dilated (10 cm)

● Ends with the birth of the baby

Third Stage of Labor

● Begins after the birth of the baby

● Ends with the expulsion of the placenta

Fourth Stage of Labor

● Occurs during the first few hours after delivery

● Focuses on maternal recovery and initial bonding with the baby

Throughout labor, monitoring maternal and fetal well-being is crucial. Noninvasive external fetal 
monitoring is common and checks maternal contractions, vital signs, and fetal heart rate. Nonreassuring 
fetal heart rate patterns, such as the absence of variability or late decelerations, warrant close attention.
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Role of the LPN in Labor and Delivery

The duty of an LPN in a maternity unit begins with assisting families throughout labor. It's an erratic 
procedure that can run anywhere from a few hours to a few days and can be easy or complicated. Labor 
is comparable for all women, taking place in three stages, yet no two labors are alike.

The LPN supports both the physical and emotional needs of the client and family, and new moms should 
seek treatment as soon as they notice early contractions. This is the longest phase of labor, lasting 
anywhere from a few hours to 30 or more. It starts with mild contractions and progresses until the cervix 
is totally dilated at 10 centimeters and the lady is ready to push.

Upon admission to the unit:

● Welcoming the mother and family into a delivery room

● Promoting physical comfort by assisting with activity and therapeutic position changes

● Checking maternal vital signs, such as blood pressure, for indications of complications

● Recording the frequency, duration, and severity of contractions

● Monitoring pain and offering control measures per the birth plan

● Informing the obstetrician or midwife about progress and unexpected symptoms

● Keeping the delivery area clean

● Starting an intravenous line for medication or fluids

● Preparing instruments for the birth

● Assisting perineal relaxation techniques or episiotomies

● Measuring fluid intake and output

●  Administering medications and blood transfusions

During the second stage of labor, pushing through birth, maternity registered nurse:

● Support the mother and family emotionally

● Help with pain control using medications and breathing techniques

● Monitor for fetal distress

● Act in the event of complications

● Assist with the delivery of the child
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The third stage of labor begins after the child is born and includes delivery of the placenta and care for 
the newborn, including:

● Collecting cord blood

● Cleaning the skin and suctioning fluid secretions from the nose and mouth

● Weighing and measuring the child

● Conducting APGAR periodic assessments of heart rate, breathing, muscle tone, reflexes and 
color

● Providing a clean, warm and safe environment

● Encouraging the first breastfeeding

● Recording vital statistics

● Documenting the nursing care provided during labor and delivery

There, nurses assume responsibility for the well-being of both mother and child by:

● Watching for uterine hemorrhage or infection

● Monitoring episiotomies

● Administering analgesics and other medications

● Assisting with lactation

● Keeping the physician informed of changes in the mother’s condition

● Assessing for risk of postpartum depression

● Assisting with postnatal treatments for the newborn

● Offering nutrition guidance

● Cord and circumcision care

● Scheduling aftercare care visits for the woman and child

C. Postpartum Care

Postpartum care is defined as the period after birth. The components are part of the postpartum 
assessment and guide the nurse in the safe care of the mother. Apart from the assessment of the client's 
vital signs, the level of pain and discomfort, and other assessments, the acronym BUBBLE serves as a 
helpful mnemonic for recalling the key elements of the post-birth evaluation. The acronym BUBBLE 
stands for the assessment of the mother's:
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● B - breasts

● U - uterine fundus height, consistency, and placement

● B - bowel and other gastrointestinal functioning

● B - bladder functioning

● L - lochia amount, consistency, color, and odor

● E - episiotomy edema and redness

One of the life-threatening emergencies after delivery is postpartum hemorrhage. Heavy bleeding with 
clots or spurts of bleeding needs to be reported immediately. Vaginal discharge progresses from bloody 
vaginal drainage with some small clots for about 10 days after which the vaginal drainage is brown and 
may continue for up to about 6 weeks. The breasts will be normally engorged, particularly when the 
mother is breastfeeding; urinary output may increase during the first day or two of the postpartum 
period of time; about 12 or 13 pounds is lost by the new mother; and hormonal shifts may lead to 
depression for about two weeks, after which this depression may be serious and a sign of postpartum 
psychosis, rather than the "baby blues."

All the vital signs should return to their normal levels in about 24 hours after delivery. Infection and 
postpartum hemorrhage must be ruled out when the signs of infection or hemorrhage are present. Signs 
of infection include a temperature over 100.4°F (38 °C), a sudden increase in perineal pain, unusually 
heavy or foul-smelling vaginal discharge, hot, tender, or red breasts, painful urination, leg pain or 
swelling, and chest pain or cough. The systemic signs and symptoms of infection include fatigue, chills, 
hyperthermia, prodromal malaise, tachypnea, tachycardia, nausea, vomiting, anorexia, confusion, 
incontinence, abdominal cramping, and diarrhea, among other signs and symptoms based on the type of 
infection.

Newborn Care and Education: Within the first minute after birth, the physician assesses the newborn 
using the APGAR score, which evaluates five factors: appearance (color), pulse (heart rate), grimace 
(reflex irritability), activity (muscle tone), and respiration (respiratory effort). Each factor receives a 
value of 0 (not good), 1 (OK), or 2, with a total score of 10 being the optimum result.

Nurses must inform the mother about warning signs of complications in her newborn and educate her on 
when to contact a doctor or go to an emergency room. These complications include sunken or swollen 
soft spots on the baby's head, a fever higher than 100.4°F (38°C), persistent vomiting, difficulty 
keeping down food or water, and breathing difficulties.

Assisting the Mother with Newborn Care and Providing Education

As part of postpartum care, nurses play a vital role in assisting the mother with newborn care. This 
includes answering questions about parent-infant bonding and providing information about 
contraception if needed. The client's menstrual cycle should typically resume 6 to 8 weeks after giving 
birth unless she is breastfeeding. Nurses should also inform the mother about normal emotional stress 
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(the blues) that might occur during the second or third postpartum week and encourage her to contact 
her physician if she experiences significant negative mood changes.

Supporting new parents in learning about newborn care is crucial for the well-being of both the baby and 
the parents. This includes understanding the nutritional needs of the baby, proper feeding techniques, 
cord and circumcision care, diapering, bonding, attachment, and accident prevention.

Nutritional Needs and Feeding: Newborns require specific nutritional needs for their growth and 
development. Breastfeeding is highly recommended for the first six months due to its numerous 
benefits. However, the decision to breastfeed or use formula is personal and influenced by various 
factors. A healthy diet is essential for breastfeeding mothers, and no special foods are necessary to 
produce milk.

Breastfeeding Process: Proper positioning and latch-on techniques are vital for successful 
breastfeeding. Mothers can choose from various holding positions, such as the football clutch, cradle, 
modified cradle, and side-lying positions. A proper latch-on involves placing the areola and a significant 
portion of the breast into the baby's mouth. The rooting reflex helps with the latch, and the 
suck-and-swallow sequence ensures efficient feeding.

Bottle Feeding: For parents who choose bottle feeding, it's important to hold the baby during feeding 
and avoid propping the bottle. This helps promote bonding and prevents choking hazards.

Cord Care: Gentle handling and cleanliness are crucial for preventing infection of the umbilical cord 
stump. Water is recommended for cleansing, and the stump should be exposed to air to facilitate drying 
and falling off.

Circumcision Care: Parents should keep the circumcision site clean and check for complications. Gently 
cleansing the penis, applying petroleum jelly, and using a sterile dressing aid in healing.

Diapering: Parents can choose between cloth and disposable diapers based on factors such as cost, 
convenience, and personal preference. Proper diapering techniques are easy to learn, but parents should 
never leave an infant unattended on a changing table or bed to prevent falls.

Bonding and Attachment: Creating strong bonds and attachments with parents is crucial for the baby's 
emotional and psychological development. Encouraging parents to hold, feed, and communicate with 
the baby through touch, rocking, and soothing sounds fosters a sense of trust and intimacy.

Accident Prevention: Safety is paramount for newborns. Suffocation, falls, and strangulation are the 
greatest risks. Parents should ensure a safe sleep environment by placing the baby on their back in a crib 
free of objects. Additionally, proper supervision during diaper changes and maintaining awareness of 
potential hazards can prevent accidents.
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Administration of Vit. K: Babies are born with very small amounts of vitamin K stored in their bodies, 
which can lead to a serious bleeding problem known as vitamin K deficiency bleeding (VKDB). 

Supporting new parents with these aspects of newborn care helps ensure a smooth transition into 
parenthood and contributes to the health and well-being of both the baby and the family.

D. The Aging Process, Developmental Stages, and Transitions

Understanding the different stages of human development is crucial for nurses preparing for the 
NCLEX-LPN® exam. This overview will cover milestones in infancy, preschool age, school age, 
adolescence, and adulthood, including expected development, deviations, and special needs associated 
with each stage.

● Infants (Newborn to 1-year-old): Infants, aged 0 to 12 months, experience rapid physical and 
cognitive growth. Expected developments include swollen genitals and breasts, grasping 
reflexes, and selective responses to words. However, deviations like delayed rolling or failure to 
transfer toys between hands may require attention. Ensuring parent-infant bonding is essential 
during this phase.

● Preschool-Age Children (1 to 4 years old): Preschool-age children display increased physical 
abilities and a limited vocabulary. Expected developments include improved coordination, 
self-dressing skills, and a desire to please adults. However, deviations such as delayed walking 
or speech require monitoring. Supporting security, consistency, and independence is crucial 
during this phase.

● School-Age Children (5 to 12 years old): School-age children demonstrate enhanced physical 
capabilities and cognitive skills. They can follow two-step directions and identify with their 
parents of the same gender. Deviations like persistent bedwetting or anxiety should be 
addressed, and vision and hearing problems must be detected early. Encouraging their physical 
activities and providing a nurturing environment is vital.

● Adolescents (12 to 18 years old): Adolescents experience significant physical changes and face 
psychosocial challenges in identity formation. Expected developments include an interest in 
personal attractiveness and forming peer allegiances. However, persistent misbehavior or 
aggression may require intervention. Providing understanding and guidance through 
puberty-related challenges is essential during this stage.

● Adults (19 to 40 years old): Adults experience relative stability in physical growth. This period is 
marked by personal and career development. Addressing mental health concerns like persistent 
misbehavior or aggression is essential during this stage while promoting a supportive and 
nurturing environment for adults to thrive.

● Older Adults (40 to 65 years old): Older adults, ranging from 65 to 85 years old, generally 
experience a slowing of physical functioning along with a deceleration in cognitive abilities. They 
may confront Erikson's stage of ego integrity versus despair, while still navigating interpersonal 
relationships despite facing changes and losses. Deviations in this stage may manifest as 
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feelings of despair often linked to remorse for unmet aspirations. Special needs for older adults 
involve successfully transitioning into retirement, learning valuable life lessons, and managing 
the dynamics of maintaining or losing long-term relationships.

● Very Old Adults (those over 65 years of age): Very old adults typically continue to experience a 
decline in physical functioning as well as further deterioration in cognitive abilities. Additionally, 
they might encounter a significant increase in changes and losses related to relationships. Some 
individuals in this stage may experience suicidal thoughts and behaviors, highlighting the 
importance of providing them with appropriate attention and support. Special needs for very old 
adults involve coming to terms with life's achievements and the inevitable declines that come 
with advanced age.

Exploring Developmental Milestones: Physical, Cognitive, and Psychosocial Stages

Understanding the anticipated phases of physical, cognitive, and psychosocial development is vital in 
nursing. This enables identifying whether a client's growth and development aligns with expectations, 
assists in planning age-appropriate care, and facilitates modifications based on their age-related 
characteristics and requirements. This comprehensive assessment covers the various facets of growth 
and development.

Cognitive Progression: Inspired by Jean Piaget

Jean Piaget's cognitive development stages, relevant for children up to the age of 12, serve as a 
framework for assessing youngsters. After this age, cognitive development reaches completion. The 
progression of Piaget's cognitive levels includes:

● Sensorimotor Stage (from infancy to around 2 years old): This stage comprises six sub-stages, 
highlighting the growth of infants and young children's manipulation skills with tangible objects.

● Preoperational and Symbolic Phase (ages 2 to 7): Language and vocabulary evolve gradually 
during this phase.

● Concrete Operations (ages 7 to 11): Children in this age range acquire the ability to utilize logic 
and reasoning, enhancing their aptitude for resolving real-world problems.

● Formal Operations (age 12): By the age of 12, children should ideally possess the capacity to 
solve abstract issues, engaging in intricate thinking, logic, and reasoning.

Charting Psychosocial Development: The Wisdom of Erik Erikson

Erik Erikson proposed eight significant psychosocial development stages, each with associated tasks 
across the lifespan, spanning from infancy to old age. The successful resolution of these tasks allows 
individuals, including our clients, to progress to the next stage. Failure to accomplish these age-specific 
tasks, however, can impede psychosocial development.

Nurses must integrate these developmental tasks and challenges into their care plans, adjusting them to 
correspond with the age-linked tasks. Here's a rundown of Erik Erikson's stages:
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Stage Conflict Virtue Description

 Infancy
Birth through 18 

months
Trust vs. Mistrust Hope Trust (or mistrust) that basic needs, such as 

nourishment and affection, will be met 

Early Childhood age
18 months – 3 years

Autonomy vs. Shame 
and Doubt Will Develop a sense of independence in many 

tasks 

Play Age
3–6 years Initiative vs. Guilt Purpose

Take initiative on some activities—may 
develop guilt when unsuccessful or 
boundaries overstepped

School Age
6–12 years Industry vs. Inferiority Competence Develop self-confidence in abilities when 

competent or sense of inferiority when not

Adolescence
12–18 years

Identity vs. Role 
Confusion Fidelity Experiment with and develop identity and 

roles

Young Adulthood 
(19–40 years) Intimacy vs. Isolation Love Establish intimacy and relationships with 

others 

Adulthood
(40–65 years)

Generativity vs. 
Stagnation Care Contribute to society and be part of a family 

Old Age
(65 years to death) Integrity vs. Despair Wisdom Assess and make sense of life and meaning of 

contributions 

Source: Simply Psychology

Unveiling Psychosexual Development: Insights from Sigmund Freud

Sigmund Freud, a trailblazer in psychotherapy, introduced the concepts of id, ego, and superego, along 
with defense mechanisms such as sublimation and suppression. The id, operating on immediate 
gratification, influences infancy. The ego represents self-control, while the superego embodies the 
conscience. He also outlined five stages of psychosexual development. Freud's five psychosexual 
stages include:

Stage Age Range* Erogenous Zone(s) Consequences of Fixation

Oral 0 – 18 
months Mouth

Orally Aggressive: This involves behaviors like chewing 
gum or biting the ends of pens. Orally Passive: It 
encompasses activities such as smoking, eating, kissing, 
or engaging in oral sex.

Anal 18 – 36 
months Anus

Anal-retentive: People who fixate at this stage may 
exhibit an obsession with excessive neatness and 
organization. Anal-expulsive: Fixation can lead to 
reckless, careless, defiant, and disorganized behavior, 
sometimes involving an unusual interest in feces 
(coprophilia).
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Phallic 3 – 6 years Genitals

At this stage, children experience the Oedipus Complex 
(in boys according to Freud) and the Electra Complex 
(according to Jung, not Freud, for girls). These 
complexes involve sexual attraction and rivalry with the 
parent of the opposite sex.

Latency 6 years – 
Puberty N/A

Fixation at this stage is uncommon, but if it occurs, it 
tends to result in individuals experiencing extreme 
sexual dissatisfaction.

Genital Puberty and 
beyond Genitals

Consequences of fixation at this stage may include 
frigidity (lack of sexual responsiveness) and impotence, 
which can lead to unsatisfactory relationships.

*Age range may vary

Providing Care for Neonates, Infants, and Toddlers

Neonates

● APGAR Assessment: Neonates are evaluated using the APGAR score, focusing on appearance, 
pulse, grimace, activity, and respiratory effort. This quick assessment is done at one and five 
minutes after birth to gauge adaptation to extrauterine life.

● Gestational Age Assessment: The New Ballard Scale helps determine physical and 
neuromuscular maturity by evaluating factors like arm recoil, posture, and movements.

● Physical Characteristics: Neonates generally measure 18-22 inches in length, have a chest 
circumference of 12-13 inches, and a head circumference of 12.6-14.5 inches. Average weight 
ranges from 5 pounds, 8 ounces and 8 pounds, 13 ounces.

● Vital Signs: Normal vital signs include a respiratory rate of 30-60 per minute, pulse of 100-160 
beats per minute, systolic blood pressure of 60-80 mm Hg, diastolic blood pressure of 40-50 
mm Hg, and a body temperature between 97.7-98.9 degrees Fahrenheit.

● Physical Assessments: Checking the abdomen, eyes, ears, skin, fontanels, mouth, and genitalia 
is important. The neonate is an abdominal breather.

● Developmental Milestones: Newborns experience unique growth and developmental changes 
within their first month of life. Careful observation is essential.

Infants

● Physical Growth: Infants typically gain 5-7 ounces in the first six months and double their birth 
weight within the first year. Head circumference, height, and length also increase.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                161



● Developmental Stages: Infants are in the sensorimotor stage according to Piaget's theory and 
Erikson's trust versus mistrust stage. They begin to differentiate themselves from others and 
experience separation anxiety.

● Feeding: Infants are fed breast milk or formula every 2-4 hours, with a daily intake of 80-100 
mL per kilogram of body weight.

● Safety and Risks: Infants are at risk for falls, poisoning, drowning, and burns due to their 
exploratory behavior and oral stage of development.

Toddlers

● Vital Signs: Toddler vital signs include a pulse of 90-140 beats per minute, respiratory rate of 
20-40 breaths per minute, diastolic blood pressure of 50-80 mm Hg, systolic blood pressure of 
80-110 mm Hg, and a bodily temperature of 98.6 degrees Fahrenheit.

● Physical Growth: Toddlers grow about 3 inches per year, and their weight increases fourfold 
from birth.

● Developmental Shifts: Toddlers transition from the sensorimotor to the preoperational stage in 
Piaget's theory. They begin to communicate with brief phrases, demonstrate curiosity, and show 
interest in gender identity.

● Safety Concerns: Toddlers are at risk for accidents and injuries due to their growing 
independence, curiosity, and low impulse control.

● Nutrition: Toddlers require three meals a day, averaging 900-1800 calories. Iron 
supplementation supports red blood cell production.

● Play and Interaction: Toddlers engage in parallel play, playing near but not necessarily with 
other children. Toys that stimulate their curiosity and motor skills are suitable.

As healthcare providers, it's necessary to tailor care to meet the specific needs of neonates, infants, and 
toddlers. Assessing growth, development, and potential risks helps ensure a safe and nurturing 
environment during these early stages of life.

Providing Care for Di�erent Age Groups: Preschool to Middle Age Adults

Preschool Child (Ages 3-5)

● Vital Signs: Pulse rate of 80-110 beats per minute, respiratory rate of 20-30 breaths per 
minute, systolic blood pressure of 80-110 mm Hg, diastolic blood pressure of 50-75 mm Hg.

● Physical Growth: 4-7 pounds of weight gain and 2-3 inches of height increase per year.

● Developmental Milestones: Fears about the dark, expressive language, simple instructions 
comprehension.
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● Nutrition: Approximately 2,000 calories per day, with between-meal snacks to meet energy 
needs.

● Activities: Interactive play, "why" questions, dress-up, painting, puzzles, and simple books.

● Cognitive Stage: Piaget's preoperational stage; Erikson's initiative versus guilt stage.

School Age Child (Ages 6-12)

● Vital Signs: Pulse rate of 70-100 beats per minute, respiratory rate of 20-25 breaths per 
minute, systolic blood pressure of 80-120 mm Hg, diastolic blood pressure of 55-80 mm Hg.

● Physical Growth: Height, weight, and muscle mass increase with growth spurts; higher calorie 
and nutrient needs.

● Developmental Shifts: Begin questioning authority, prefer same-gender friends, development 
of morals.

● Activities: Same-gender friendships, challenging authority, fears of the unknown, interactive 
play.

● Cognitive Stage: Piaget's concrete operations stage; Erikson's industry versus inferiority stage.

Adolescents (Ages 13-17)

● Vital Signs: Similar to adult vital signs.

● Physical Growth: Skeletal and muscular systems undergo growth spurts; higher nutritional and 
caloric needs.

● Developmental Milestones: Complete sexual maturity, self-consciousness, identity 
development, and future planning.

● Activities: Focus on career, future planning, rebellion, and peer acceptance.

● Cognitive Stage: Piaget's formal operations stage; Erikson's identity versus role confusion stage.

Young Adult (Ages 18-64)

● Roles and Relationships: Form and maintain relationships, and assume adult roles.

● Stressors: Career, finances, relationships, and parenting

● Physical Stage: Physically matured; continue in Piaget's formal operations stage; Erikson's 
intimacy versus isolation stage.

Middle Age Adult (Ages 40-64)

● Physical Changes: Muscular strength weakens, hormonal changes (menopause, male 
climacteric), potential for osteoporosis.
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● Developmental Milestones: Erikson's generativity versus stagnation stage; "sandwich 
generation" responsibilities.

● Health Screenings: Eye exams, osteoporosis screenings.

● Stressors: Aging-related changes, parenting, and caregiving for both children and aging parents.

Providing Care for the Elderly: Ages 65 and Over

Physiological Changes

● Sensory and Neurological Changes: Decreased vision, hearing, smell, touch, reaction times, 
and night vision.

● Cardiovascular Changes: Decreased cardiac output, stroke volume, venous return, and cardiac 
output.

● Musculoskeletal Changes: Decreased muscular tone, strength, joint health, bone density, and 
intervertebral disc spaces.

● Renal Changes: Decreased renal size, blood supply, creatinine clearance, glomerular and 
tubular functioning.

● Hepatic Function Changes: Decreased hepatic blood flow and metabolism, leading to altered 
drug processing.

● Integumentary Changes: Loss of skin turgor, elasticity, thinning, dryness, wrinkles, age spots, 
faded hair, thicker ear/nasal hair, thicker nails.

● Respiratory Changes: Decreased lung expansion, air exchange, mucous membrane dryness, 
cough reflex, and immune system efficiency.

● Fluid and Electrolyte Changes: Imbalances due to altered hormone function, impaired thirst, 
diluted urine, changes in total body water and intracellular fluids.

Theories of Aging

● Programmed Theories: Genetic changes, hormonal shifts, immune system decline.

● Damage and Error Theories: Wear and Tear, Rate of Living, Cross-Linking, Free Radicals, 
Somatic DNA Damage.

Safety Concerns for the Elderly: Falls and accidental poisonings

As the aging process progresses, the elderly experience various physical changes across multiple 
systems. These changes include sensory decline, alterations in cardiovascular function, musculoskeletal 
weakening, renal and hepatic changes, and more. Erikson's ego integrity versus despair stage reflects 
the psychological journey of reflection and acceptance. Theories of aging include programmed and 
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damage/error perspectives, which consider genetics, hormones, immune function, cellular damage, and 
free radicals.

Providing healthcare for the elderly involves addressing their unique physiological and psychological 
needs while considering medication adjustments due to altered absorption, distribution, and 
metabolism. Recognizing and managing these changes ensures quality care for this population.

Adjusting Care Approaches According to Developmental Stages

As mentioned in discussions on communication and teaching, care approaches, communication styles, 
explanations, teaching methods, and diversionary activities are all tailored based on the client's age, 
cognitive level, and developmental stage. Likewise, physical care, including the administration of 
medications, is also adapted to match the client's age and developmental status. Several examples of 
these modified approaches to care and communication include:

● Educating parents or legal guardians when caring for an infant or young child.

● Providing safe, non-toxic, and appropriately sized toys for infants and young children to 
prevent choking hazards.

● Utilizing touch and a gentle tone of voice to communicate with infants.

● Employing graphic pain assessment tools instead of numerical scales for individuals with 
cognitive impairments, such as young children and elderly adults.

● Administering intramuscular injections in the vastus lateralis muscle for infants.

● Offering education to clients and their families on age-related changes and specific growth and 
development stages.

Enabling Client and Sta� Education on Age-Related Changes

Both clients and staff members should possess knowledge about the anticipated age-related changes 
and specific characteristics associated with different developmental stages. Nurses can identify gaps in 
knowledge among staff members by observing the consistency with which nursing care is adjusted 
according to clients' age-specific needs. Similarly, assessing clients' and family members' understanding 
of age-related changes is essential to tailor education effectively. For instance, middle-aged caregivers 
might need education on safety for elderly relatives, while new parents may require guidance on 
age-appropriate toys and car seat safety.
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Assessing Achievement of Developmental Milestones

Nurses employ their knowledge of developmental stages to evaluate whether clients are reaching the 
expected milestones for their age. These assessments encompass physical, cognitive, psychosocial, and 
psychosexual aspects of development.

Understanding the Impact of Expected Body Image Changes

Anticipated body image changes can bring about social, emotional, and psychological shifts. With 
guidance from the healthcare team, clients can learn to adapt, make lifestyle adjustments, challenge 
irrational beliefs, maintain social connections, and enhance body image through various means, such as 
prosthetics or wigs.

Evaluating the Impact of Body Image Changes on Clients and Families

Body image changes pose challenges for both clients and their families. Signs of effective coping include 
acknowledgment of the changes, as well as verbal and nonverbal expressions of adaptation. Nurses 
must ascertain whether these changes are affecting clients' quality of life and their ability to carry out 
daily activities.

Equipping Clients and Staff with Knowledge of Age-Related Changes

Educating staff members about age-related changes and age-specific characteristics empowers them to 
provide tailored care. Similarly, clients benefit from understanding the changes and characteristics of 
various age groups, enhancing their capacity to navigate life transitions effectively.

Ultimately, nurses play a crucial role in assessing, educating, and supporting individuals and families 
through the complex terrain of expected life transitions and the associated changes in body image. By 
offering personalized care and facilitating adaptive strategies, nurses contribute to the well-being and 
resilience of their clients across different developmental stages.

Empowering Individuals and Communities: Health Promotion vs. Disease 
Prevention

Health promotion revolves around empowering individuals and communities to take control of their 
health. By organizing, prioritizing, and acting on health issues, people can enhance their overall 
well-being. Conversely, disease prevention targets specific illnesses or conditions, such as cancer, 
aiming to stop their onset and reduce their impact.

Identifying Critical Risk Factors

As healthcare professionals, it is essential to recognize significant risk factors for diseases and illnesses. 
Refer to the table below for the top three leading causes of death by age group, as identified by the 
Centers for Disease Control and Prevention. By staying informed and proactive, we can better safeguard 
the health of our clients.
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E. Health Screening

Health screening involves applying your knowledge of pathophysiology and understanding risk factors 
associated with ethnicity and specific population or community traits. Here are examples of health 
screening methods:

Blood Sugar Check

● Blood sugar levels exceeding 199 mg/dL without fasting or over 125 mg/dL with an 8-hour 
fasting period indicate the need for a comprehensive evaluation.

Blood Pressure Check

● Around one-third of individuals with blood pressure readings exceeding 140/90 mmHg are 
unaware of their condition.
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● The occurrence of this "silent killer" is more prevalent in the southeastern United States, 
particularly among African Americans.

● Additional risk factors include age above 60, a sedentary lifestyle, and hyperlipidemia.

Fasting Lipid Profile

● Adults should undergo a fasting lipid profile at least once every five years.

● Optimal values include total cholesterol under 200 mg/dL, triglycerides under 150 mg/dL, 
low-density lipoprotein (LDL, the "bad" cholesterol) under 100 mg/dL, and high-density 
lipoprotein (HDL, the "good" cholesterol) above 40 mg/dL for men and 50 mg/dL for women.

Colorectal Screening

● Regular screening, beginning at age 50, is essential for preventing colorectal cancer.

● Screening methods encompass fecal occult blood tests (FOBT), sigmoidoscopy, colonoscopy, 
double-contrast barium enema (DCBE), or digital rectal exams (DRE).

Prostate Screening

● Men should initiate prostate-specific antigen (PSA) testing at age 50.

Mammograms

● Women should consider obtaining a baseline mammogram between ages 40 and 50, taking into 
account their individual risk factors.

Applying Knowledge of Pathophysiology to Health Screening

Health screening is a crucial component of preventive healthcare, and understanding the underlying 
pathophysiology of diseases and disorders is essential for tailoring effective screening strategies. 
Screening guidelines are often based on knowledge of risk factors, disease progression, and the 
demographics of populations. Here are examples of how knowledge of pathophysiology informs health 
screening:

● Chlamydial Infection Screening: Screening for chlamydial infections is targeted at sexually 
active women aged 25 and younger, as this group is at higher risk. The screening approach is 
based on the understanding that this specific age group is at higher risk due to lifestyle factors.

● Colorectal Cancer Screening: Starting at age 50, routine colorectal cancer screening is 
recommended. However, those with higher pathological risk factors, such as a family history of 
colorectal cancer, may need earlier or more frequent screenings.

● Depression Screening: Depressive disorders often have psychological triggers. Those who have 
experienced major life events or have poor coping skills might benefit from depression 
screening.
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● Breast Cancer Screening: Starting at age 40, routine mammography is recommended. However, 
individuals with a family or personal history of breast cancer may require earlier or more 
frequent screenings due to increased risk.

Identifying Risk Factors Linked to Ethnicity

Ethnicity can play a role in disease risk due to genetic predispositions and environmental influences. 
However, risk factors vary, and individual lifestyle and health practices interact with genetics. Some risk 
factors linked to ethnicity include:

● Sickle Cell Anemia: African, Latin American, Saudi Arabian, Southern European, and 
Mediterranean populations have a higher prevalence of the disease due to genetic factors.

● Hypertension: Certain ethnic groups like African Americans, Pacific Islanders, and Native 
Americans are more prone to hypertension, often due to genetic predisposition and lifestyle 
factors.

● Diabetes: Certain populations, including African Americans, Caribbeans, Native Americans, and 
South Asians, have a higher risk of developing diabetes due to both genetics and lifestyle 
factors.

● Tay Sachs Disease: Ashkenazi Jewish populations are at a higher risk due to genetic 
inheritance.

● Psychiatric Mental Health Disorders: Some populations might experience higher rates of 
psychiatric disorders, influenced by both genetic and socio-cultural factors.

● Cystic Fibrosis: Common among individuals of European descent due to genetic mutations.

Performing a Health History, Health, and Risk Assessments

Collecting a comprehensive health history is a fundamental nursing skill that aids in understanding a 
client's health status, risks, and needs. The health history includes demographic information, chief 
complaints, past medical history, family history, psychological and social history, lifestyle choices, 
cultural background, and health care utilization. It's important to use a combination of open-ended and 
closed-ended questions to gather accurate and relevant data.

Targeted Screening Assessments

Targeted screening assessments focus on specific populations at risk for certain disorders or conditions. 
These screenings are designed to identify potential issues early, enabling timely interventions. For 
example, visual, auditory, and nutritional screenings may be performed when risk factors or symptoms 
are present.
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Utilizing Appropriate Interviewing Techniques When Taking a Client's Health History

Effective interviewing techniques are essential for gathering accurate and complete health history data. 
Establishing rapport, maintaining privacy, using therapeutic communication, validating information with 
the client, and documenting collected data accurately are all crucial components. Avoiding 
non-therapeutic communication, being sensitive to the client's cultural background, and addressing 
communication barriers are also key considerations when conducting health history interviews.

Incorporating knowledge of pathophysiology, risk factors, and culturally sensitive communication 
techniques ensures that health history interviews are thorough, respectful, and tailored to each 
individual's unique needs and health status.

Therapeutic Communication Techniques

Acceptance: Affirming the client's emotions without 
necessarily agreeing

Client: I hate taking all this medicine. It makes me feel 
numb.
Nurse (making eye contact): Yes, I understand.

Clarification: Asking the client to provide further 
details or explanations for clarity

Client: I feel useless to everyone and everything. 
Nurse: I'm not sure I understand what you mean by 
useless. Can you give an example?"

Focusing: Emphasizing and discussing specific 
statements or topics the client brings up

Client: I grew up with five siblings in a difficult 
environment."
Nurse: It sounds like you had some challenging 
experiences growing up.

Exploring: Gathering more information about what the 
client communicates

Client: I had to lie when I found out a dark secret about 
my sister.
Nurse: If you're comfortable, tell me more about the 
situation and your sister's secret.

Giving Recognition: Acknowledges and validates the 
client's positive health behaviors, without giving 
excessive compliments.

Nurse: I noticed you took all of your medications.

Open-Ended Questions/ Offering General Leads: 
Encouraging clients to lead the conversation by using 
open questions

Client: I'm unsure of what to do next.
Nurse: Tell me more about your concerns.

Paraphrasing: Restating the client's words and ideas 
to encourage further communication

Client: I've been busy today.
Nurse: Participating in support groups kept you busy.

Presenting Reality: Providing valid information to 
restructure distorted client thoughts

Client: I can't go in that room; there are spiders on the 
walls.
Nurse: I see no evidence of spiders on the walls.

Restating: Using different words to encourage 
elaboration on the client's statements

Client: The nurses hate me here.
Nurse: You feel as though the nurses dislike you?

Reflecting: Encouraging clients to consider their own 
actions, solutions, and perspectives

Client: Do you think I should try this new treatment? 
Nurse: What do you think are the pros and cons of the 
new treatment plan?
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Providing Silence: Allowing quiet time for client 
self-reflection

The nurse remains silent after a client's statement, 
using nonverbal cues to show active listening and 
validation.

Making Observations: Noting client's appearance or 
behavior that may pose problems

Nurse: You look tired today.
Client: I haven't been sleeping much due to racing 
thoughts at night.

Offering Self/Providing Presence: Being present with 
the client to show support and value

The nurse offers to sit with the client for a few minutes, 
providing a caring connection.

Encouraging Descriptions of Perceptions: Asking 
clients about sensory experiences in a nonjudgmental 
manner

client appears distracted and frightened, possibly 
seeing or hearing something. 
Nurse: It seems like you might be hearing something. 
What do you hear now?

Encouraging Comparisons: Prompts clients to reflect 
on past experiences in which they have coped 
effectively, helping them discover solutions to current 
problems.

Nurse: Going through a divorce must have been 
challenging. How did you cope?
Client: I walked my dog outside often.
Nurse: Walking your dog outside helps you cope with 
stress and feel better, right?

Offering Hope: Encourages clients to remain resilient 
and persevere through challenging situations, instilling 
hope and motivation.

Nurse: I remember you shared with me how well 
you've coped with difficult situations in the past.

Offering Humor: Uses appropriate humor to lighten 
the mood, promote closeness, and create a positive 
atmosphere, tailored to the client's sense of humor.

Nurse: Knock, knock.
Client: Who's there?
Nurse: Lettuce.
Client: Lettuce who?
Nurse: Lettuce help you feel better soon! (Laughs with 
the client)

Confronting: Challenges clients' assumptions or 
presents a different perspective on a situation to help 
them consider alternate viewpoints.

Client: I haven't been drinking much lately.
Nurse : Yesterday, you mentioned drinking excessively 
every weekend.

Summarizing: Demonstrates active listening and 
allows clients to verify the information by offering a 
summary, giving the opportunity for corrections.

Client: I don't like my medications due to side effects." 
Nurse: So, you've avoided taking your medications this 
month because of fatigue and weight gain. Is that 
right?

Source: American Nurse, the official journal of the American Nurses Association

F. High-Risk Behaviors

High-risk behaviors include lifestyle choices that elevate the likelihood of illness, disease, or even 
mortality. 

HIV Risk Behaviors

An illustrative example is seen in the context of HIV/AIDS, where such behaviors encompass:
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● Unprotected Sexual Activities: These include engaging in anal, vaginal, or oral sex without the 
use of protective barriers such as condoms.

● Needle Use and Sharing: Practices such as utilizing contaminated needles or sharing syringes 
can contribute to the transmission of infections.

● Exposure to Bodily Fluids: Activities that involve contact with bodily fluids like blood, semen, 
vaginal fluids, and saliva can increase the risk of infection transmission.

Unprotected sexual intercourse can also result in other adverse outcomes, such as contracting sexually 
transmitted diseases (STDs). Practicing safe sex requires careful planning, such as ensuring that 
condoms are readily available. Consistent use of birth control pills can also effectively prevent 
unplanned pregnancies. 

Safety Measures on the Road

Additionally, it's crucial to raise awareness about preventing accidental injuries to mitigate fatalities due 
to unintentional incidents. This entails adhering to safety measures like:

● Seat Belt Usage: Wearing seat belts while in automobiles reduces the risk of severe injuries 
during accidents.

● Helmet Use: When biking, wearing a helmet serves as a protective measure against head 
injuries in the event of falls or collisions.

● Crosswalk Utilization: Using designated crosswalks when walking enhances pedestrian safety 
by minimizing the chances of accidents with vehicles.

Assessing the Client's Lifestyle Practice Risks That May Have an Impact on Health

Recognizing and addressing lifestyle-related risks is a critical aspect of nursing practice, especially in 
promoting health and preventing diseases. Lifestyle choices significantly influence a person's well-being, 
and nurses play a vital role in assessing and helping clients identify risks that could impact their health. 
Some of these modifiable risk factors include:

● Excessive Sun Exposure: Assessing clients' sun exposure habits and educating them about the 
importance of sun protection to prevent skin damage and reduce the risk of skin cancer. The 
American Cancer Society (ACA) recommends sunscreens with broad spectrum protection 
(against both UVA and UVB rays) and with sun protection factor (SPF) values of 30 or higher are 
recommended.

● Lack of Regular Exercise: Evaluating clients' physical activity levels and providing guidance on 
incorporating regular exercise to improve cardiovascular health, manage weight, and enhance 
overall well-being. According to the Centers for Disease Control and Prevention (CDC), adults 
require 150 minutes of physical activity and 2 days of muscle-strengthening activity per week. 
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● Poor Diet: Assessing dietary habits and offering information on balanced nutrition to prevent 
conditions like obesity, diabetes, and heart disease. The recommended Dietary Guidelines for 
Americans include emphasizing fruits, vegetables, whole grains, and fat-free or low-fat milk and 
milk products. Includes a variety of protein foods such as seafood, lean meats and poultry, eggs, 
legumes (beans and peas), soy products, nuts, and seeds. Consume foods that are low in added 
sugar and saturated fats, and stay within your recommended daily calorie intake.

● Cigarette Smoking and Tobacco Use: Identifying tobacco use and offering smoking cessation 
strategies to reduce the risk of respiratory diseases, cardiovascular diseases, and cancer.

● Alcohol Use: Discussing alcohol consumption patterns and providing education on responsible 
drinking to prevent alcohol-related health issues.

● Illicit Drug Use: Inquiring about drug use, addressing substance abuse, and connecting clients 
with resources for addiction treatment and recovery.

● Unprotected Sex: Engaging in conversations about safe sexual practices to prevent sexually 
transmitted infections (STIs) and promote sexual health.

● Avocational and Hobby Choices: Exploring clients' recreational activities and discussing safety 
measures to mitigate risks associated with adventurous hobbies.

● Inadequate Sleep and Rest: Evaluating sleep patterns and emphasizing the importance of 
sufficient sleep for overall health and well-being.

Assisting the Client to Identify High-Risk Behaviors

Nurses play a supportive role in helping clients recognize high-risk behaviors and understand the 
potential consequences. Through education and counseling, nurses empower clients to make informed 
decisions for their health. For instance:

● Safe Sexual Practices: Nurses educate clients about the importance of using barrier methods, 
getting tested for STIs, and practicing monogamy to reduce the risk of infections.

● Calcium Deficiency and Osteoporosis: Nurses explain the link between calcium intake and 
bone health, highlighting the need for adequate dietary calcium and weight-bearing exercises to 
prevent osteoporosis.

● Fatigue and Health Risks: Nurses help clients understand the connection between chronic 
fatigue and increased susceptibility to illnesses and accidents, promoting the value of rest and 
stress management.
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Providing Information for the Prevention and Treatment of High-Risk Health 
Behaviors

Nurses offer valuable information and resources to help clients prevent and address high-risk health 
behaviors. This includes:

● Smoking Cessation: Providing educational materials, counseling, and referrals to smoking 
cessation programs to help individuals quit smoking and improve their lung and overall health.

● Safe Sexual Practices: Supplying information about condom use, regular STI testing, and 
communication with partners to minimize sexual health risks.

● Drug Education: Offering resources and information about the dangers of illicit drug use, along 
with referrals to substance abuse support programs.

● Health Impact of Lifestyle Choices: Educating clients about the consequences of excessive sun 
exposure, sedentary behavior, poor diet, and other risk factors on overall health.

● Community Resources: Directing clients to community-based programs, online resources, and 
support groups related to specific risk factors, such as local fitness classes or nutrition 
workshops.

By assessing, educating, and guiding clients, nurses contribute to the promotion of healthy lifestyles, 
disease prevention, and improved quality of life.

G. Lifestyle Choices

Lifestyle encompasses a distinct array of behaviors and practices that span from habitual actions to 
conscious decisions. These choices vary from customary ways of doing things to deliberate actions. 
Examples of lifestyle choices encompass a wide spectrum, such as:

● Family Planning: Choosing to be child-free or having children

● Residential Environment: Opting to live in urban, rural, or suburban settings, each with its own 
unique dynamics

● Education Approach: Deciding to educate children in public or private schools, homeschooling, 
or other alternative methods

● Healthcare Preferences: Selecting conventional or alternative health care practices, including 
homeopathic remedies

It's important to recognize that these choices can influence the health of your clients in various ways. 
Your expertise in curating learning materials for nurses who cater to diverse communities empowers 
them to comprehend the impact of these lifestyle choices on client health.
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Assessing the Client's Lifestyle Choices 

In addition to the various lifestyle choices we've discussed earlier, individuals and family units also make 
decisions about social and educational aspects of their lives. These choices include whether to live in 
urban, suburban, or rural areas, as well as decisions about schooling for their children. Nurses play a 
crucial role in understanding and addressing these choices when they impact a person's health and 
well-being.

For instance, living in a rural area offers benefits like reduced traffic congestion and air pollution, but it 
might come with challenges like social isolation and limited access to amenities. Similarly, choices 
regarding homeschooling can provide personalized education, but they might also lead to increased 
stress and challenges for both parents and children. In these cases, nurses work with individuals and 
families to explore alternative options that align better with their health and well-being.

Assessing the Client's Attitudes/Perceptions on Sexuality 

Sexuality is a deeply personal and culturally influenced aspect of human life. People's attitudes and 
beliefs about sexuality can vary widely due to cultural, religious, and personal factors. Nurses respect 
and acknowledge these diverse perspectives without imposing their own judgments or beliefs. They 
create a safe space for clients to express their attitudes toward sexuality and address any concerns or 
questions they may have.

Assessing the Client's Need and Desire for Contraception

Nurses play a vital role in supporting clients' decisions about contraception. Regardless of their own 
preferences, nurses provide comprehensive information about various contraceptive methods, their 
benefits, risks, and effectiveness. This empowers clients to make informed choices that align with their 
needs and preferences. Nurses ensure that clients feel comfortable discussing their contraceptive 
needs, and they offer guidance to help clients find the most suitable options.

Identifying Contraindications to Contraceptive Methods

Certain medical conditions, lifestyle factors, and client characteristics can affect the suitability of various 
contraceptive methods. For instance, some forms of contraception may not be recommended for 
individuals who smoke or have a history of certain medical conditions. Nurses carefully assess clients’ 
medical history, lifestyle, and preferences to identify contraceptive methods that are both safe and 
effective for them.

Identifying the Expected Outcomes of Family Planning Methods 

Family planning methods have diverse goals, such as preventing unwanted pregnancies and promoting 
sexual satisfaction. Nurses work with clients to establish clear expectations and goals for their family 
planning choices. This might involve discussions about effective contraception methods, preventing 
unintended pregnancies, and supporting clients' desires for their reproductive future.
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Recognizing the Client Who is Socially or Environmentally Isolated

Isolation, whether social or environmental, can have significant impacts on an individual's well-being. 
Nurses are attentive to signs of isolation and its effects, including emotional distress, withdrawal, and 
communication difficulties. By identifying these signs, nurses can develop tailored interventions to help 
clients reconnect with others, enhance their self-esteem, and improve their overall social interactions 
and engagement.

Educating the Client on Sexuality Issues

In addition to family planning, nurses provide education on a wide range of sexuality-related topics. This 
includes safe sexual practices to prevent sexually transmitted infections, addressing changes in 
sexuality during milestones like pregnancy and menopause, and addressing concerns like impotence 
and sexual dysfunction. Nurses offer evidence-based information and support to help clients navigate 
these aspects of their sexual health.

Evaluating the Client on Alternative or Homeopathic Health Care Practices

Nurses are aware of various alternative and complementary health care practices, including 
homeopathy, naturopathy, chiropractic care, and more. While some of these practices may lack scientific 
validation, nurses respect clients’ preferences and choices. They assess the safety and potential 
benefits of these practices, considering factors such as contraindications, interactions with other 
treatments, and potential adverse effects. Nurses play a role in educating clients about these practices 
and helping them make informed decisions that align with their overall health and well-being. Let's 
briefly explore various alternative and complementary interventions:

● Magnets: While the National Institutes of Health (NIH) currently states that magnets lack 
scientific effectiveness, many clients report pain reduction, particularly for conditions like 
arthritis and fibromyalgia. It's important to note that magnets are not safe for individuals with 
pacemakers or insulin pumps, as these devices can be adversely affected by magnetic forces.

● Massage: Massage is administered by various healthcare professionals, including nurses, 
nursing assistants, licensed massage therapists, and physical therapists. Known for its 
pain-relieving and stress-reducing benefits, massage also promotes comfort and improved 
sleep.

● Meditation: Meditation, which holds spiritual significance for some, effectively alleviates stress, 
anxiety, and pain. Focusing inward and redirecting thoughts away from pain and stressors can 
bring relief. Meditation often pairs well with imagery techniques.

● Prayer: Scientific evidence suggests that prayer is effective in reducing stress, anxiety, and pain. 
Unlike meditation, prayer often holds religious significance and can offer comfort and solace.

● Heat and Cold Applications: Heat and cold therapies are valuable for relieving muscular pain. 
However, it's important to limit application time to 10 minutes to avoid reversing their effects.
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● Deep Breathing: Deep breathing and deep cleansing breaths effectively alleviate pain, muscular 
tension, and stress. These techniques are particularly beneficial for managing tension, pain, 
anxiety, and fatigue.

● Progressive Muscular Relaxation: This technique, often combined with meditation and other 
alternative therapies, helps relieve muscular tension, pain, and stress. It stimulates the 
parasympathetic nervous system while reducing autonomic nervous system activation.

● Distraction: Distraction involves diverting focus from stressors. Activities like reading a book, 
watching a favorite TV show, or concentrating on something other than pain or anxiety can be 
effective.

● Guided Imagery: Guided Imagery involves concentrating on peaceful and relaxing mental 
visuals, such as a serene beach sunset or flowing stream to calm the sympathetic nervous 
system. It is often used with meditation; imagery aids relaxation and stress reduction.

● Biofeedback: Biofeedback uses monitoring devices to measure factors like heart rate and blood 
pressure. Clients can observe changes as they engage in relaxation techniques like progressive 
relaxation or meditation, which contributes to pain and stress relief.

● Hypnosis and Self-Hypnosis: Both self-hypnosis and guided hypnosis offer relief from anxiety, 
stress, and pain. Clients enter deep relaxation states, either guided by a hypnotist or 
independently.

● Transcutaneous Nerve Stimulation (TENS): TENS devices transmit low electrical impulses 
through the skin to painful areas, altering pain modulatory pathways and decreasing discomfort.

● Acupuncture: This ancient Chinese technique involves inserting thin, sterile needles under the 
skin to alleviate pain. Acupuncture has a long history of use, similar to acupressure.

● Acupressure: Like acupuncture, acupressure originates from Chinese therapy and involves 
applying pressure instead of needles.

● Reiki: Reiki involves therapists placing hands on or near the body to enhance the client's energy 
field and natural healing processes. Some believe Reiki offers relief from pain, depression, and 
fibromyalgia.

● Music Therapy: Music therapists engage clients in activities such as singing, music creation, and 
listening. Beyond leisure, music therapy aids stress and pain reduction.

● Mind-Body Exercises: Mind-body exercises like yoga and tai chi combine meditation, deep 
breathing, and bodily movement for holistic well-being.

● Herbs, Minerals, and Supplements: While some herbs, minerals, and supplements are 
scientifically recognized as safe and effective, others lack scientific validation and may pose 
risks. Nurses assess their potential interactions with medications and therapeutic regimens to 
ensure client safety.
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H. Self-Care

Self-care includes self-initiated activities that promote personal well-being, without relying on medical 
professionals or other external assistance. For individuals with developmental delays or the elderly, their 
ability to perform self-care tasks can determine their level of independence. Your comprehensive 
understanding of local community resources can contribute to prolonging their ability to live in their own 
homes. Your role involves crafting care plans that involve input from clients, family members, friends, or 
external caregivers, tailored to each individual's needs and circumstances.

Self-Care De�icit Nursing Theory

Dorothea Orem is credited with developing the Self-Care Deficit Nursing Theory, which revolves around 
three nursing systems tailored to a client’s ability to manage their self-care.

● Wholly Compensatory Nursing System: This system involves the nurse providing complete care 
for clients who are unable to perform any self-care activities. Examples include infants, 
neonates, and comatose clients.

● Partly Compensatory Nursing System: In this system, the nurse offers care when the client can 
manage some but not all self-care tasks. Clients like those acutely ill, who can perform certain 
tasks like brushing teeth but not bathing, fall under this category. Nurses provide assistance for 
tasks the clients cannot manage.

● Supportive Educative Nursing System (Developmental Nursing System): Here, the nurse 
educates and supports the client’s self-care abilities and activities, encouraging their 
independence.

The concept of self-care activities is further divided into Basic Activities of Daily Living (ADLs) and 
Instrumental Activities of Daily Living (IADLs).

● Basic ADLs: These include tasks like bathing, mobility, toileting, personal care, grooming, 
dressing, and eating.

● Instrumental ADLs: These are more complex and include activities like grocery shopping, 
housework, meal preparation, using the telephone, and transportation. To remember these, use 
the mnemonic SHAFT (Shopping, Housekeeping, Accounting, Food preparation, Telephone, 
Transportation).

To assess a client’s ability to manage self-care in their home environment, nurses may directly observe 
them or involve physical and occupational therapists. Standardized tools like the Lawton Instrumental 
Activities of Daily Living Scale, Bristol Activities of Daily Living Scale, Cleveland Scale of Activities of Daily 
Living, and Katz Index of Independence in Activities of Daily Living are employed.

● The Lawton Instrumental Activities of Daily Living Scale evaluates a client’s ability to manage 
tasks like shopping, meal preparation, medication management, and more.

● Katz Index assesses fundamental activities like bathing, feeding, toileting, and continence.
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● Bristol Activities of Daily Living Scale measures various aspects including time orientation, 
dressing, oral care, and transportation.

● Cleveland Scale is used to assess functional abilities, particularly in clients with dementia and 
physical impairments.

Factors like motivation, social support, physical and psychological status, neurological and 
musculoskeletal abilities, cognitive function, and development can influence a client’s self-care 
capabilities. Tests such as the Barthel Index, Klein-Bell Scale, and Assessment of Motor and Process 
Skills help evaluate neurological and musculoskeletal status. Nurses and therapists assess a range of 
motion, muscular strength, coordination, and motor function.

Nurses support clients in maintaining their independence by assisting with mobility, personal care, 
hygiene, and activities of daily living. Education and referrals to community resources are essential. A 
client’s self-care abilities and functional capabilities are pivotal when developing or revising a care plan. 
Care plans are tailored to address these needs, which may require assistance from caregivers, nurses, or 
other healthcare providers.

Primary caregivers are empowered with knowledge and guidance to assist clients in meeting self-care 
goals. Nurses educate caregivers on providing necessary care and support, fostering the client’s 
well-being and independence.

I. Principles of Teaching and Learning

The principles of teaching and learning are essential strategies that enable you to share medical and 
health-related information with your clients effectively. Drawing upon your educational background and 
expertise, you possess the capacity to acquire new information naturally. However, when it comes to 
teaching clients, several key considerations come into play:

Assessment of Readiness and Ability to Learn

● Taking age and developmental stage into account is crucial when tailoring teaching methods for 
clients. For instance, instructing adolescents might involve directing them to reputable online 
sources, fostering their autonomy in seeking health information. 

● Recognizing clients' living circumstances is important. Consider situations such as elderly 
individuals facing social isolation due to sensory impairments or geographical isolation from 
family and friends. 

● Empower clients to set their own learning objectives and evaluate their progress.

● Encourage clients to demonstrate their comprehension of information and practice relevant 
skills. 

●  After delivering the teachings, assess the outcomes to ensure effectiveness.
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Accounting for Learning Preferences

● Visual learners grasp concepts through images. Employ visual aids like diagrams, videos, and 
handouts. 

● Auditory learners comprehend best through listening. Inform them about community lectures, 
discussions, and audio resources. 

● Tactile or kinesthetic learners learn best through hands-on experiences. For instance, allow 
clients to interact with a scale model of body organs to enhance their understanding of anatomy.

Identifying Barriers to Client Learning

● Take into consideration physical conditions such as impaired vision or hearing. 

● Acknowledge financial constraints that might affect access to learning materials. 

● Recognize the significance of support systems in the learning process. 

● Address and correct misconceptions about diseases and treatments. 

● Adjust teaching methods to accommodate low literacy and comprehension skills. 

● Respect cultural and ethnic backgrounds and overcome language barriers. 

● Find ways to motivate clients who might initially lack enthusiasm. 

● Consider the impact of the environment on learning. 

● Acknowledge and work through negative past learning experiences. 

● Address any tendency toward denying personal responsibility for health education.

● Evaluate health literacy

○ Personal health literacy refers to an individual's capacity to locate, comprehend, and 
apply information and services for making health-related decisions for themselves and 
others.

○ Organizational health literacy pertains to how organizations facilitate individuals, 
ensuring they can access, comprehend, and utilize information and services to make 
informed health-related decisions for themselves and others fairly and equitably.

The journey from childbirth to old age has been explored in this chapter, encompassing a comprehensive 
view of health and wellness across the lifespan. Your understanding of fundamental health promotion 
and maintenance concepts is a valuable asset in any clinical setting. It is this proficiency that will 
become evident when you successfully navigate the NCLEX-LPN® examination.
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J. Physical Assessment: Techniques, Considerations, and Insights

A Comprehensive Health Assessment 

● Complete Medical History: This involves gathering detailed information about the client’s past 
medical conditions, current medications, allergies, surgical history, family medical history, social 
history, and lifestyle factors. This information provides valuable insights into the client’s health 
status and potential risk factors.

● General Survey: This focuses on initial observations of the client’s overall appearance and 
well-being. This survey involves collecting baseline data on the client’s posture, body build, gait, 
level of distress, hygiene, grooming, skin condition, and vital signs. These observations offer 
initial clues about the client's health status and potential areas of concern.

● Complete Physical Assessment: The complete physical assessment is a comprehensive 
examination of the client's body systems, aimed at identifying any abnormalities or potential 
health issues. This assessment is further divided into specific categories:

A. Head-to-Toe Examination: This involves inspecting and assessing each body region, 
starting from the head and progressing down to the toes. It includes the examination of the 
face, skull, eyes, ears, nose, mouth, throat, neck, trachea, thyroid, skin, hair, nails, breasts 
(for females), genitalia, rectum, and anus.

○ The complete head-to-toe physical assessment and examination are often conducted 
by registered nurses, advanced practice nurses, and doctors. 

○ However, licensed practical nurses play a significant role in ongoing care by reviewing 
baseline examination data and comparing it to the client’s current status. They report 
their findings to the supervising registered nurse or healthcare provider and document 
these results.

B. Vital Signs: Measuring and documenting vital signs such as pulse rate, blood pressure, body 
temperature, and respiratory rate. These values provide essential baseline information 
about the client’s cardiovascular and respiratory health.

C. Assessment of Specific Systems: Evaluating various body systems, including the thorax 
(inspection, palpation, percussion, and auscultation of the lungs and heart), peripheral 
vascular system (inspecting, palpating, and auscultating for abnormal sounds or pulses), 
musculoskeletal system (inspecting and palpating muscles, joints, and bones), 
neurological system (assessing cranial nerves, reflexes, and sensory functions), and more.

A Thorough Physical Assessment 

The medical history and general survey have been previously discussed. In this section, we will focus on 
detailing the components of the complete physical assessment. This meticulous examination allows 
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healthcare professionals to detect any signs of illness, abnormalities, or changes in the client’s health 
status. It also serves as a foundation for further diagnostic tests or interventions if needed.

By conducting a comprehensive health assessment, nurses can gather essential data that aids in 
accurate diagnosis, treatment planning, and ongoing client care. This holistic approach ensures that 
every aspect of the client’s health is thoroughly evaluated, leading to better-informed medical decisions 
and improved client outcomes.

Nurses play a pivotal role in preparing and positioning clients for physical examinations. Ensuring 
privacy, explaining procedures, and ensuring client comfort are paramount during this process. 
Documentation is also a fundamental aspect of nursing care, and all data collected during the health 
history and physical examination must be documented according to facility protocols. Various facilities 
may utilize specific forms for recording this information.

Techniques of Physical Assessment

In the realm of physical assessment, it's essential to master the four fundamental techniques. The 
typical sequence for physical assessment techniques follows a specific order: first inspection, then 
palpation, followed by percussion, and finally auscultation. However, when conducting an abdominal 
assessment, it's best to begin with inspection, then auscultation, followed by percussion, and finally 
palpation. This sequence change is necessary because palpation and percussion can influence bowel 
sounds, so the order is adjusted for abdominal assessments. Let’s look closely at the typical sequence 
for physical assessment:

1. Inspection

● This involves purposeful observation, noting any deviations from expected age-related 
development.

● Pay attention to posture, body movements, and nutritional status through appearance, 
speech patterns, and vital signs.

2. Palpation: Employ your fingers and palms to apply light or deeper pressure, gathering data 
about superficial blood vessels, lymph nodes, the thyroid, and abdominal and pelvic organs.

3. Percussion: By tapping specific body parts, you listen for the resultant sounds. This technique is 
often used on the chest and abdominal walls. Different percussion sounds, such as resonance, 
flatness, hyper-resonance, and tympany, offer distinct information.

4. Auscultation

● Utilizing a stethoscope, you listen to sounds generated by the movement of air or fluids 
within the body.

● This provides insights into breath sounds, spoken voice, bowel sounds, cardiac murmurs, 
and heart sounds.
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● The stethoscope's bell part captures low-frequency sounds, such as heart murmurs, while 
the diaphragm part detects high-frequency sounds from the heart and lungs.

Moreover, a physical assessment consists of checking the following:

● vital signs

● thorax and lungs including lung 
sounds

● cardiovascular system including 
heart sounds

● head

● neck

● integumentary system

● peripheral vascular system

● breast and axillae

● abdomen

● musculoskeletal system

● neurological system including all 
the reflexes

● male and female genitalia and 
inguinal lymph nodes

● rectum and anus

A. Vital Signs: Vital signs, including pulse rate, blood pressure, body temperature, and respiratory 
rate, are systematically measured and recorded. These vital signs provide crucial information 
about the client's cardiovascular and respiratory health, helping healthcare professionals 
monitor any deviations from the norm.

B. Assessment of the Thorax: In this phase, the thorax (chest) is thoroughly examined using 
various techniques:

● Inspection: Both the front (anterior) and back (posterior) of the thorax are visually 
inspected for size, symmetry, shape, and the presence of any skin lesions. Additionally, 
any misalignment of the spine is noted, and the movements of the chest are observed to 
ensure proper diaphragm movement during breathing.

● Palpation: The back of the thorax is palpated to assess respiratory excursion 
(movement of the chest during breathing) and fremitus (vibrations felt during speech).

● Percussion: By tapping the thorax, healthcare professionals determine whether normal 
or abnormal sounds are produced, aiding in the identification of potential issues.

C. Assessment of the Lungs: This step involves careful evaluation of the lungs using the following 
techniques:

● Auscultation: Listening to breath sounds using a stethoscope, differentiating between 
normal and adventitious (abnormal) sounds that could indicate underlying respiratory 
conditions.
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● Percussion: By tapping and listening to the sounds produced, healthcare providers 
identify any variations from the expected normal sounds. This aids in the detection of 
potential respiratory abnormalities.

D. Assessment of the Cardiovascular System: The cardiovascular system is assessed through the 
following methods:

● Inspection: Observing for pulsations that might suggest the presence of an aortic 
aneurysm or other cardiovascular issues.

● Auscultation: Listening for heart sounds, including the normal S1 and S2 sounds and 
abnormal sounds like clicks, diastolic heart sounds ( S3, S4), diastolic knocks, and mitral 
valve sounds. These can provide insights into the heart's health.

E. Assessment of the Peripheral Vascular System: Evaluation of the peripheral vascular system 
involves careful examination of the extremities and blood vessels:

● Inspection: The extremities are visually inspected for abnormal color and signs of poor 
blood perfusion, particularly in the lower extremities. The jugular veins are also 
examined for pulsations or distention.

● Auscultation: Listening to the carotid arteries for any abnormal bruits (abnormal 
sounds) that could indicate vascular issues.

● Palpation: Gently touching peripheral veins to assess skin temperature, tenderness, and 
swelling. Palpating peripheral vein pulses bilaterally helps determine regularity, volume, 
and equality.

F. Assessment of the Musculoskeletal System: The musculoskeletal system is evaluated using 
these approaches:

● Inspection: Assessing major muscles for size, strength, and the presence of tremors, 
contractures, muscular weakness, or paralysis. Joints are examined for their range of 
motion, while areas around bones and muscle groups are checked for deformities, 
swelling, or tenderness.

● Palpation: Gently palpating muscles to identify spasticity, flaccidity, pain, tenderness, 
and tremors.

G. Assessment of the Neurological System: The neurological system is a complex and intricate 
network that plays a vital role in our daily functioning. As a nurse or healthcare professional, it's 
essential to be familiar with various terms and concepts related to the neurological system and 
its disorders. This knowledge helps in accurately assessing and understanding the health of your 
clients. 
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Important Terms and Concepts Related to the Neurological System

● Acalculia refers to the inability of a client to perform basic mathematical calculations 
like addition and subtraction. This can be a result of neurological impairment.

● Agnosia is a condition where a person loses the ability to recognize and identify familiar 
objects using their senses. This occurs even when the senses themselves are intact and 
functioning normally. Different types of agnosia are based on each sense, such as 
auditory, visual, gustatory, olfactory, and tactile agnosia.

● Agraphia is the inability to write, often accompanied by difficulties in expressing 
thoughts through written language. It's a characteristic symptom of Gerstmann's 
syndrome.

● Alexia is a type of receptive aphasia; it occurs when a person cannot process, 
understand, or read written words. It's sometimes referred to as "word blindness" or 
"optical alexia."

● Anhedonia is a loss of interest or pleasure in life experiences, often stemming from 
neurological deficits.

● Anomia is the inability to name familiar objects or items. Clients may struggle to recall 
common words or phrases.

● Anosognosia refers to a neurological condition where the client lacks awareness of their 
neurological or psychiatric deficit, and it is linked to conditions such as mental illness, 
dementia, and structural brain lesions, often observed in clients who have experienced 
right hemisphere strokes.

● Aphasia involves communication difficulties. Expressive aphasia results in an inability to 
express feelings and wishes verbally, while receptive aphasia causes a lack of 
understanding spoken words.

● Asomatognosia is the inability to recognize one's own body parts. Clients with this 
condition might not acknowledge the existence of certain body parts.

● Astereognosis refers to the incapacity to distinguish the shape and size of objects by 
touch, as well as the inability to recognize objects through touch. These conditions fall 
into the categories of apperceptive and associative agnosia. The term "tactile agnosia" is 
specifically employed for the associative type of this condition.

● Asymbolia is the inability to respond to pain, despite having the sensory function to feel 
pain. Clients with this condition don't react to painful stimuli.

● Autotopagnosia is the inability to locate or identify one's own body parts, another 
person's body parts, or those of a medical model.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                185



● Balint's Syndrome is a collection of symptoms that includes ocular apraxia, optic ataxia, 
and simultanagnosia. These symptoms affect visual scanning, visuospatial ability, and 
attention.

● Broca’s Aphasia is characterized by the inability to form and express words, despite 
intact comprehension abilities.

● Color Agnosia is the inability to recognize or name different colors.

● Conduction Aphasia is the inability to repeat phrases or write dictated passages, even 
though speech and comprehension are intact.

● Dressing Apraxia occurs when a person struggles to dress themselves due to 
neurological dysfunction.

● Dysgraphia is the difficulty in writing, while agraphia refers to the complete inability to 
write.

● Ideomotor Apraxia affects a person's ability to imitate everyday tasks, like brushing 
teeth, due to neurological deficits.

● Misoplegia is a feeling of hatred or disgust towards a paralyzed or adversely affected 
limb.

● Visual Agnosia is the inability to recognize or attach meaning to familiar objects.

● Wechsler Memory Scale IV is a standardized assessment tool that measures verbal and 
visual memory, including immediate memory, delayed memory, auditory memory, visual 
memory, and visual working memory.

Understanding these terms and concepts empowers you to provide better care for clients with 
neurological issues. The neurological system's complexity highlights the need for thorough 
assessments and careful documentation to ensure accurate diagnosis and appropriate 
treatment.

Reflexes and Cranial Nerves

When assessing the neurological system, careful observation and testing are crucial to identify 
any potential defects or abnormalities. The assessment involves various aspects, including 
testing of the reflexes and the evaluation of cranial nerves. Let's delve into these key 
components:

➢ Reflexes are automatic muscular responses triggered by a stimulus. These responses 
provide insights into the functioning of the nervous system, allowing healthcare 
professionals to identify early signs of neurological issues. Reflexes can be categorized into 
primitive and long-term reflexes.
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● Primitive Reflexes: These are present at birth and usually disappear as the infant 
grows. The persistence of primitive reflexes beyond the expected timeframe can 
indicate neurological deficits. Some common primitive reflexes include:

● Rooting Reflex: When a baby's cheek is stroked, they turn their head toward the side 
being touched and start sucking.

● Sucking Reflex: Babies suck on objects that come into contact with their mouth, such as 
nipples or fingers.

● Tonic Neck Reflex: Also known as the fencing reflex, the baby's body takes on a 
"fencer's position" when their head is turned to the side.

● Grasp Reflex: Newborns instinctively grasp objects placed in their palms.

● Moro Reflex: A sudden noise or jolt causes the baby to jerk, extend their limbs, and 
move their arms upward.

● Step Reflex: When the soles of a baby's feet touch a surface, they mimic walking 
movements.

● Long-Term Reflexes: These reflexes persist throughout a person's life and contribute to 
everyday motor functions. Some important long-term reflexes include:

● Pupil Reflex: Also called pupillary reflex, this involves the constriction of pupils in 
response to light and their dilation in response to darkness.

● Plantar Reflex: When the sole of the foot is stroked, the normal response is for the toes 
to curl downward. The Babinski sign, where the big toe extends upward, can be 
indicative of neurological issues.

● Biceps, Triceps, and Patellar Reflexes: These reflexes involve tapping specific tendons 
to observe the corresponding muscle contractions.

● Gag Reflex: Stimulating the back of the mouth triggers the gag reflex.

● Sneeze, Blinking, Cough, and Yawn Reflexes: These reflexes are vital for maintaining 
the health and safety of the respiratory and sensory systems.

It's important to assess all reflexes bilaterally to identify any disparities between the right and left sides.

➢ Twelve Cranial Nerves: The assessment of the twelve cranial nerves is a vital component of 
a comprehensive neurological examination. These nerves play a crucial role in various 
sensory and motor functions related to the head and neck. To help remember the order of 
the cranial nerves, the mnemonic "On Old Olympus Tippy Top, A Fat Armed German View 
A Hop" is often used. Let's take a closer look at each of the twelve cranial nerves, along with 
their classifications and functions:
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● Olfactory Nerve (Sensory): The olfactory nerve is responsible for transmitting the sense 
of smell from the olfactory foramina of the nose. It plays a key role in our ability to 
detect and distinguish various odors.

● Optic Nerve (Sensory): The optic nerve is involved in transmitting visual information 
from the retina to the brain. It enables us to perceive and interpret visual stimuli.

● Oculomotor Nerve (Motor): The oculomotor nerve controls several important functions, 
including eye movements, constriction of the pupils (pupillary sphincter), and 
adjustments of the ciliary body muscles to focus the lens of the eye.

● Trochlear Nerve (Motor): The trochlear nerve is responsible for innervating the superior 
oblique muscle of the eye, which contributes to eye movement and helps maintain 
proper alignment.

● Trigeminal Nerve (Motor and Sensory): The trigeminal nerve serves a dual role, 
controlling both sensory and motor functions. It's involved in controlling the muscles 
used for chewing (motor) and providing sensation to the face (sensory).

● Abducens Nerve (Motor): The abducens nerve plays a role in eye movement by 
controlling the abduction of the eye using the lateral rectus muscle. This movement 
allows the eye to move outward.

● Facial Nerve (Motor and Sensory): The facial nerve has both motor and sensory 
functions. It controls facial movements, including expressions, and also plays a role in 
taste sensation from the anterior part of the tongue.

● Acoustic Nerve (Sensory): Also known as the vestibulocochlear nerve, the acoustic 
nerve is responsible for transmitting auditory (hearing) and vestibular (balance and 
equilibrium) information.

● Glossopharyngeal Nerve (Motor and Sensory): The glossopharyngeal nerve is involved 
in sensory functions related to taste from the posterior part of the tongue. Additionally, it 
innervates the parotid glands, which are salivary glands located near the ears.

● Vagus Nerve (Motor and Sensory): The vagus nerve plays a significant role in various 
functions, including controlling laryngeal and pharyngeal muscles, regulating the 
parasympathetic nervous system for thoracic and abdominal organs, and influencing 
voice resonance. It also affects swallowing and can impact vocal quality.

● Spinal Accessory Nerve (Motor): The spinal accessory nerve is responsible for 
controlling the trapezius and sternocleidomastoid muscles, contributing to movements 
of the head, neck, and shoulders.

● Hypoglossal Nerve (Motor): The hypoglossal nerve is crucial for controlling the tongue's 
movements, which are vital for speech and swallowing.
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Understanding the functions and classifications of these cranial nerves allows healthcare professionals 
to assess any potential abnormalities or deficits. By evaluating the functioning of each cranial nerve, 
clinicians can gain valuable insights into the client's neurological health and provide appropriate 
interventions when necessary.

Selecting Suitable Physical Assessment Equipment and Techniques for Di�erent 
Clients

While the basic routine and equipment for a complete physical assessment remain consistent for both 
adult and pediatric clients, there are notable differences that must be considered. Specifically, when 
assessing pediatric clients, the nurse must adapt to their unique needs. For instance, the nurse should 
use specialized equipment like neonatal, infant, or pediatric blood pressure cuffs, as appropriate. 
Additionally, techniques for assessing vital signs may vary based on the client's age group.

It's essential to recognize that children require adjustments in equipment and techniques to ensure 
accurate and comfortable assessments. This adaptability extends to various aspects of the assessment 
process, such as obtaining accurate measurements and using age-appropriate techniques that cater to 
the developmental stage of the child. By selecting the right equipment and techniques, nurses can 
provide optimal care to pediatric clients, fostering a safe and effective assessment process that respects 
their unique characteristics and needs.
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Chapter 3: Quiz & Answer Key

1. You are caring for an infant who is just about 12 months old. Which assessment data is normal for 
the infant at this age?

A. The infant had doubled their birth weight at twelve months. 
B. The infant had tripled their birth weight at twelve months. 
C. The mother reports that the infant is drinking 60 mLs per kilogram of its body weight.
D. The infant had grown ¼ inch since last month.

Correct Response: A
Explanation: The mother's information about the infant consuming 60 mLs per kilogram of body weight 
and the infant's growth of 1/4 inch in a month are not typical assessment findings. Typically, infants are 
fed breast milk or formula every two to four hours, with a total daily intake of 80 to 100 mLs per kilogram 
of body weight.

As newborns develop, they generally gain five to seven ounces in the initial six months and then double 
their birth weight within the first year. Similarly, the height or length of a newborn typically increases 
by an inch each month during the first 6 months and then by 1/2 inch each month until the infant 
reaches one year of age. (See Providing Care for Neonates, Infants, and Toddlers)

2. A pregnant client asks how she can prevent getting Group B Strep. What is the LPN’s best 
response? 

A. “The Group B Strep vaccine is the only proven way to prevent the disease.”
B. “You should have your partner wear a condom every time you have intercourse.”
C. “You cannot prevent getting Group B Strep, you can only treat it.”
D. “You should be extra vigilant about hand-washing, especially in the third trimester.” 

Correct Response: C
Explanation: About 25% of females have Group B strep in their intestines, rectum, and vagina. It is not a 
sexually transmitted illness and is thought to be part of the normal flora. Testing is done for each 
pregnancy, usually five weeks before the planned delivery date, because the same woman may test 
negative in one and positive in another. To significantly lower the risk of difficulties for both the mother 
and the unborn child, a woman who tests positive for Group B Strep will be administered antibiotics 
during delivery.

Hint: When reading questions, keep an eye out for terms like better, best, most, main, major, and 
primary/primarily. They suggest that there may be other acceptable responses, but the best option 
among the options is the one that is right. (See Evaluating the Maternal client for Antepartum 
Complications) 
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3. A laboring client is experiencing late decelerations. Which position should she be placed in? 

A. right lateral
B. semi-Fowler’s
C. left lateral
D. lithotomy 

Correct Response: C
Explanation: The left lateral position promotes blood flow to the placenta. (See Evaluating the Maternal 
client for Antepartum Complications)

4. You are an LPN in a multi-ethnic community health department clinic. In this role, you are asked 
to identify clients who have genetic risk factors related to ethnicity in order to screen them for some 
commonly occurring diseases and disorders. You would identify a client who is of: 

A. Mediterranean ethnicity for cystic fibrosis 
B. African-American ethnicity for Tay Sachs disease 
C. British Isles ethnicity for psychiatric mental health disorders 
D. Saudi Arabian ethnicity for sickle cell anemia

Correct Response: D
Explanation: Aside from Saudi Arabian ethnicity, other ethnicities at high risk for sickle cell anemia 
include those who are Latin Americans, African, Southern Europeans, and some clients from some 
Mediterranean nations. (See Identifying Risk Factors Linked to Ethnicity)

5. Select all the cranial nerves that are accurately paired with its distinguishing characteristics and 
description. Again, select all that apply: 

A. Olfactory Cranial Nerve: The sensory nerve that transmits the sense of smell to the olfactory 
foramina of the nose

B. Optic Cranial Nerve: This sensory nerve transmits the sense of vision from the retina to the brain
C. Oculomotor Cranial Nerve: This motor and sensory controls eye movements and visual acuity
D. Trochlear Cranial Nerve: This motor nerve innervates eyeball movement and the superior 

oblique muscles of the eye
E. Abducens Cranial Nerve: This motor nerve innervates and controls the abduction of the eye 

using the lateral rectus muscle
F. Facial Cranial Nerve: This motor nerve controls facial movements, some salivary glands and 

gustatory sensations from the anterior part of the tongue
G. Glossopharyngeal Cranial Nerve: This sensory nerve gives us the sense of taste from the 

posterior tongue, and it also innervates the parotid glands 

Correct Response: A,B,D,E
Explanation: The olfactory cranial nerve serves as a sensory nerve responsible for transmitting the 
sense of smell to the olfactory foramina of the nose. The optic cranial nerve, also sensory in nature, 
conveys the sense of vision from the retina to the brain. On the other hand, the trochlear cranial nerve 
functions as a motor nerve, controlling eyeball movement and the superior oblique muscle of the eyes. 
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Similarly, the abducens cranial nerve, another motor nerve, governs the abduction of the eye by 
controlling the lateral rectus muscle.

Conversely, the oculomotor cranial nerve is primarily a motor nerve responsible for regulating eye 
movements, the sphincter of the pupils, and the ciliary body muscles, without any sensory function. The 
facial cranial nerve functions as both a motor and sensory nerve, overseeing facial movements, certain 
salivary glands, and gustatory sensations from the front part of the tongue. Lastly, the glossopharyngeal 
cranial nerve is a dual-functioning motor and sensory nerve, providing our sense of taste from the 
posterior tongue and innervating the parotid glands. (See A Thorough Physical Assessment: Assessment 
of the Twelve Cranial Nerves)

6. A comprehensive health assessment includes:

A. A complete medical history, a general survey, and a complete physical assessment
B. A complete medical history, a general survey, and a focused physical assessment
C. A client interview, a significant other interview, a general survey, and a complete physical 

assessment
D. A client interview, a significant other interview, a general survey, and a focused physical 

assessment 

Correct Response: A 
Explanation: A comprehensive health assessment entails several elements, including a detailed medical 
history, a general survey, and a complete physical assessment. While a complete medical history is 
taken through a client interview and a significant other interview for much data, it is the health history 
and not the interview that is included in the comprehensive health assessment. On the other hand, a 
focused assessment, geared towards specific pathologies, signs, or symptoms, is not viewed as a 
component of the comprehensive health assessment. (See A Comprehensive Health Assessment)

7. You are working in a community pediatric health clinic. Which developmental task should you 
apply into your practice? 

A. You should apply the principles of initiative when caring for preschool children.
B. You should apply the principles of sensorimotor thought when caring for preschool children. 
C. You should apply the principles of intimacy when caring for the adolescent. 
D. You should apply the principles of concrete operations when caring for the adolescent. 

Correct Response: A 
Explanation: According to Erik Erickson, the developmental task for preschool children is initiative. The 
other developmental tasks are:

● Infant: Trust
● Toddler: Autonomy
● School Age Child: Industry
● Adolescent: Identity formation
● Young Adult: Intimacy

● Middle Aged Adult: Generativity
● Older Adults: Ego integrity 

(See Charting Psychosocial 
Development: The Wisdom of Erik 
Erikson)
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8. Upon admission of a woman in labor to the unit, the LPN's role includes which of the following? 
Select all that apply.

A. Promoting physical comfort by assisting with activity and therapeutic position changes.
B. Recording the frequency, duration, and severity of contractions.
C. Monitoring pain and offering control measures per the birth plan. 
D. Performing comprehensive physical examinations
E. Interpreting diagnostic tests

Correct Response: A, B, C 
Explanation: Options (A), (B), and (C) are all essential for providing care during labor and can be 
assigned to an LPN. However, ordering medications and performing comprehensive physical 
examinations are beyond the scope of an LPN. (See Providing Care to the Client in Labor: Understanding 
Labor Stages and Fetal Assessment)

9. You assess your family as having a deficit in terms of their instrumental activities of daily living 
(ADLs). Which healthcare professional would you most likely refer to in order to address this 
deficit? 

A. A social worker
B. A physical therapist 
C. An occupational therapist 
D. A speech therapist

Correct Response: A 
Explanation: To address the family's deficits in instrumental activities of daily living (ADLs), the most 
suitable healthcare professional for referral would be a social worker. Instrumental ADLs encompass 
more advanced daily tasks beyond basic ADLs and include activities like grocery shopping, housework, 
meal preparation, communication via telephone, and transportation. A social worker can provide 
assistance with transportation and teach the client how to manage activities like grocery shopping.

Basic ADLs, on the other hand, involve tasks such as bathing, mobility, toileting, personal care, 
grooming, dressing, and eating. When deficits pertain to basic ADLs, it is more appropriate to refer the 
family to a physical and/or occupational therapist for intervention. (See Self Care Deficit Nursing Theory)

10. The nurse is assessing the newborn’s respirations. Which of these findings would indicate a 
need for follow-up and further intervention? 

A. shallow respirations
B. abdominal respirations
C. irregular respirations
D. 70 breaths per minute

Correct Response: D
Explanation: The respirations of neonates or newborns are usually abdominal, irregular, and shallow. 
However, the ideal respiratory rate in a newborn is 30–60 breaths per minute. Hence, a respiratory rate 
of 70 breaths per minute signals tachypnea and may require intervention. The other answer choices do 
not necessarily indicate the need for follow-up. (See Providing Care for Neonates, Infants, and Toddlers)
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Chapter 4: Psychosocial Integrity
Overview

Psychosocial well-being, just like physiological health, constitutes a fundamental requirement for all 
clients. It embodies the equilibrium of psychological and sociological factors, an equilibrium that can be 
disturbed during instances of stress, illness, or crisis. Any challenges to an individual's emotional, 
mental, and social welfare have the potential to disrupt this balance. Even slight alterations in adaptive 
and coping reactions might lead to unproductive patterns of thought, communication, emotion, and 
behavior. As a caregiver addressing clients' psychosocial needs, it's crucial to be prepared for, discern, 
and evaluate these sorts of reactions.

In the NCLEX-LPN examination, roughly 7-13% of the questions will pertain to psychosocial Integrity. 
This section centers on advocating for and bolstering the emotional, mental, and social welfare of clients 
confronting demanding circumstances, as well as clients with acute or chronic mental health disorders.

Learning Objectives 

1. Demonstrate the ability to assess and intervene in various psychosocial scenarios, including 
abuse and neglect, substance use disorders, coping mechanisms, and sensory alterations.

2. Develop skills in crisis intervention, stress management, and therapeutic communication 
techniques to effectively address client needs and concerns.

3. Recognize the impact of cultural influences on health, religious beliefs, and spiritual practices, 
and provide culturally sensitive care to diverse client populations.

4. Explain family dynamics' influence on client well-being and provide appropriate care, including 
end-of-life care and support.

5. Describe the stages of grief and loss and grasp fundamental concepts related to mental health 
conditions and their treatment approaches.

6. Identify and utilize support systems in client care plans while also employing behavioral 
interventions to promote positive client outcomes.

7. Create a therapeutic environment that considers sensory and perceptual alterations, enhancing 
client comfort and safety.

A. Addressing Abuse and Neglect

Empowering Prevention and Intervention

Within the context of the NCLEX study guide, the topic of abuse and neglect encompasses various forms, 
including physical abuse, physical neglect, sexual abuse, emotional abuse, and neglect. Familiarity 
with one’s state's laws regarding the reporting of suspected or confirmed abuse is crucial. Furthermore, 
one must possess the ability to identify factors that contribute to the risk of abuse and neglect and to 
recognize indicators that may suggest their presence. Understanding these aspects is pivotal for one’s 
role in subsequent care.
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Abuse and neglect manifest in various ways, encompassing physical, psychological, and financial 
dimensions. These forms of mistreatment and disregard include sexual abuse, physical abuse, 
psychological abuse, and neglect, as well as financial abuse and neglect.

"Elder abuse" denotes any mistreatment of older individuals, encompassing physical, psychological, 
sexual, or financial harm. "Domestic violence" involves the utilization of physical, psychological, sexual, 
or financial mistreatment against a spouse, family member, or partner. "Child abuse and neglect" 
encompasses acts of violence or neglect targeting children, encompassing physical, psychological, 
sexual, or financial harm, as well as physical, psychological, and financial neglect.

Physical abuse encompasses actions such as punching, burning, and forcefully manipulating limbs. 
Psychological abuse involves actions like making threats of harm, confining someone in a room against 
their will, and engaging in bullying behaviors. Sexual abuse involves any non-consensual sexual contact. 
Financial abuse involves the improper withholding of funds that belong to another person and the 
misuse of power of attorney for personal gain, disregarding the victim's needs and well-being.

Instances of physical neglect can involve failing to provide necessary physical care and support when 
the caregiver is responsible for doing so. Psychological neglect might entail isolating the victim from 
social interactions or confining them within their own home, away from family members. Financial 
neglect occurs when essential needs are not met, despite sufficient financial resources being available 
to address those needs.

Child Abuse Vigilance and Action

When it comes to suspected instances of child abuse, it is imperative to promptly report them to the 
appropriate authority or agency. It is insufficient to merely document suspicions within the medical 
record. Recognizing risk factors associated with child abuse is essential. These factors include a history 
of spousal abuse, perceived stress, significant life changes, age at the birth of the first child, 
educational level, inadequate prenatal care, the absence of a listed phone number, financial challenges, 
current unemployment, and signs of overly harsh discipline.

Elder Abuse: Support and Advocacy

Elder abuse affects individuals of all genders, but it is more prevalent among older women, especially 
those who are 75 years or older and who may be physically or mentally impaired, relying on their 
abusers for care. A nurse can play a vital role by educating caregivers about the unique needs of older 
adults and facilitating access to resources that offer support. Notably, legally competent adults cannot 
be compelled to leave an abusive situation against their will.

Domestic or Spousal Abuse

Domestic abuse, also known as spousal abuse or intimate partner violence (IPV), transcends 
socioeconomic boundaries. Recognizing risk factors associated with domestic abuse is essential for 
effective nursing practice. Such risk factors encompass intentions to leave or recent exit from an 
abusive relationship, prior history of abusive relationships, economic challenges or substandard living 
conditions, unemployment, physical or mental disabilities, separation or divorce, childhood abuse 
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experiences, social isolation from support networks, exposure to domestic violence during childhood, 
pregnancy (especially if unplanned), being under 30 years old, and being subjected to stalking by a 
partner.

Regardless of the type of abuse, communication with the abused individual should be open and 
empathetic. Encourage victims to share their experiences and provide them with counseling and 
insights about available resources and coping mechanisms. It is important that carers extend their 
support, and educate the abused about their options. Moreover, the LPN’s ability to devise intervention 
strategies for both victims and potential victims while guiding them toward safety is pivotal. 
Continuously assessing the client’sresponses to these interventions is equally important.

Recognizing Abuse and Neglect: Assessment and Intervention

Evaluating clients for signs of abuse or neglect and intervening appropriately is a crucial responsibility of 
registered nurses. This assessment involves identifying risk factors associated with these harmful 
behaviors and recognizing any observable indications of neglect or abuse during the assessment 
process. In fact, nurses are mandatory reporters of abuse or neglect.

Current research underscores that abuse and neglect can impact individuals across all age groups. Yet, 
specific risk factors linked to both the victim and the perpetrator contribute to the occurrence of abuse 
and neglect. These risk factors can increase the likelihood of abuse by the perpetrator and render the 
victim more vulnerable.

Certain client groups are more susceptible to abuse and neglect compared to others. Females, 
pregnant women, infants, children, individuals with cognitive impairments, those with developmental 
challenges, people facing physical or mental disabilities, and the elderly are at a heightened risk for 
abuse and neglect when compared to individuals without these conditions.

Abusers often exhibit traits such as substance abuse, psychiatric disorders, poor parenting skills, anger 
management issues, low self-esteem, inadequate coping strategies, poor impulse control, immaturity, a 
personal history of abuse or neglect, and current crisis situations. These attributes serve as risk factors 
rather than justifications for abusive behavior.

The past history of abuse and neglect experienced by perpetrators is a powerful influence that 
perpetuates a cycle of mistreatment throughout their lives. This cycle, also known as the cycle of 
battering or violence, poses a significant threat to victims of spousal abuse, involving stages of tension 
building, explosion, and honeymoon.

The assessment process includes evaluating both risk factors and visible signs of abuse or neglect. 
While some signs like visible injuries such as vaginal bleeding in toddlers or circular burns on children 
are evident, others like a disheveled elderly person's attire or a listless child are less straightforward. In 
such cases, professional judgment and critical thinking are vital to correctly assess whether the signs 
point to abuse or neglect.
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When suspecting spousal abuse, nurses should ensure the victim's separation from the potential 
abuser to facilitate open communication. Nurses must also be mindful that abusers might linger nearby 
to prevent disclosure, which itself can be a sign of abuse.

Clients who have experienced abuse or who are perpetrators require assessments that consider their 
physical, psychological, and social needs. For instance, abuse victims may need evaluations for 
depression and low self-esteem, while perpetrators may require assessments for substance abuse and 
psychological issues. Elder abuse victims need assessments of their social support systems and coping 
mechanisms.

Relevant nursing diagnoses for abused children may include:

● Acute pain related to physical abuse and injuries

● Fear and anxiety related to the threat of punishment

● Delayed growth and development due to inadequate care

● Imbalanced nutrition due to inadequate care

● Risk of shaken baby syndrome related to parental abuse

● Insomnia linked to fear and anxiety

● Risk of trauma and post-trauma syndrome due to parental abuse

● Social isolation because of familial fear of disclosure

Appropriate nursing diagnoses for neglected children could be:

● Failure to thrive due to fear and anxiety

● Delayed growth and development due to inadequate care

● Imbalanced nutrition due to inadequate care

● Insomnia linked to fear and anxiety

● Social isolation due to familial fear of disclosure

Relevant nursing diagnoses for victims of spousal or intimate partner domestic violence may 
include:

● Anxiety, fear, and post-trauma syndrome related to threats against self-concept
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● Insomnia due to fear and anxiety

● Anxiety, fear, and post-trauma syndrome related to abuse-induced situational crises

● Impaired family functioning due to abusive family patterns

● Post-trauma syndrome related to physical, psychological, and/or sexual abuse

● Powerlessness due to feelings of helplessness

● Impaired self-esteem due to poor coping or negative family interaction

Planning Interventions for Individuals A�ected by Abuse: Providing 
Comprehensive Support

After conducting a thorough biopsychosocial assessment, nurses devise strategic interventions to 
address the needs of victims and those suspected of being victimized. Additionally, they adhere to legal 
mandates by promptly reporting instances of abuse and suspected abuse.

Physical Interventions: Addressing Injuries and Ensuring Safety

Physical interventions encompass the treatment and care of physical injuries, as well as the crucial 
separation of victims from perpetrators. For instance, a young child might require burn treatment, an 
abused spouse could need care for a fractured femur, and an elderly individual subjected to neglect may 
necessitate fluid replacement and nutritional support, particularly if the neglect is at the hands of a 
family member.

Nurses meet psychosocial needs through various means, including creating a secure environment for 
abused and neglected clients, crafting safety plans, identifying community resources, and offering 
psychosocial support. This support is extended by nurses and other healthcare team members in a 
trustworthy, open, supportive, and nonjudgmental professional rapport.

Guiding Victims and Families Through Coping Strategies

Nurses and healthcare professionals play a pivotal role in delivering emotional support while 
encouraging the development of enhanced coping skills and strategies among victims. Experiencing 
abuse or neglect constitutes a traumatic psychological crisis that requires diligent attention. The 
healthcare team must emphasize that victims are not at fault and that their safety, as well as the safety 
of their children, could be compromised if action isn't taken promptly. Addressing abuse is imperative, 
as it won't simply dissipate on its own. An order of protection against the perpetrator is often 
recommended.

Both abusers and victims benefit from reinforcement regarding coping mechanisms. Abusers might need 
reminders about the importance of attending anger management or parenting classes, while victims may 
require encouragement to separate from their abusers to break the cycle of violence.
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Creating a Secure Environment for Those A�ected

Often, neglected and abused children are removed from their homes and placed in alternative settings 
by law enforcement. Abused spouses and intimate partners might be referred to safe houses, and 
elderly clients subjected to abuse or neglect may also be relocated to ensure their safety.

Evaluating Responses to Interventions

The effectiveness of care provided to victims of abuse and neglect is assessed by evaluating their 
responses to interventions. Nurses gauge the treatment and stabilization of serious and non-serious 
physical injuries, the client's adherence to safety plans, and their response to psychological 
interventions and support. Did these interventions effectively meet the anticipated outcomes for the 
client?

Anticipated outcomes concerning child abuse and neglect may involve:

● Placing the child in a safe environment, separate from the abusive family unit

● The child resumes normal growth and development patterns appropriate for their age

● Equipping the child with effective coping strategies to navigate the crisis of abuse and/or neglect

B. Enhancing Behavioral Interventions: Nurturing Client Well-Being

In the realm of nursing, the ability to intervene effectively is paramount, particularly when it comes to 
restoring a client's capacity to accurately assess their reality. Essential knowledge about altered mental 
processes includes recognizing distinctive characteristics such as disorientation, shifts in behavioral 
patterns, changes in mood states, diminished ability to perform self-care activities, altered sleep 
patterns, and modified perceptions of one's surroundings. This awareness forms the foundation for 
informed action.

Constructing a treatment plan tailored to the individual client's requirements is crucial, 
encompassing the essentials of structure, safety, and symptom management. Additionally, an LPN 
should possess the capability to assess the client's reaction to this plan of action. An LPN’s familiarity 
with nursing interventions is pivotal in this context. These interventions include:

● Maintaining regular interactions, 
engagement in activities, and close 
monitoring of the client's status.

● Cultivating a sincere and transparent 
relationship characterized by mutual 
respect and clearly communicated 
expectations.

● Expressing acceptance of the client's 
personhood despite any inappropriate 
behavior.

● Exhibiting role-model behavior through 
appropriate social and professional 
interactions with both fellow clients and 
staff members.
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● Encouraging the client to take 
ownership of their actions while also 
offering assistance when needed.

● Providing positive reinforcement for 
desired behaviors.

● Guiding the client back to a grounded 
understanding of reality.

● Encouraging the client's participation 
in group therapy sessions, if deemed 
suitable,

Furthermore, it's vital to comprehend techniques for assisting clients in attaining and sustaining 
self-control over their behaviors. Equipping clients with strategies to alleviate anxiety is an essential 
aspect of this endeavor. By absorbing these concepts and approaches, the LPN will be well-prepared to 
navigate the realm of behavioral interventions, effectively contributing to the well-being and progress of 
their clients.

Evaluating Client Appearance, Mood, and Psychomotor Behavior: Addressing 
Unusual Behavior

In the comprehensive assessment of clients, nurses must incorporate a mental status examination, 
which can occur upon admission or shortly thereafter. This assessment encompasses various aspects, 
including the client's overall consciousness, responsiveness, orientation, intelligence, memory, 
judgment, thought processes, behavior, and mood. It serves as a crucial tool to detect any abnormalities 
in a client's mental state. If irregularities are identified during the mental status exam, adjustments to 
the client's care plan may be necessary.

Comprehensive Assessment of Client Appearance, Mood, and Psychomotor 
Behavior

In-depth evaluations of the client's appearance, mood, psychomotor behaviors, and any alterations in 
these aspects form the foundation for thorough client assessments. These evaluations provide nurses 
with valuable insights into the client's current psychological state and help identify potential problematic 
behaviors before they manifest. Proactive behavior management, which focuses on prevention, proves 
more effective than reactive approaches.

Observing client Appearance: The client's posture, gait, hygiene, grooming, and attire are monitored 
closely. A well-groomed appearance, appropriate posture, and suitable clothing consistent with the 
environment and setting are expected norms. For instance, if a woman enters a public healthcare facility 
during winter wearing a revealing nightgown, it indicates inappropriate choices both for the weather and 
the healthcare setting's public nature.

Assessing client Mood and Psychomotor Behavior: Interpretation of verbal and nonverbal cues helps 
monitor the client's mood and affect. Is the mood joyful, elated, somber, sad, depressed, or devoid of 
emotion? Observing eye contact, facial expressions, and unusual sounds or bodily movements aids in 
understanding psychomotor behavior. For example, pacing may signify agitation, anger, hostility, or 
restlessness.

Collecting Additional Psychological Data: Data on the client's level of consciousness and cognition are 
also gathered. This information is acquired through client interviews and standardized assessments.
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Levels of Consciousness Assessment: The client's consciousness is evaluated and classified into six 
levels:

● Alert

● Confused

● Lethargic

● Obtunded

● Stuporous

● Comatose

Assessing Cognition: Cognitive evaluation encompasses orientation to time, place, and person; 
grounding in reality; memory assessment (remote, intermediate, and short-term); insight into illness; 
speech rate and quality; and abstract thinking. The Mini-Mental State test (sometimes called the 
"Folstein test"), is a standardized tool that evaluates cognition through orientation, basic calculations, 
object recognition, language, and response to commands. The test allows a maximum score of 30 
points, which is determined based on the client's accurate responses and their ability to follow the 
examiner's instructions. Scores from 0 to 17 suggest severe cognitive impairment, 18 to 23 are 
somewhat mild, and 24 to 30 have no cognitive impairment.

A. GABA (General Appearance, Behavior, Attitude)

● General Appearance: age/gender, appearance vs. stated age, body habitus, clothing, 
hygiene, grooming, physical abnormalities, tattoos, piercings.

● Behavior: posture, eye contact, mannerisms, tics, activity level, psychomotor 
retardation/activation, akathisia, automatisms, catatonia, choreoathetoid, compulsions, 
dystonias, tremors.

● Attitude: cooperative/uncooperative, seductive, flattering, charming, eager to please, 
entitled, controlling, hostile, guarded, critical, antagonistic, childish.

B. Mood: The client reported an emotional tone in quotations. 

C. Affect: Physical expression of immediate feeling state. 

● Type: euthymic, hyperthymic, elevated, euphoric, dysphoric, irritable, anxious.

● Quality/range: Intense > full > constricted > blunted > flat.

● Motility: Labile > supple/stable > sluggish.

● Appropriateness to content: appropriate or not Speech Rate: pressured > rapid > regular > 
slowed.

● Rhythm: prosody, cadence, latency, spontaneity Articulation: dysarthria, stuttering 
Accent/dialect, tone, volume/modulation.

D. Speech

● Rate: pressured > rapid > regular > slowed.

● Rhythm: prosody, cadence, latency, spontaneity.
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● Articulation: dysarthria, stuttering, accent/dialect, tone, volume/modulation.

E. Thought Process: goal-directed, logical, circumstantial, tangential, loosening of associations, flight 
of ideas, perseveration, thought blocking, echolalia, neologisms, clang associations.

F. Thought Content: poverty/overabundance of thought, delusions (somatic, grandeur, paranoid, 
reference, thought insertion, thought control, thought broadcast, erotomanic, nihilistic), 
suicidal/homicidal ideation (passive, active, active w/ plan), phobias, obsessions, compulsions, 
depersonalization, derealization, illusion, hallucinations (visual, auditory, auditory verbal, tactile, 
olfactory, gustatory, hypnagogic, hypnopompic). 

G. Insight: full > partial/limited > none

H. Judgment: excellent > good > fair > poor cognition. 

I. (GOAL CRAMP)

● General: alert > drowsy > lethargic > stuporous > comatose 

● Orientation: x4 (person, time, place, situation) 

● Attention: spell WORLD backwards, serial 7’s from 100 

● Language: name objects, repeat words/sentences 

● Calculation: ability to add/subtract 

● Right hemisphere: intersecting pentagons, clock-face

● Abstraction: similarities between objects, simple proverbs 

● Memory: immediate (repeat), short-term (recall words) 

● Praxis: +/- voluntary skilled movements (e.g. comb hair)

Special Considerations for Different Groups

Children and Adolescents:

● Assessment of developmental level.

● Ability to meet developmental challenges.

● Temperament.

● Evaluation of coping mechanisms.

● Mood assessment, including factors like eating disorders and suicidal tendencies.
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Elderly Population:

● Use of specialized tests like the Geriatric version of the Michigan Alcoholism Screening Test.

● Utilization of the Geriatric Depression Scale.

● Application of the Pain Assessment in Advanced Dementia Scale.

● Pain assessment with tools such as FACES and the McGill Pain Assessment.

FACES Pain Assessment: The FACES pain assessment method is a simple yet effective approach to 
gauge a client's pain intensity, especially in children or those who might have difficulty communicating 
verbally. This method involves presenting a series of facial expressions that range from a happy face 
(indicating no pain) to a distressed face (indicating severe pain). The client is then asked to point to the 
face that best represents their current level of pain. This visual representation allows even young 
children or individuals with language barriers to communicate their pain intensity.

McGill Pain Assessment: The McGill Pain Assessment is a 
more comprehensive tool that captures the complexity of 
pain experiences by incorporating not only the intensity 
but also the quality of pain. This method involves asking 
clients to describe their pain using a wide range of 
adjectives that reflect different aspects of pain sensation, 
such as throbbing, stabbing, burning, or aching. Clients 
are encouraged to select words that best describe their 
pain experience and its various dimensions.

The McGill Pain Assessment Questionnaire, often referred 
to as the McGill Pain Questionnaire (MPQ), takes this 
approach a step further by allowing clients to rank the 
words based on their perceived intensity. This provides 
healthcare professionals with a multidimensional 
understanding of the pain experience, going beyond mere 
intensity to encompass sensory, affective, and evaluative 
dimensions of pain.
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By utilizing these methods, nurses and healthcare providers can gain deeper insights into the client's 
pain, facilitating better pain management and tailored interventions. It's important to note that pain is a 
subjective experience, and using these tools empowers clients to communicate their pain more 
effectively, ultimately leading to improved care and quality of life.

Recognizing and Addressing Inappropriate and Abnormal Behavior: Diverse Client 
Scenarios

Inappropriate and abnormal behaviors can have a wide-ranging impact on clients of all age groups. For 
instance, an elderly client might display physical or verbal aggression due to dementia-related 
changes, while an adult client could exhibit impulsive or even suicidal tendencies due to depression 
stemming from job loss. Suicidal thoughts might also afflict an adolescent struggling with a disfiguring 
deformity. A school-age child could manifest bullying behaviors rooted in underlying psychological 
issues like low self-esteem. Moreover, preschool children might withdraw socially as a response to 
child abuse or neglect, toddlers might defy authority due to developmental milestones, and infants could 
become listless due to a lack of parental bonding or trust development.

Risk Factors for Problem Behaviors

Apart from the aforementioned instances, various risk factors contribute to inappropriate and potentially 
dangerous behaviors. These factors encompass living in a tumultuous and dysfunctional family 
environment, a history of past problematic behaviors, inadequate social support systems, ineffective 
coping mechanisms, poor impulse control, limited self-regulation, and psychiatric disorders 
accompanied by hallucinations or delusions.

Thorough Assessment: Digging Deeper into Behaviors

During the assessment process, nurses go beyond merely observing behaviors. They delve into the 
triggers that might have prompted these behaviors, along with evaluating the nature of the 
behaviors—whether they are disruptive or pose a danger to the client and others. Examples of disruptive 
behaviors could be a client raising their voice and invading someone else's personal space. On the other 
hand, behaviors that endanger the individual or others might involve a client clenching their fist in the 
face of a staff member and physically assaulting them.

Exploring Underlying Causes: Environmental, Physical, Psychological, and Social 
Factors

Nurses explore an array of environmental, physical, psychological, and social factors that could 
contribute to the emergence of inappropriate and dangerous behaviors in their clients.

● Environmental Influences: These can encompass extreme temperatures, noxious odors, 
disruptive noises, and harsh lighting conditions that might provoke or trigger problematic 
behaviors.

● Physical Factors: Underlying physical conditions like illness, pain, fever, fatigue, and sensory 
impairments (such as impaired vision or hearing) can potentially lead to abnormal behaviors.
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● Psychological Forces: Presence of existing psychiatric disorders, delusional thinking, 
psychological trauma, delirium, and crises can all play a role in precipitating inappropriate or 
dangerous behaviors.

Analyzing Precursors and Context

Further assessment extends to identifying events or circumstances that occurred just before the 
behaviors manifested. Details regarding the location, time of day, and environmental factors at play are 
examined as part of the comprehensive analysis. This holistic approach allows nurses to gain a more 
nuanced understanding of the underlying triggers and context for the behaviors exhibited by their 
clients. By doing so, healthcare providers can tailor interventions that address the root causes and offer 
appropriate support to manage and mitigate these behaviors effectively.

Empowering Self-Control: Strategies for Preventing and Managing Inappropriate 
Behavior

Preventing inappropriate and dangerous behaviors is of paramount importance, and it begins with 
creating an environment that fosters safety, support, and consistency. Identifying and mitigating 
potential triggers that lead to such behaviors is a crucial step in this process.

Preventive Measures: Tailored Approaches

In addition to providing a safe and consistent environment, tailored preventive measures can greatly 
contribute to managing behavior:

● Stress and Relaxation Techniques: Encouraging stress reduction and relaxation techniques 
empowers clients to manage their emotions and responses effectively.

● Consistent Routine: Maintaining a predictable routine, including regular schedules and 
bedtimes, contributes to a stable environment that supports behavior management.

● Physical Exercise: Engaging in physical activities can serve as an outlet for stress and tension, 
promoting better emotional regulation.

● Alternative Therapies: Exploring alternative and complementary therapies like pet and music 
therapy can have a positive impact on a client's well-being.

● Socialization and Leisure Activities: Encouraging appropriate socialization and leisure activities 
fosters a sense of purpose and belonging.

When preventive measures fall short, multidisciplinary interventions can be employed to address 
violent and dangerous behaviors:

● De-escalation: Swift and effective de-escalation techniques are crucial in diffusing tense 
situations and preventing aggression.
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● Clear Communication: Providing clear, concise instructions to clients in a calm manner helps 
guide them toward ceasing problematic behaviors.

● Positive Reinforcement: Offering positive reinforcement when clients make efforts to control 
their behavior encourages their progress.

● Setting Limits: Establishing and adhering to limits helps create a structured environment that 
supports appropriate behavior.

● Physical Activity: Engaging clients in physical activities, such as walking, can help dissipate 
anxiety and hostility.

● Medications: In some cases, medications like haloperidol, ziprasidone, and olanzapine may be 
used to manage severe behaviors.

● Seclusion or Restraint: Seclusion or restraint is a last resort when all other options have failed 
and there is an imminent risk to the client or others.

Creating a Supportive Milieu

Milieu therapy focuses on shaping the environment to promote coping and adaptation by eliminating 
potential stressors and triggers. By consistently removing these factors, clients can better adhere to 
established boundaries, avoid stressful stimuli, and engage in appropriate activities and communication.

Behavioral Strategies and Interventions

Nurses employ various strategies to support clients in achieving self-control of behavior:

● Modeling: Clients observe and mimic appropriate behaviors demonstrated by therapists.

● Desensitization: Gradual exposure to escalating stimuli helps clients progressively cope with 
stressors.

● Behavior Modification: Reinforcing positive behaviors with praise and rewards while 
discouraging negative behaviors.

● Contracting: Formal written agreements specifying acceptable behaviors and consequences.

● Operant Conditioning: Applying positive reinforcement for desired behaviors, aligning with 
Skinner's theory.

● Aversion Therapy: Implementing negative consequences for inappropriate behaviors.

Reflection, Education, and Support

Episodes of inappropriate behavior are followed by client follow-ups to discuss self-control strategies, 
staff debriefings, intervention effectiveness, and thorough documentation. Caregivers, families, and 
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friends form a vital support network, promoting positive behaviors, offering compassion, and educating 
clients on preventing and managing inappropriate behaviors.

Nurses play a crucial role in instructing and reinforcing teaching for both clients and caregivers, 
empowering them with knowledge about triggers and effective coping strategies, encompassing 
environmental, physical, and psychological triggers. This collaborative effort contributes to a 
comprehensive approach to behavior management, enhancing overall well-being.

Empowering Clients with Behavioral Strategies to Alleviate Anxiety

Anxiety, as defined by the National North American Nursing Diagnosis Association International 
(NANDA), is an uneasy feeling of discomfort accompanied by an autonomic response. It is a vital signal 
that alerts individuals to impending danger, enabling them to take action against the threat. The 
characteristics of anxiety encompass physiological, behavioral, affective, parasympathetic nervous 
system, sympathetic nervous system, and cognitive signs and symptoms.

Holistic Assessment and Tailored Interventions

Performing a comprehensive assessment to diagnose anxiety is essential to assist with tailoring the plan 
of care. The Face Anxiety Scale helps gauge the intensity of anxiety. Addressing the root cause, nurses 
guide clients to understand their anxiety's rational response to stressors, followed by implementing 
various treatment strategies:

Cognitive Reframing

Teaching clients to replace negative thoughts with positive ones forms the basis of cognitive reframing. 
This conscious shift in thought processes helps curb detrimental impulses.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                207



Comprehensive Approach

In the journey to alleviate anxiety, nurses also consider medication when needed. Ultimately, it's about 
combining diverse strategies that suit the client's unique needs, fostering resilience and empowering 
them to regain control over their emotional well-being. As nurses guide clients through these 
techniques, they empower them with the tools to navigate and manage anxiety effectively, enhancing 
their overall quality of life.

Guiding Clients Through Reality Orientation

Reality orientation is a purposeful program designed to enhance cognitive and psychomotor functions 
in individuals experiencing confusion or disorientation. This technique is often employed in long-term 
care settings to align perceptions of the environment with external reality. By utilizing tools such as 
calendars, clocks, and sensory stimuli, such as distinctive sights and sounds, individuals are guided 
toward a heightened awareness of their surroundings.

Facilitating Group Therapy Participation

Nurses play a pivotal role in both leading and encouraging clients to participate in group therapy 
sessions. Group therapy offers a platform for sharing feelings, fears, experiences, and concerns with 
peers. It provides individuals with an opportunity to express themselves, receive feedback, and 
establish a sense of solidarity.

Group therapy takes various forms, including psychosocial support groups, age-specific sessions, stress 
management groups, substance abuse support, understanding mental illness groups, and physical 
health and peer support groups. These gatherings can be either open or closed to new members and 
may encompass diverse membership characteristics.

Implementing Behavioral Management Techniques

To assist clients in self-control of behavior, nurses deploy a range of strategies including clear limit 
setting, establishing achievable goals, offering praise and positive reinforcements, and utilizing 
techniques such as modeling, desensitization, behavior modification, contracting, operant conditioning, 
and aversion therapy. In particular, cognitive behavioral therapy (CBT) is a psychological treatment 
method often used to address various issues like depression, anxiety disorders, substance abuse, 
marital conflicts, eating disorders, and severe mental conditions. CBT typically incorporates strategies 
aimed at altering behavioral patterns, such as:

● Confronting fears instead of evading them.

● Employing role-playing to prepare for potentially challenging social interactions.

● Developing techniques for mental relaxation and physical calmness.

CBT focuses on empowering individuals to be their own therapists. Through in-session activities and 
assignments to be completed independently, clients are supported in building their coping skills. These 
approaches help clients manage their actions and reactions.
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Evaluating Treatment Outcomes

Evaluation of client responses to behavioral management interventions involves comparing actual 
outcomes to pre-established expectations. For clients dealing with inappropriate or dangerous 
behaviors, expected outcomes encompass effective participation in group therapy, trigger identification, 
adherence to limits, demonstration of appropriate behaviors, and effective family coping.

In cases of anxiety management, anticipated outcomes involve participation in group therapy, reduction 
in anxiety levels, absence of cognitive, physiological, and behavioral alterations associated with anxiety, 
successful engagement in daily activities, and proficient use of various techniques to mitigate anxiety. 
Ultimately, the application of these techniques and strategies empowers clients to actively participate in 
their own well-being, fostering a sense of control, understanding, and empowerment over their mental 
health journey.

C. Addressing Chemical and Other Dependencies

Exploring Substance Abuse and Related Terminology

Substance Abuse: It is the excessive consumption of addictive substances, including alcohol, 
prescription drugs, and illegal drugs. It excludes prescribed medications used for medical reasons, but 
using them beyond medical necessity constitutes substance abuse.

Addiction: It refers to an unending compulsion to use a substance, despite severe physical, 
psychological, social, and economic consequences. Addiction may or may not involve physical 
dependence.

Physical Dependence: It arises when discontinuing a drug triggers adverse physical effects, particularly 
if the cessation is sudden. While physical dependence doesn't necessarily imply addiction, it's often 
associated with substances like cocaine, opioids, alcohol, and benzodiazepines.

Psychological Dependence: It involves an individual's reliance on a substance to avoid unpleasant 
feelings that arise when the substance is not consumed. This type of dependence is often associated 
with substances like amphetamines and hallucinogenic drugs.

Chronic Drug Abuse: It refers to the persistent misuse of a substance, resulting in physical, 
psychological, social, and economic harm.

Dual Diagnosis: It denotes the co-occurrence of substance abuse and a psychiatric mental health 
condition, such as clinical depression.

Relapse Prevention Therapy: It is individual counseling aimed at helping clients recognize and avoid 
triggers, enhance self-control, and establish emergency plans to prevent relapses.

Acceptance and Commitment Therapy: Acceptance and Commitment Therapy focuses on empowering 
clients to exert self-control over their behaviors and make healthier choices.
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Drug-Seeking Behavior: Drug-seeking behavior indicates potential substance abuse and encompasses 
actions by individuals aimed at obtaining drugs. Signs include using false identification, feigning physical 
or mental disorders, making false claims about lost prescriptions, forging prescriptions, and coercing 
healthcare providers into prescribing the drug of choice.

These terms and their definitions provide a comprehensive understanding of substance abuse and its 
related concepts, helping healthcare professionals effectively address and support individuals dealing 
with substance-related challenges.

Navigating Substance Use and Dependency: Nursing Priorities

The landscape of substance use disorders involves the persistent utilization of alcohol and/or drugs, 
resulting in notable impairment that affects both clinical and functional aspects of a person's life. This 
impairment can manifest as health issues, a disability, or the inability to fulfill significant responsibilities 
within work, academics, or home life. Substance use disorders are categorized as mild, moderate, or 
severe, with the level of severity determined by the extent to which an individual meets specific 
diagnostic criteria. These criteria encompass indications of impaired control, social dysfunction, risky 
usage, and pharmacological factors. Beyond substance-related dependencies, there exist 
non-substance-related dependencies encompassing conditions like gambling addiction, sexual 
addiction, and pornography addiction.

Nursing Priorities in Addressing Dependencies

● Safeguarding Physiological Stability: When clients encounter withdrawal or toxicity due to 
substance use, it is imperative to maintain their physiological equilibrium. This is achieved by 
skillfully managing their symptoms. For instance, alcohol withdrawal, characterized by tremors, 
diaphoresis, and an accelerated heart rate, often necessitates the administration of 
benzodiazepines.

● Promoting Client Safety: Ensuring the well-being of clients involves pragmatic measures, 
including the use of restraining devices, even when contrary to the client's preferences. These 
measures are taken to prevent any potential harm to the client.

● Educating About Complications and Risks: An integral aspect of nursing care involves 
informing clients about the complexities and dangers associated with chemicals and other 
dependencies.

● Facilitating Referral and Follow-Up: Guiding clients toward appropriate resources and 
maintaining ongoing support is critical in the journey to recovery.

● Supporting Intervention: Encouraging and bolstering client involvement in interventions, such 
as counseling, is an important aspect of fostering recovery.

● Empowering Support Networks: Educating friends and family members on how to provide 
continuous assistance and encouraging their participation in support groups can be invaluable in 
the recovery process.
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● Evaluating Treatment Responses: Continuously assessing how clients respond to their 
treatment plans is essential for optimizing care and making necessary adjustments.

Comprehensive Assessment of Substance Use and Dependency: Interventions and 
Identi�ications

Client Assessment: An Essential Endeavor

Nurses play a vital role in comprehensively assessing clients for drug and alcohol dependencies, 
withdrawal, toxicities, and associated risk factors. This meticulous assessment lays the foundation for 
informed interventions that can steer individuals toward a path of recovery.

Exploring Risk Factors

Certain risk factors contribute to substance abuse, including diminished self-esteem, genetic 
predisposition, low tolerance for pain, unsuccessful life experiences, inclination towards risk-taking, 
tendencies for "self-medication," coexisting psychiatric disorders, susceptibility to peer pressure, and 
other factors.

Signs and Symptoms of Substance Abuse

Recognizing signs and symptoms of substance-related abuse is crucial for effective assessment. 
Physical indicators may encompass hyperactivity, needle track marks, poor hygiene, shakiness, and 
deteriorating health. Behavioral cues can include irritability, low frustration tolerance, forgetfulness, 
drug-seeking behaviors, impaired job or school performance, possession of drugs, and short attention 
spans.

Standardized Assessment Tools

Several standardized tests facilitate the evaluation of substance-related addictions and client progress:

● The Drug Abuse Screening Test

● Alcohol Use Disorders Identification Test—Consumption (AUDIT-C)

● The Addiction Severity Index

● The Michigan Alcohol Screening Test

● The Recovery Attitude and Treatment Evaluation

● The CAGE-AID Test
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Understanding Substance E�ects and Withdrawal

Different substances manifest distinct signs and symptoms when used and abused. Understanding these 
effects is essential for accurate assessment and intervention:

● Inhalants: Nausea, vomiting, tremors, oral/nasal rash, and euphoria.

● Cocaine: Euphoria, irritability, seizures, high fever, and hallucinations.

● Opioids: Pupil constriction, confusion, euphoria, diaphoresis, and diarrhea.

● Club Drugs: Sedation, hallucinations, paranoia, and impaired coordination.

● Alcohol: Decreased consciousness, tremors, tachycardia, hepatic disease, and more.

● Sedatives and Hypnotics: Anxiety, seizures, respiratory depression, and slurred speech.

● Cannabis: Euphoria, irritability, tremors, aggression, and hypertension.

● Synthetic Cannabinoids: Paranoia, hallucinations, tachycardia, and euphoria.

● Cathinones (Bath Salts): Euphoria, tachycardia, hallucinations, and paranoia.

● Barbiturates and Benzodiazepines: Drowsiness, depression, impaired memory, and 
nystagmus.

● Amphetamines: Hypervigilance, irritability, hypertension, and insomnia.

● Hallucinogenic Drugs: Anxiety, hallucinations, emotional mood swings, and impaired memory.

● Nicotine: Hypertension, lung issues, and withdrawal symptoms like irritability and cravings.

D. Coping Mechanisms

Understanding how individuals confront life's trials necessitates acknowledging the intricate interplay 
between a client's stress response and their coping mechanisms. These coping resources encompass 
elements like social support networks and adept problem-solving skills. Sociocultural and religious 
influences further shape a client's approach to challenges. However, it's vital to note that not all clients 
possess identical coping abilities or resources to effectively manage stressors. An LPN’s pivotal role 
involves assessing these dimensions: client support systems, available resources, coping 
proficiencies, and the client's reaction to illness, as well as their family's emotional responses.

Identifying an individual's inability to cope is of paramount importance. This incapacity can manifest 
through verbalizing struggles to cope, difficulty in decision-making or seeking help, exhibiting 
self-destructive behavior, experiencing physical symptoms, enduring emotional strain, or displaying 
heightened irritability.

Diverse factors contribute to this inability, including:
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● Receiving a serious illness diagnosis.

● Experiencing changes in health status.

● Having inadequate support systems.

● Lacking sufficient psychological resources.

● Confronting situational crises.

Furthermore, an LPN should be well-versed in recognizing the spectrum of defense mechanisms a client 
might employ. Skillfully assessing the utility of these mechanisms is vital. These mechanisms 
encompass:

● Denial: Completely rejecting a thought or feeling.

● Suppression: Being vaguely aware of a thought or feeling but attempting to conceal it.

● Projection: Attributing negative thoughts or feelings to others.

● Acting out: Engaging in extreme behavior to express concealed emotions.

● Displacement: Redirecting emotions from one target to another.

● Isolation of affect: Recognizing a feeling intellectually but not fully experiencing it.

● Intellectualization: Using rational explanations to avoid confronting emotions.

● Regression: Reverting to old, often immature behavior to release feelings.

● Reaction formation: Transforming a feeling into its opposite.

● Rationalization: Presenting justifications while denying personal emotions.

● Sublimation: Redirecting feelings into socially productive activities.

● Dissociation: Temporarily losing touch with identity, adopting an alternate self-representation.

Creating an environment where clients can openly share thoughts and emotions is pivotal to the role of 
an LPN. Assisting clients in setting pragmatic goals, guiding constructive problem-solving, and providing 
direction on effective coping strategies, support systems, and accessible resources are integral 
components of the LPN’s care work. Through these efforts, the LPN plays a pivotal role in helping 
clients navigate stress and tension more effectively. This holistic approach not only enhances their 
well-being but also contributes to fostering a resilient and adaptive mindset.

Assessing Coping Strategies, Support Systems, and Role Adaptation

When evaluating how individuals manage life's challenges, it becomes evident that coping mechanisms 
play a crucial role. While some clients possess an array of coping strategies, others may lack effective 
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ones. Coping mechanisms are learned behaviors; some prove effective, while others do not. Clients 
lacking efficient coping mechanisms should be introduced to new, more effective ways to handle stress. 
Those already equipped with effective strategies should be encouraged to employ and refine them, 
particularly during times of crisis. Also, nurses evaluate support systems, available resources, and 
coping strategies of families, groups, communities, and populations, not just individual clients. 

Common coping mechanisms include altering one's perception of a situation, using humor, employing 
problem-solving skills, practicing stress management and relaxation techniques, seeking support from 
others, expressing emotions, engaging in physical activity, adjusting personal expectations, and avoiding 
self-blame.

When assessing a client's psychosocial functioning and coping mechanisms, consider factors such as the 
age at which coping difficulties began, specific signs and symptoms, episode duration and intensity, 
family history of mental health disorders, utilization of support systems, the effectiveness of these 
resources, engagement with community resources, and past and current coping strategies.

Standardized assessment tools like the "Interval Follow-Up Evaluation" and the "Range of Impaired 
Functioning" measure a client's functioning over time, including interpersonal relationships, work, 
leisure activities, and life satisfaction. Coping and stress levels can be assessed using tools like the 
"Holmes and Rahe Life Change Scale" and the "Lazarus Cognitive Appraisal Scale."

Signs of maladaptive coping, coupled with symptoms of the General Adaptation Syndrome, may include 
subjective feelings of inability to cope. Prolonged stress can manifest in physical, emotional, and 
psychological ways. Anxiety, chronic pain, weight fluctuations, tension, dangerous behaviors, irritability, 
depression, poor concentration, hypertension, fatigue, headaches, sleep disturbances, muscular 
tension, and increased vulnerability to disorders are some examples. Moreover, stress can cause 
conditions like cerebrovascular accidents, infections, and myocardial infarctions, and worsen 
preexisting diabetes control.

In addition to individual assessment, nurses also evaluate clients' abilities to adapt to temporary and 
permanent role changes. Temporary changes are often less stressful compared to permanent ones, 
which can lead to significant life shifts and increased dependence. Nurses play a crucial role by assisting 
clients in processing emotions, setting realistic expectations, and identifying attainable goals during 
times of change, whether temporary or permanent. By fostering a trusting relationship and facilitating 
open expression, nurses empower clients to manage these changes and associated stress effectively.

Assessing Client Reactions to Illness and Facilitating Coping

Understanding how clients respond to acute and chronic illnesses, including mental health disorders, is 
essential. The psychological and emotional changes that often accompany these conditions can range 
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from distress to a loss of hope and meaning. As a nurse, it's crucial to be aware of these reactions and 
provide appropriate support.

Common Psychological and Emotional Reactions

● Distress: Ranging from mild to severe, distress can manifest as behavioral and physical 
symptoms like irritability, restlessness, and insomnia. It can also mirror signs of stress seen in 
the General Adaptation Syndrome.

● Anger: Directed inward or outward, anger can lead to depression or hostility. It's essential to 
help clients manage anger constructively.

● Denial: A psychological defense mechanism, denial allows clients to avoid dealing with 
threatening situations until they're emotionally ready.

● Rationalization: Another defense mechanism, rationalization involves explaining away threats 
with faulty reasoning.

● Guilt: A healthy response for introspection, unresolved guilt can lead to distress, psychological 
symptoms, and spiritual issues.

● Grief: A normal response to loss, grief can accompany any type of loss, whether physical, 
psychological, or social.

● Depression: Frequently resulting from acute or chronic illnesses, depression affects both clients 
and their families, potentially leading to cognitive, emotional, and physical changes.

● Fear: A response to perceived danger, fear can lead to physiological symptoms like increased 
heart rate and aggression.

● Loss of hope and meaning: Hopelessness can cause a range of physical, psychological, and 
social consequences, impacting the client's motivation, appetite, and involvement in daily 
activities.

Assessment and Support

Assessing clients' reactions and coping abilities is a critical nursing responsibility. By evaluating the 
emotional impact of illness, identifying defense mechanisms, and understanding the client's level of 
hope and meaning, nurses can tailor support strategies. Offering emotional and spiritual support, 
encouraging open expression, facilitating problem-solving, and guiding clients toward effective coping 
methods are vital aspects of care.

clients' responses to life changes, whether permanent or temporary, physical or psychological, must also 
be evaluated. From a physical disability due to an accident to the emotional challenges of an empty nest, 
the change affects clients, families, and communities. Different models, such as social and cognitive 
models, the Nagi Model, and the WHO Model, provide frameworks for understanding and addressing 
these changes.
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Nurses foster an environment where clients can express themselves and learn coping mechanisms. 
Techniques like cognitive reframing therapy, positive self-talk, seeking social support, utilizing 
community resources, developing new coping skills, relaxation techniques, and setting achievable 
expectations can empower clients to effectively navigate the impact of acute and chronic illnesses and 
the changes they bring.

Navigating Role Changes Throughout Life

Life is characterized by various role changes, some of which are developmental or situational. These 
shifts require adaptation from individuals, families, groups, and communities. As a nurse, recognizing 
and assisting clients in coping with these changes is crucial.

Maturational Role Changes

● Young Adults: Creating a family unit, managing relationships with in-laws, and taking on 
parental responsibilities can challenge young adults.

● Middle-Aged Adults: Coping with declining health and an empty nest, while also becoming 
caregivers to aging parents and dependent children, can be overwhelming.

● Older Adults: Adjusting to retirement, caregiving for a partner, adopting new roles (such as 
grandparenting), and managing the changes that come with aging and chronic illnesses are key 
challenges.

Situational Role Changes

● Acute or Chronic Disorders: Illnesses can trigger physical, psychological, and social changes. 
As discussed earlier, these changes require assessment, support, and coping strategies.

Nursing Diagnoses and Interventions

Several nursing diagnoses and interventions are relevant to role performance and adaptation:

● Ineffective Role Performance: This diagnosis can stem from a lack of role models, unrealistic 
expectations, poor self-esteem, physical limitations, social support deficits, substance use 
disorders, diminished cognitive function, and more.

● Promoting Adaptation: To help clients navigate role changes, nurses should encourage the 
expression of feelings, highlight strengths, provide support, and offer assistive devices for 
self-care. Addressing physiological, psychological, and social aspects is essential.

Nurturing Resilience and Adaptation

Role changes are part of life's natural progression. By acknowledging the challenges associated with 
various life stages, nurses can provide valuable support. Whether helping young adults adjust to 
parenthood, guiding middle-aged adults in managing multiple caregiving roles, or assisting older adults 
in maintaining a sense of purpose, the role of a nurse is pivotal in facilitating adaptation and resilience 
throughout life's journey.
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Supporting Clients with Unexpected Altered Body Image

Clients can experience changes in their body image that are either expected and part of natural 
development or unexpected due to traumatic events, medical conditions, or treatments. Both types of 
changes can have significant emotional and psychological impacts on individuals.

Expected Changes

● Developmental Stages: Natural life transitions such as puberty, menopause, and aging lead to 
anticipated changes in body image.

● Predictable Events: Common life events like having children or changes related to aging are 
expected and can be prepared for.

Unexpected Changes

● Traumatic Events: Accidents causing disfigurement, sudden disabilities, and unexpected 
surgeries can drastically alter one's body image.

● Medical Interventions: Treatments like chemotherapy leading to hair loss or surgeries for 
medical reasons can also result in sudden changes.

An altered body image can lead to feelings of confusion, avoidance, and emotional distress. Clients may 
focus on their past appearance, feel disconnected from their own bodies, express feelings of loss, and 
experience helplessness.

Nursing Support and Interventions

Nurses have a crucial role in providing emotional and psychological support to clients experiencing 
altered body image:

● Assessment: Conduct a comprehensive assessment of the client's perception of their body 
image, including standardized measurement scales like the Body Image Quality of Life 
Inventory.

● Expression of Feelings: Encourage clients to express their feelings and emotions about the 
changes. Providing a safe space for them to ventilate their thoughts can be therapeutic.

● Coping: Facilitate coping strategies to help clients manage emotions such as depression, anger, 
hopelessness, and helplessness.

● Realistic Expectations: Assist clients in developing more realistic expectations of themselves 
and their new body image. This can help them adapt more positively.

● Strength Focus: Shift the focus from their alterations to their strengths and abilities. 
Acknowledge their resilience and what makes them unique beyond physical appearance.
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● Individualized Care: Plan care based on the client's unique needs and emotions. Each person's 
response to altered body image will be different.

● Holistic Care: Remember that body image is closely tied to mental, emotional, and social 
well-being. Provide holistic care that addresses all aspects of the client's experience.

Evaluating the Constructive Use of Defense Mechanisms by Clients

Defense mechanisms serve as psychological tools that help individuals manage unmanageable stress 
and emotions until they are psychologically equipped to effectively cope with these stressors. It's 
important for healthcare professionals, including nurses, to understand that these mechanisms play a 
protective role and should not be forcefully challenged until the individual is ready. Nurses play a crucial 
role in understanding and respecting clients' use of defense mechanisms. This entails:

● Non-Judgmental Attitude: Nurses should approach clients with empathy and avoid debating or 
challenging their defense mechanisms.

● Supportive Environment: Creating a safe space for clients to express their emotions without 
fear of criticism is essential.

● Observation: Careful observation can help nurses assess whether defense mechanisms are 
aiding adaptation or hindering progress.

● Assessment: Identifying the function of the defense mechanism and its impact on the client's 
overall well-being is crucial.

● Education: When appropriate, nurses can provide psychoeducation about healthier coping 
strategies, helping clients gradually transition from maladaptive mechanisms.

● Collaboration: Collaboration with mental health professionals can ensure a comprehensive 
approach to clients' psychological well-being.

Evaluating Successful Adaptation to Situational Role Changes

In nursing care, evaluating a client's successful adaptation to situational role changes involves a 
comprehensive assessment of various aspects to ensure that the individual is effectively coping with the 
transitions and challenges they are facing. This assessment is based on pre-established goals that were 
developed following a thorough evaluation of the client, their family, and other significant individuals 
involved in their life. Let's explore some key areas that registered nurses may explore when assessing a 
client's adaptation to situational role changes:

● Coping with Role Change: Nurses assess whether the client has managed to cope with the 
changes in their roles resulting from the specific situation. This involves understanding the 
client's emotional response, their level of acceptance, and how they navigate through these 
changes.
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● Realistic Expectations and Goals: Nurses evaluate whether the client has set realistic 
expectations and achievable goals for themselves in light of the new role. Unrealistic 
expectations can lead to frustration and hinder successful adaptation.

● Acceptance of Dependency: Nurses gauge whether the client is able to recognize and accept 
their need to rely on others when necessary. This could involve support from family members, 
friends, or healthcare professionals.

● Involvement of Family and Support System: Nurses assess the participation of family 
members and significant others in providing care and emotional support to the client. The 
strength of this support system can significantly impact the client's adaptation process.

● Strengths vs. Weaknesses: Nurses help clients identify and utilize their strengths to navigate 
the new or modified role. Focusing on strengths can enhance their sense of empowerment and 
resilience.

● Self-Satisfaction: Nurses inquire about the client's level of satisfaction with their current role. 
Feeling content and fulfilled in their new responsibilities can indicate successful adaptation.

● Signs of Emotional Well-Being: Nurses observe the client for any signs of emotional distress 
such as anxiety, stress, grief, or distress. These signs may indicate that the client is struggling 
with the changes.

● Impact on Family and Significant Others: Nurses also assess whether family members and 
significant others are exhibiting signs of anxiety, stress, grief, or distress due to the changes in 
the client's role. This broader perspective helps understand the overall impact.

Nurses approach this evaluation with sensitivity, empathy, and professionalism, as shown below:

● Open Communication: Engaging in open and nonjudgmental conversations with the client and 
their support network helps gather valuable insights.

● Holistic Assessment: Considering physical, emotional, and psychological aspects of the client's 
well-being provides a comprehensive view.

● Goal Reassessment: Periodically revisiting and adjusting the established goals ensures that 
they remain relevant and attainable.

● Individualized Care: Recognizing that each client's situation is unique, nurses tailor their 
approach to best fit the client's needs and circumstances.

● Empowerment: Empowering the client to actively participate in their adaptation process 
promotes a sense of control and ownership.

Evaluating a client's successful adaptation to situational role changes requires a nuanced and 
compassionate approach. By assessing various dimensions of their experience and considering the 
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involvement of their support network, nurses can effectively gauge the client's progress and provide 
targeted guidance and interventions to ensure a smoother transition and improved overall well-being.

Planning and Delivering Care for Clients with Substance-Related Withdrawal or 
Toxicity 

Clients experiencing substance-related withdrawal or toxicity require meticulous care and tailored 
interventions to ensure their safety, recovery, and overall well-being. The following interventions 
address the diverse needs of these clients:

Foundational Interventions: Ensuring Safety and Support

● Client Safety: Prioritize the safety of the client by providing a secure environment and closely 
monitoring their condition.

● Seizure Precautions: Implement precautions for clients at risk of seizures to prevent potential 
harm.

● Reorientation: Help clients maintain a sense of reality by reorienting them to time, person, and 
place.

● Falls Prevention: Mitigate fall risks through appropriate precautions to ensure the client's 
physical safety.

● Monitoring and Assessment: Continuously monitor the client's condition, conducting thorough 
assessments to gauge progress.

● Calm Environment: Create a tranquil environment with minimal stimulation to promote 
recovery.

● Medications: Administer medications as indicated to manage symptoms and support the client's 
well-being.

● Client and Family Education: Offer education to both clients and their families, fostering 
understanding and coping strategies.

● Self-Help Groups: Inform clients about self-help groups such as Alcoholics Anonymous and 
Narcotics Anonymous.

● Symptom Management: Implement strategies to manage and alleviate withdrawal symptoms 
effectively.

● Codependency Education: Educate family members about codependency to promote a 
healthier support network.

● Relapse Prevention: Develop plans to prevent potential relapses and sustain recovery.
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Individualized Therapies: Tailoring Care to Speci�ic Needs

● Nicotine: Provide nicotine replacement therapies (gum, lozenges, patches) and medications like 
bupropion and varenicline.

● Opioids: Administer methadone, clonidine, and buprenorphine; have naloxone (Narcan) ready 
for overdose situations.

● Sedatives: Ensure an open airway; consider using flumazenil (Romazicon) as a benzodiazepine 
antidote.

● Alcohol: Use alcohol deterrent drugs (acamprosate, disulfiram, naltrexone) and withdrawal 
medications (carbamazepine, diazepam).

● Amphetamines: Monitor vital signs, administer sedating drugs, and provide supplemental 
oxygen if necessary.

● Hallucinogens: Administer sedating medications to reduce hyperactivity and create a calming 
environment.

Additional Considerations for E�ective Care

● Client Engagement: Encourage participation in individual, family, and group therapies for 
comprehensive support.

● Medication Management: Administer appropriate medications to alleviate symptoms and 
promote stabilization.

● Airway Maintenance: Prioritize airway integrity and provide interventions to maintain a clear 
airway.

● Fluid and Electrolyte Balance: Monitor and manage fluid and electrolyte imbalances as 
necessary.

● Emotional Support: Offer emotional support to clients during their recovery journey.

● Collaborative Care: Work collaboratively with other healthcare professionals to ensure holistic 
care.

Empowering Clients Through Substance Abuse Diagnosis Education and Treatment 
Plan

As dedicated healthcare professionals, nurses play a crucial role in empowering clients with essential 
information about their substance abuse diagnosis and treatment plan. This knowledge equips clients 
with the tools they need to understand their condition, overcome stigma, and actively participate in their 
recovery journey.
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Understanding the Substance Abuse Diagnosis: A Shift in Perspective

● Recognizing Illness vs. Weakness: Educate clients to perceive substance abuse as an illness 
rather than a sign of weakness. This shift in perspective helps remove self-blame and fosters a 
more compassionate view of their situation.

● Overcoming Stigma: Address societal stigma associated with substance abuse. By providing 
accurate information, clients can challenge negative perceptions and find support without 
judgment.

● Risk Factors Awareness: Equip clients to recognize and avoid risk factors related to substance 
abuse. Knowledge empowers them to make informed decisions and safeguard their well-being.

Embracing the Substance Abuse Treatment Plan: A Roadmap to Recovery

● Medication Understanding: Explain the role of medications in their treatment plan. Clarify how 
these medications support their recovery and manage withdrawal symptoms.

● Therapy Insights: Describe medical and psychological therapies included in their treatment 
plan. Help clients understand how therapy addresses underlying causes and supports their 
overall healing.

● Relapse Preparedness: Educate clients about potential relapse threats and how to respond 
effectively. Provide strategies for recognizing triggers and employing coping skills to prevent 
setbacks.

● Follow-Up Engagement: Stress the importance of participating in follow-up care. Clients learn 
how ongoing support and monitoring contribute to their successful recovery journey.

● Self-Help Groups: Introduce the concept of self-help groups like Alcoholics Anonymous and 
Narcotics Anonymous. Explain how these groups offer a supportive community and shared 
experiences.

● Coping Skills Development: Empower clients to develop healthier coping mechanisms. Teach 
techniques that help them manage stress, anxiety, and cravings without turning to substances.

● Social Support Utilization: Guide clients in utilizing their social support networks effectively. 
Encourage them to lean on friends and family who understand their journey.

● Community Resources: Inform clients about available community support groups and 
resources. Highlight the benefits of attending group meetings both in-person and online.

Alcoholics Anonymous and Narcotics Anonymous: A Source of Strength

● Alcoholics Anonymous (AA): Founded in 1935, AA offers a non-religious, spiritual approach to 
supporting individuals in achieving and maintaining sobriety. Members attend group meetings 
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worldwide, follow the Twelve Steps, and often connect with sponsors for personalized 
guidance.

● Narcotics Anonymous (NA): Established in 1953, NA operates similarly to AA, focusing on 
mutual support and recovery. Members participate in meetings, adhere to the Twelve Steps, 
and benefit from sponsorships, creating a strong network of support.

The Twelve Steps of Alcoholics Anonymous

1. Admitting powerlessness over alcohol 
and recognizing unmanageable lives.

2. Believing in a higher power's ability to 
restore sanity.

3. Making a conscious decision to 
surrender will and life to a higher 
power.

4. Conducting a fearless moral inventory 
of oneself.

5. Admitting wrongdoings to a higher 
power, oneself, and others.

6. Being ready to allow a higher power to 
remove character defects.

7. Humbly asking a higher power to 
remove shortcomings.

8. Listing individuals harmed and 
becoming willing to make amends.

9. Making direct amends when possible, 
except when it harms others.

10. Continually taking personal inventory 
and admitting mistakes.

11. Seeking a closer relationship with a 
higher power through prayer and 
meditation.

12. Spreading the message to others and 
practicing principles in daily life.

Nurse's dedication to educating clients about their substance abuse diagnosis and treatment plan 
empowers them to take control of their recovery, foster self-compassion, and embrace a healthier 
future. The LPN’s guidance and support make a significant impact on their journey to lasting well-being.

Supporting Clients with Non-Substance Dependencies: Navigating Process 
Addictions

Impulse control disorders, such as pyromania (a recurrent compulsion to deliberately start fires for 
pleasure or releasing tension), and non-substance dependencies like sexual addiction, compulsive 
gambling, internet addiction, exercise addiction, shopping addiction, pornography addiction, 
kleptomania, food addiction, and work addiction, are commonly known as process addictions or 
compulsive behavioral disorders. Similar to substance-related addictions, these conditions are 
characterized by chronic brain disorders that can significantly impact a person's life.

Understanding the Spectrum of Non-Substance Dependencies

● Diverse Range: Non-substance dependencies encompass a wide array of behaviors, from 
excessive gambling to compulsive shopping and beyond.
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● Chronic Brain Disorder: Like substance-related addictions, process addictions also involve 
alterations in brain pathways, leading to compulsive behaviors.

● Overlap and Complexity: Some individuals may experience multiple addictions simultaneously, 
both process and substance-related, necessitating comprehensive treatment for all co-occurring 
disorders.

Prevalence and Risk Factors

● Statistics: According to the DSM-5, various process addictions impact different percentages of 
the population, such as gambling affecting 2%, eating addiction 2%, internet addiction 2%, 
exercise addiction 2%, and sexual addiction 3%.

● Risk Factors: Common risk factors for compulsive behavioral disorders include genetics, 
environment, inadequate coping skills, history of abuse or neglect, and the recent loss of 
significant relationships.

Signs and Symptoms of Process Addictions

Process addictions often manifest through a range of signs and symptoms, including:

● Escalating aggression or abusive 
behaviors

● Self-harm tendencies

● Deterioration of relationships

● Impaired job performance

● Financial difficulties and ruin

● Emotional struggles like depression and 
suicidal thoughts

● Legal consequences, such as charges 
related to sexual abuse or theft

Treatment Approaches

● Cognitive Behavioral Therapy (CBT): CBT is a cornerstone of treatment, helping clients 
understand triggers and develop healthier coping strategies.

● Medications: Selective serotonin reuptake inhibitors (SSRIs) and antidepressants can be utilized 
to manage underlying psychological factors contributing to compulsive behaviors.

● Self-Help Groups: Participating in community self-help groups like Gamblers Anonymous or 
similar groups tailored to specific process addictions provides a supportive environment.

● Hotlines and Support: Hotlines and helplines dedicated to specific addictions offer immediate 
support during times of need.

● Holistic Approaches: Incorporating mindfulness techniques, stress management, and 
relaxation methods can enhance treatment outcomes.
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Comprehensive Care for Co-occurring Disorders

● Simultaneous Treatment: When clients experience both process addictions and 
substance-related addictions, comprehensive treatment addresses all disorders concurrently.

● Impulse Control Strategies: Encourage clients to learn impulse control techniques to manage 
addictive behaviors.

● Strengthening Coping Skills: Teach clients effective ways to cope with stress, anxiety, and 
triggers without resorting to addictive behaviors.

● Healthy Social Support: Promote the development of a strong support network that 
understands the challenges of recovery.

By embracing a multidimensional approach encompassing therapy, medication, and holistic techniques, 
nurses play a vital role in helping clients overcome process addictions. The LPN’s support and guidance 
can empower clients to regain control over their lives, build healthier habits, and achieve lasting 
well-being.

Managing Withdrawal and Toxicity Symptoms: Navigating Client Well-Being

Providing effective symptom management during withdrawal or toxicity is crucial for supporting clients 
on their journey to recovery. Tailoring interventions to the specific substances involved is key. As 
mentioned earlier, interventions for alcohol toxicity and withdrawal can include magnesium sulfate to 
prevent seizures, thiamine to counter Wernicke-Korsakoff syndrome risk, and glucose to address 
hypoglycemia. Flumazenil can be administered to reverse benzodiazepine effects.

Fostering Engagement in Support Groups

● Alcoholics Anonymous and Narcotics Anonymous: Encourage clients to participate in these 
invaluable peer support groups. These communities offer understanding, camaraderie, and 
guidance, aiding the recovery process.

Evaluating Treatment Plan Responses and Adaptation

● Continuous Evaluation: Regularly assess the client's progress against their treatment plan, 
adjusting it as necessary for optimal outcomes.

● Reflect on various aspects:

○ Has the client achieved and sustained sobriety?

○ Are they actively engaging in individual, family, and group therapies?

○ Is medication adherence consistent, and are therapeutic responses observed?

○ Are family members addressing codependency through support groups?
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○ Is the client actively participating in community-based peer support groups?

○ Does the client demonstrate awareness of relapse prevention strategies?

Reinforcing Relapse Prevention Strategies

● Empowering the Client: Ensure the client comprehends the dynamics of relapse and the 
strategies available to prevent it.

● Coping Skills: Provide guidance on effective coping techniques to manage triggers and stressors 
that could potentially lead to relapse.

● Emergency Plan: Equip clients with a well-defined emergency plan to follow in case they feel at 
risk of relapse.

By meticulously assessing responses, adapting the treatment plan, and reinforcing relapse prevention 
measures, nurses play an indispensable role in fostering clients' progress towards recovery. The LPN’s 
dedication to their well-being empowers clients to overcome challenges, maintain their commitment, 
and attain lasting positive change.

E. Crisis Intervention

A crisis marks a moment of emotional significance or a radical shift in a person's life, characterized by 
instability and potentially undesirable outcomes. It's a situation teetering on the edge of a critical 
stage. When faced with a crisis, it's imperative to:

● Understand the client's history related to the current issue

● Grasp the client's prevailing emotions.

● Evaluate the client's existing support systems

● Educate the client about crisis intervention strategies to foster effective coping

● Evaluate the potential for self-harm or harm to others

In the realm of goal setting, it's imperative to base the approach on a thorough nursing assessment and 
diagnosis. Subsequently, outcomes are aligned with the established goals while continuously 
considering the client's responses.

Goals inherent to crisis intervention include:

● Reducing emotional stress and preventing further stress for the client

● Aiding the client in organizing resources or leveraging support systems to address their needs 
and find a resolution to the situation

● Facilitating the client's return to a level of functioning comparable to their state before the crisis
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When assessing the risk of suicide, a comprehensive approach involves posing questions that range from 
general to specific, inquiring about plans and their potential lethality, delving into the client's history, 
evaluating their mental state, and deciphering signals that may indicate heightened suicide risk. For 
clients at critical risk of suicide, safety is of the utmost priority. In some cases, arrangements may be 
necessary to ensure continuous monitoring and observation of high-risk individuals.

Understanding Crisis and Its Categories

A crisis is a sudden and acute event that overwhelms an individual's ability to cope effectively using their 
existing coping mechanisms. It typically emerges unexpectedly and often lasts for a brief period, usually 
a few weeks. This challenging situation pushes the person beyond their usual capacity to manage stress, 
requiring immediate attention and intervention. Here are some key characteristics that define a crisis:

● Unanticipated Emergence: Crises arise suddenly and unexpectedly, catching the individual off 
guard and without sufficient time to prepare.

● Perceived Threat: The person recognizes the crisis as a significant threat to their well-being, 
which can evoke strong feelings of fear and anxiety.

● Communication Changes: A crisis often leads to changes in communication patterns, such as 
difficulty expressing oneself or increased conflict with others.

● Functional Impairment: The crisis disrupts the person's ability to perform daily activities, 
including basic tasks of daily living.

● Feelings of Grief and Loss: Crises can trigger intense feelings of grief, including anticipatory 
grief (expecting a loss) and a sense of profound loss related to the crisis event.

● Severity and Incapacitation: The severity of a crisis is measured by its impact on the 
individual's ability to function. Severe crises can incapacitate the person and may even pose a 
risk to their life.

Crisis situations can be broadly categorized into three main types:

● Situational Crisis: This type of crisis arises from external events or situations, such as the loss 
of a job, divorce, or a natural disaster. It challenges the person's ability to adapt to the changes 
brought about by these events.

● Maturational Crisis: This crisis is related to the normal life stages and developmental transitions 
individuals experience. These crises stem from internal conflicts and adjustments that come 
with growing older or transitioning to new life stages.

● Adventitious Crisis: This crisis is unexpected and often results from traumatic events, such as 
accidents, crimes, or sudden losses. This is not part of the normal life experience and can cause 
severe distress.
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To gauge the severity of a crisis, it is often categorized on a scale from 1 to 4, with level 1 being the 
least disruptive and level 4 being the most severe. This categorization helps professionals assess the 
urgency and intensity of intervention required to support the individual effectively.

In summary, crises are acute situations that overwhelm an individual's coping abilities. They can be 
situational, maturational, or adventitious in nature, each with unique triggers and challenges. Evaluating 
the severity of a crisis helps guide appropriate interventions to aid the person in effectively navigating 
through the distressing event and returning to a state of stability and well-being.

Assessing Potential for Violence and Ensuring Safety Precautions

In the realm of nursing, assessing the potential for violence and implementing safety precautions are 
essential aspects of client care, especially when dealing with clients who are experiencing crises. 
Understanding the signs and symptoms at different levels of crisis severity is crucial for effective 
intervention and prevention of harmful outcomes. Let's delve into the various levels of crisis signs and 
symptoms, as well as the measures to prevent violence.

● Level 1 Crisis Signs and Symptoms: Clients in a level 1 crisis often exhibit heightened anxiety 
and may resort to various psychological ego defense mechanisms, which were discussed earlier. 
These mechanisms serve as initial coping strategies.

● Level 2 Crisis Signs and Symptoms: In a level 2 crisis, individuals might start to experience a 
loss of functionality. They might also attempt alternative coping strategies, seeking ways to 
manage the crisis beyond their usual methods.

● Level 3 Crisis Signs and Symptoms: Level 3 crisis signs align with the General Adaptation 
Syndrome, which involves responses like fight, flight, and panic. These responses are the body's 
way of reacting to stress and danger.

● Level 4 Crisis Signs and Symptoms: At the most severe level, clients display intense symptoms 
including detachment from others, feeling overwhelmed, disorientation, and even thoughts of 
violence directed towards themselves or others.

It's important to acknowledge the gravity of situations involving suicide, homicide, and violence. Such 
crises require vigilant prevention. Identifying risk factors and warning signs is a cornerstone in this 
process. For example, individuals with a history of substance abuse, psychiatric illness, violence towards 
others, abuse, or neglect might be at a higher risk of violent behavior.
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Violence Directed Towards Others

Clients at risk of harming others may exhibit various risk factors such as a history of substance abuse, 
psychiatric illness, violence towards animals, paranoid delusions, and certain behavioral cues like 
clenched jaws or fists. Effective assessment and intervention can help manage this risk.

Violence Directed Towards Self

Risk factors for self-directed violence include age (both young and older), history of depression, 
substance abuse, psychiatric illness, a history of violence towards others, behavioral and verbal cues 
indicating distress, interpersonal relationship problems, and more. Understanding the connection 
between unresolved crises, depression, and violent tendencies is crucial. Some individuals might resort 
to acts of violence as a way to cope with overwhelming emotions, to lash out, or to protect others from 
suffering. In situations involving crisis and depression, healthcare professionals play a vital role in 
identifying these potential risks and intervening effectively to prevent harm. Assessing the potential for 
violence and implementing safety precautions are integral to nursing care, particularly during crisis 
situations. By recognizing signs, understanding risk factors, and providing appropriate interventions, 
nurses contribute significantly to the well-being and safety of their clients.

Identifying Clients in Crisis

The initial step of the nursing process, assessment, is a crucial phase where nurses gather both primary 
and secondary data, which includes objective and subjective information about the client and their 
potential for violence. This assessment helps in identifying clients who are in crisis and at risk of harming 
themselves or others.

Signs and Symptoms of Suicide Risk: Clients who are at risk of suicide may display a range of signs and 
symptoms. These can include making farewell statements, both verbally and in writing, giving away 
possessions, expressing a lack of interest in the future, feelings of guilt and shame, significant changes in 
appearance or personality, disruptions in sleep patterns, engaging in self-harming behaviors, making 
threats of suicide, and a concerning change in mood, such as a sudden appearance of feeling better. It's 
important to note that an apparent improvement in mood could actually be an indication that the 
person has formulated a suicide plan, rather than a true resolution of their depression.

Nursing Diagnoses for Clients at Risk for Self-Harm or Suicide: For clients who are at risk of self-harm 
or suicide, several nursing diagnoses might be applicable, including:

● Risk for suicidal ideation and suicide related to an unresolved situational crisis or 
depression: This diagnosis relates to clients who are at risk due to unresolved situational crises 
or depression.

● Risk for self-harm or related to the lack of resources and social support systems: This 
diagnosis pertains to clients who are at risk due to a lack of resources or social support systems.
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● Risk for Self-Harm related to a previous trauma: This diagnosis is applicable to clients who 
have experienced previous trauma, such as abuse or neglect, leading to an increased risk of 
self-harm.

Nursing Diagnoses for Clients at Risk for Harm to Others: For clients who pose a risk of harm to 
others, including acts of violence like homicide or homicide-suicide. Various risks for violence toward 
others can be applicable to clients:

● With substance-related or psychiatric disorders that heighten the risk of violent behavior.

● With poor impulse control, which could lead to violent actions, can be diagnosed with this 
nursing diagnosis. 

● Undergoing an unresolved crisis, such as intense stress or trauma.

● Who have a history of childhood abuse or neglect could be prone to violent behaviors.

● With a history of head trauma or neurological deficits that might impact impulse control can 
be diagnosed with this nursing diagnosis.

● Experiencing command hallucinations, where they hear voices commanding violent acts.

Identifying clients in crisis and assessing their risk for violence is an intricate process that requires 
careful consideration of both objective and subjective information. By utilizing appropriate nursing 
diagnoses, healthcare professionals can initiate timely interventions to ensure the safety and well-being 
of the clients and those around them.

Utilizing Crisis Intervention Techniques to Aid Clients in Coping

When dealing with threats of suicide or violence towards others, it's of utmost importance to approach 
the situation with the seriousness it deserves and avoid minimizing the risks. Creating an environment 
of care that is characterized by openness, support, honesty, nonjudgmental attitudes, and compassion is 
crucial. This environment fosters trust and enables effective crisis intervention.

In cases of high suicide, homicide, or self-harm risks, maintaining the safety of the client and others is 
paramount. This may involve constant observation, one-to-one monitoring, and, if necessary, employing 
restraints or seclusion to prevent imminent harm. Ensuring the safety of all individuals involved is the 
primary goal.

Alongside safety measures, emotional and physical interventions are employed to help the client 
navigate the crisis and regain their optimal level of functioning. The initial step is building a foundation 
of trust, allowing the client to freely express their feelings within the therapeutic nurse-client 
relationship. Throughout the intervention, therapeutic communication, empathy, respect, and 
compassion are maintained. Depending on the client's needs, the following interventions can be 
implemented:
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● Engaging client and Family: Involving both the client and their family members or significant 
others in the care plan within a supportive environment is crucial.

● Enhancing Coping Mechanisms: Developing and strengthening the client's coping strategies is 
essential for managing crises effectively.

● Individual and Group Therapy: Engaging the client in both individual and group therapy 
sessions fosters a sense of connection and provides a platform for sharing experiences and 
insights.

● Positive Reinforcement: Recognizing and reinforcing positive behaviors encourages the client to 
continue on a healthier path.

● Stress Management Techniques: Teaching the client stress management and relaxation 
techniques equips them with tools to handle challenging situations.

● Medication and Treatment Adherence: Ensuring that the client follows their prescribed 
medication and treatment plan is vital for stabilization.

● Education on Disorder: Educating the client about their psychiatric disorder, risk factors, 
warning signs, and relapse symptoms enhances their understanding and empowers them to 
seek help when needed.

● Follow-Up Care: Emphasizing the importance of ongoing follow-up care and support groups 
after acute interventions for self-harm or violent behaviors is essential for sustained progress.

● Violence Prevention Education: Educating both the client and their support network about 
warning signs, symptoms of crisis, depression, and the risk factors associated with suicide and 
violent behaviors is a key aspect of the intervention.

A comprehensive crisis intervention approach involves a combination of safety measures, therapeutic 
communication, skill-building, and education. By addressing the immediate risks while also equipping 
the client with tools for ongoing coping, healthcare professionals can significantly contribute to the 
well-being and recovery of clients in crisis.

Applying Knowledge of Client Psychopathology to Crisis Interventions

Recognizing and understanding the potential psychopathological effects that may arise during crises is 
essential for providing effective crisis interventions. Clients' responses to crises can be influenced by 
their underlying mental health conditions and coping mechanisms, which may exacerbate or trigger 
certain psychopathological symptoms. Here are some ways in which an understanding of client 
psychopathology informs crisis interventions:

● Neurological Deficits: Clients with traumatic head injuries may experience cognitive, emotional, 
and physical impairments. Crisis interventions should take into account these deficits, providing 
support and tailored strategies to address the specific challenges arising from their brain injury.
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● Psychiatric Disorders: Clients with pre-existing psychiatric mental health disorders, such as 
depression, anxiety, or bipolar disorder, may find their symptoms exacerbated during a crisis. 
Crisis interventions should be designed to manage these symptoms while also addressing the 
acute crisis at hand.

● Substance Abuse Disorders: Individuals with substance abuse disorders may resort to harmful 
coping mechanisms during crises, potentially leading to relapse or worsening of their condition. 
Interventions should focus on preventing substance use and promoting healthier coping 
strategies.

● History of Abuse: Clients with a history of physical, emotional, or sexual abuse may experience 
heightened distress during crises, triggering memories and emotional responses related to their 
past trauma. Crisis interventions should be sensitive to these triggers and provide 
trauma-informed care.

● Personality Disorders: Individuals with personality disorders may struggle with regulating 
emotions and managing interpersonal relationships during crises. Crisis interventions should 
address their specific challenges in communication, emotion regulation, and social interactions.

● Anxiety Disorders: Clients with anxiety disorders may experience intensified feelings of panic, 
fear, and worry during crises. Crisis interventions should include techniques to manage anxiety 
and promote a sense of calm.

● Depressive Disorders: Individuals with depressive disorders may face an increased risk of 
suicidal ideation and worsened mood during crises. Crisis interventions should prioritize their 
safety and offer support to manage their depressive symptoms.

● Bipolar Disorder: Clients with bipolar disorder may experience mood swings and increased 
instability during crises. Interventions should address mood management and stability while 
addressing the crisis situation.

By tailoring crisis interventions to address the specific psychopathological effects associated with 
clients' underlying conditions, healthcare professionals can provide more effective and compassionate 
care. This approach acknowledges the complexities of mental health and crisis response, ensuring that 
clients receive the support and interventions they need to navigate both their acute crisis and their 
ongoing mental health challenges.

Guiding Clients to Resources for Recovery from Crisis

Helping clients recover from a crisis involves guiding them to appropriate resources that can provide 
ongoing support, treatment, and interventions to prevent future crises and promote overall well-being. 
Here are some key aspects of guiding clients to recovery resources:

● Psychiatric Mental Health Services: Encourage clients to continue engaging with psychiatric 
mental health professionals who can provide therapy, medication management, and specialized 
interventions tailored to their specific needs.
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● Crisis Hotlines: Provide clients with information about crisis hotlines and helplines that they can 
contact if they are in distress or need immediate assistance. These hotlines are staffed by 
trained professionals who can offer support and guidance.

● Peer Support Groups: Inform clients about peer support groups in their community where they 
can connect with others who have experienced similar challenges. Peer support can provide a 
sense of understanding, belonging, and shared coping strategies.

● Therapeutic Techniques: Teach clients relaxation techniques, stress management strategies, 
and mindfulness practices that they can use to cope with stressors and prevent the escalation of 
crises.

● Anger Management Programs: If the client's crisis involves violent behaviors or aggression, 
recommend anger management programs that can help them learn healthy ways to express and 
manage anger.

● Community Resources: Provide information about community resources such as community 
centers, recreational activities, and vocational support services that can help clients engage in 
positive and constructive activities.

● Social Support Systems: Encourage clients to connect with their existing social support 
systems, including friends, family members, and loved ones who can provide emotional support 
and understanding.

● Follow-Up Care: Emphasize the importance of ongoing follow-up care with mental health 
professionals. Help clients schedule and keep appointments, and ensure they understand the 
significance of consistent care.

● Safety Planning: Collaborate with clients to create safety plans that outline steps they can take 
to manage crises, including strategies to prevent self-harm or violence towards others.

● Education: Provide clients with educational materials about crisis management, coping skills, 
and understanding the signs of relapse. Knowledge empowers clients to take an active role in 
their recovery.

● Goal Setting: Work with clients to set achievable goals for their recovery journey. These goals 
can be related to emotional well-being, relationships, employment, or personal growth.

● Holistic Approach: Encourage clients to take a holistic approach to their recovery, focusing on 
physical, emotional, and mental well-being. Promote healthy lifestyle choices, including 
exercise, nutrition, and sleep.

By guiding clients to these resources and empowering them with the tools they need for recovery, nurses 
can play a vital role in supporting clients as they navigate the journey from crisis to stability and 
improved mental health.
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F. Cultural Awareness and Cultural Influences on Health

Caring is a multifaceted concept that manifests differently across various racial and ethnic groups, 
encompassing diverse expressions, processes, and patterns. Achieving cultural competence entails the 
nurse comprehending both the client's perspectives and their own, devoid of stereotypes. Gathering 
cultural insights involves asking questions to better understand the client's context, and then utilizing 
this knowledge to enhance the quality of care and overall outcomes. This endeavor necessitates 
adaptability on the LPN’s part, coupled with genuine respect for differing viewpoints. To effectively 
achieve this, the LPN should:

● Engage in active listening, giving due attention to the client's words and sentiments.

● Acquire knowledge about the client's beliefs concerning health and illness, allowing the LPN to 
tailor care accordingly.

● Express respect, empathy, and an open-minded stance toward the client's cultural heritage 
and practices.

● Offer care that aligns with the client's cultural norms and preferences.

● Recognize language requirements and utilize suitable interpreters as needed. To ensure 
objectivity, it's advisable to arrange for professional translation services rather than relying 
solely on family members.

● Document how the client's language needs were addressed, ensuring a comprehensive 
record of the care provided.

By embracing these practices, the LPN contributes to an environment of cultural sensitivity, thereby 
enriching the care experience and fostering better communication and understanding between the LPN 
and their clients.

Understanding the Role of Culture and Ethnicity in Nursing Care

In the realm of nursing care, acknowledging and respecting the cultural and ethnic background of clients 
is of paramount importance. The work of nursing theorist Madeleine Leininger, often referred to as the 
pioneer of transcultural nursing, has shed light on the significance of cultural care in nursing practice. 
Let's delve deeper into why understanding client culture and ethnicity is essential when planning, 
providing, and evaluating care:

● Cultural Sensitivity: Culture encompasses a range of beliefs, values, practices, and traditions 
that shape an individual's worldview and health-related perceptions. When nurses are sensitive 
to their clients' cultural backgrounds, they can establish a rapport built on mutual respect and 
understanding. This rapport forms the foundation of effective communication and trust.

● Individualized Care: Cultural considerations allow nurses to tailor care plans to the unique 
needs and preferences of each client. Recognizing cultural beliefs about health, illness, and 
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wellness enables nurses to provide interventions that resonate with the client's values, 
promoting compliance and positive outcomes.

● Holistic Approach: Understanding the cultural context helps nurses view clients as holistic 
beings with physical, mental, emotional, and spiritual dimensions. This holistic perspective 
encourages comprehensive assessments and interventions that address all aspects of the 
client's well-being.

● Enhanced Communication: Language, communication styles, and nonverbal cues can vary 
widely across cultures. Nurses who are attuned to these nuances can bridge communication 
gaps and foster effective dialogue with clients and their families.

● Cultural Competence: Developing cultural competence is crucial for nurses to navigate diverse 
healthcare settings. Cultural competence involves acquiring knowledge about different cultures, 
being self-aware of one's biases, and adapting practice to meet the diverse needs of clients.

● Respect for Diversity: Embracing diversity enhances the overall quality of care and supports an 
inclusive healthcare environment. By acknowledging cultural diversity, nurses uphold clients' 
dignity and ensure that care is provided without prejudice.

● Effective Assessment: Cultural factors can influence a client's perception of health and their 
willingness to disclose information. By asking culturally sensitive questions, nurses can gather 
accurate and comprehensive assessment data.

● Cultural Safety: A culturally safe healthcare environment fosters trust and encourages clients to 
actively participate in their care. When clients feel that their cultural identity is respected, they 
are more likely to engage in treatment.

● Promoting Health Equity: Recognizing cultural disparities in healthcare allows nurses to 
advocate for equitable care delivery. By addressing cultural barriers, nurses contribute to 
reducing health inequalities.

● Cultural Awareness: Madeleine Leininger's Transcultural Nursing Theory encourages nurses to 
be curious about their clients' cultural backgrounds and to continually educate themselves 
about diverse cultures. This awareness enables nurses to provide culturally competent care.

Incorporating cultural care into nursing practice is not only a professional responsibility but also a 
means to provide client-centered care that respects individual diversity. By embracing the principles of 
transcultural nursing, nurses play a pivotal role in promoting positive health outcomes and building a 
more inclusive healthcare landscape.

Cultural Factors Influencing Acceptance of Psychiatric Diagnoses

The acceptance and understanding of a psychiatric diagnosis can be deeply influenced by cultural 
beliefs, values, and practices. Recognizing these cultural issues is crucial for healthcare providers, 
including nurses, to deliver effective care that respects the individual's cultural context. Here are some 
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ways in which cultural factors can impact a client's understanding and acceptance of a psychiatric 
diagnosis:

● Meaning and Interpretation: Different cultures may have distinct interpretations of mental 
health disorders. Some cultures view these disorders as a reflection of spiritual imbalance, while 
others see them as purely physiological conditions. Understanding how the diagnosis aligns with 
the client's cultural framework is essential.

● Stigma and Shame: Some cultures attach a significant stigma to mental health disorders, 
associating them with shame and societal judgment. Clients from these cultures might struggle 
to accept a diagnosis due to fear of social isolation and negative perceptions.

● Somatic vs. Emotional Expression: Certain cultures express distress through physical 
symptoms rather than emotional ones. Healthcare providers must be attentive to these cultural 
differences, as clients may describe their mental health symptoms in terms of bodily discomfort.

● Coping Mechanisms: Cultural norms greatly influence how individuals cope with stress and 
emotional difficulties. Some cultures encourage open emotional expression and seeking help 
from professionals, while others promote self-reliance and reliance on spiritual practices.

● Help-Seeking Behavior: The inclination to seek professional help for mental health issues 
varies across cultures. Some cultures may prioritize seeking guidance from traditional healers, 
religious leaders, or family members before considering formal psychiatric treatment.

● Language Barriers: Language plays a significant role in diagnosis acceptance. If clients are not 
fluent in the language used for diagnosis and treatment, they may have difficulty understanding 
their condition and the recommended interventions.

● Family and Community Dynamics: Cultural values related to family and community influence 
the support networks available to clients. In some cultures, family involvement in 
decision-making is crucial, while in others, individual autonomy is highly valued.

● Treatment Preferences: Cultural preferences for treatment modalities may differ. Some 
cultures may prefer holistic approaches that integrate physical, mental, and spiritual aspects of 
health. Integrating these preferences into treatment plans can improve acceptance.

● Trust in Healthcare Professionals: Trust in healthcare providers may be influenced by cultural 
experiences and historical contexts. Building a trusting relationship is particularly important 
when delivering psychiatric diagnoses to clients from diverse cultural backgrounds.

● Cultural Competence: Healthcare providers, including nurses, must continuously educate 
themselves about different cultures and challenge their own biases. Developing cultural 
competence ensures that diagnoses and treatment plans are respectful and relevant to the 
client's cultural context.
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Recognizing and respecting these cultural factors is vital for promoting acceptance, facilitating effective 
communication, and tailoring interventions that align with the client's cultural beliefs and practices. 
Ultimately, providing client-centered care that acknowledges and respects cultural diversity contributes 
to better outcomes and a more inclusive healthcare experience.

Incorporating Cultural Practices and Beliefs into Care Planning

Recognizing and respecting the cultural practices and beliefs of clients is essential for providing 
client-centered care that meets their unique needs. When planning and providing care for individuals 
from diverse cultural backgrounds, nurses should consider the following aspects:

● Illness and Health Perceptions: Understand how the client's culture views illness, health 
promotion, and wellness. Some cultures may emphasize holistic well-being, while others may 
focus more on treating specific symptoms. Tailor education and interventions accordingly.

● Distance and Space Orientation: Recognize that cultural norms regarding personal space and 
physical contact can vary. Adapt the approach to ensure the client feels comfortable and 
respected during interactions, particularly in healthcare settings.

● Family Dynamics: Take into account the roles, hierarchy, decision-making patterns, and 
communication styles within the client's family. Engage with the family in a manner that aligns 
with their cultural norms, as family involvement is crucial for some clients.

● Self Efficacy: Consider the client's belief in their ability to actively participate in their care. If the 
client has a strong sense of self-efficacy, encourage their engagement in decision-making and 
self-care activities.

● Communication Patterns: Be attentive to verbal and nonverbal communication cues that may 
differ across cultures. Adjust the communication style to foster effective understanding and 
build trust.

● Time Orientation: Recognize whether the client's culture emphasizes the past, present, or 
future. This orientation can influence the client's commitment to present health behaviors for 
future well-being.

● Cultural Competence: Continuously educate oneself about various cultures, avoiding 
assumptions and stereotypes. Embrace a learning attitude to better understand and respect 
each client's unique cultural background.
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● Inclusive Care Planning: Collaborate with the client to develop a care plan that integrates their 
cultural practices and beliefs. Discuss treatment options, interventions, and lifestyle changes in 
a manner that respects their cultural preferences.

● Language and Terminology: Use language that is culturally sensitive and easily understandable 
for the client. Avoid medical jargon that may be unfamiliar to them.

● Incorporate Rituals and Practices: If appropriate, integrate culturally significant rituals, 
practices, or remedies into the care plan, considering their potential benefits while ensuring they 
align with evidence-based practices.

● Holistic Care: Recognize that culture affects not only physical health but also mental, emotional, 
and spiritual well-being; provide care that addresses the client's holistic needs.

● Documentation: Record cultural considerations, interventions, and client preferences in their 
health records. This ensures continuity of care across healthcare settings and supports effective 
communication among interdisciplinary team members.

By embracing cultural competence and tailoring care plans to individual cultural backgrounds, nurses 
can foster trust, enhance communication, and promote positive health outcomes for clients. 
Incorporating cultural practices and beliefs into care planning contributes to a more inclusive and 
effective healthcare experience for all individuals.

Cultural Humility

Absolutely, respecting the cultural background and practices of clients is fundamental to providing 
effective and client-centered care. Nurses must approach each individual with an open mind and a deep 
respect for their cultural beliefs, even if those beliefs differ from their own.

Cultural humility is a key concept in nursing care. It involves recognizing that no one culture is superior 
to another and acknowledging that each person's cultural background shapes their worldview and 
healthcare preferences. To provide respectful care, nurses should:

● Self-Reflection: Nurses should regularly engage in self-reflection to become aware of their own 
cultural biases and assumptions. By acknowledging their own biases, they can work to prevent 
these biases from affecting their interactions with clients.

● Cultural Competence: Nurses should continuously educate themselves about different cultures, 
customs, and beliefs. This includes learning about the values, practices, and traditions that are 
significant to the clients they care for.

● Active Listening: Take the time to actively listen to the client's stories and experiences. By 
listening without judgment, nurses can gain insight into the client's cultural background and 
understand their unique needs.

● Respectful Communication: Use respectful and non-judgmental language when discussing 
cultural practices. Avoid making assumptions or stereotyping based on cultural backgrounds.
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● Flexibility: Nurses should be flexible and open-minded when working with clients from diverse 
cultural backgrounds. What may be considered the norm in one culture might differ in another, 
and nurses should adapt their approach accordingly.

● Cultural Sensitivity: Recognize that some cultural beliefs and practices might affect a client's 
healthcare decisions. Discuss treatment options in a way that respects the client's values while 
also providing evidence-based information.

● Client Autonomy: Allow clients to make informed decisions about their care while considering 
their cultural values. Collaboration in decision-making is crucial to ensure care aligns with both 
the client's needs and cultural preferences.

● Empathy: Understand that cultural practices and beliefs are often deeply ingrained and hold 
significant meaning to the individual. Show empathy and understanding, even if these beliefs 
differ from the LPN’s own.

● Avoid Stereotyping: Each person is unique, and cultural practices may vary widely even within 
the same cultural group. Avoid making assumptions based solely on a person's cultural 
background.

● Advocate for Cultural Competence: Encourage colleagues and healthcare providers to also 
embrace cultural competence and sensitivity. Creating a culturally inclusive environment 
benefits everyone.

By respecting the cultural background and practices of each client, nurses can build strong therapeutic 
relationships, improve communication, and provide care that is truly client-centered. Embracing cultural 
diversity enhances the quality of care and contributes to better health outcomes for all individuals.

Enhancing Communication Through Quali�ied Interpreters

Using Appropriate Interpreters to Assist in Achieving Client Understanding

As mentioned in the “Assessing and Documenting Client Language Needs Met Through Effective 
Communication,” interpreters and other aids such as large print and Braille reading materials, are used 
to facilitate the client's understanding of their health care status, their care, and their treatments. Many 
places use interpretive services , which typically offer language interpretation and document translation 
services to a wide range of sectors including healthcare institutions.

Although at first glance, a nurse may think of only a foreign language interpreter for those who do not 
have English as their primary language, it should not be forgotten that American Sign Language (ASL) 
interpreters should, and can, be used among those clients who cannot gain their understanding of their 
health care status, their care, and their treatments when the client is adversely affected with an auditory 
impairment.

Here are some key points to consider when using interpreters to achieve client understanding:
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● Qualified Interpreters: When selecting an interpreter, it's important to choose someone who is 
qualified and trained in medical interpretation or sign language interpretation. They should have 
a strong grasp of medical terminology and the ability to convey complex medical information 
accurately.

● Cultural Competence: Interpreters should be culturally sensitive and familiar with the cultural 
nuances that may affect communication. They should understand both the client's cultural 
background and the healthcare provider's expectations.

● Clear Communication: Interpreters should facilitate clear and accurate communication without 
adding or omitting information. Their role is to convey messages faithfully between parties.

● Confidentiality: Interpreters are bound by the same confidentiality standards as healthcare 
providers. They should respect the privacy of the client and not share any sensitive information.

● Client-Centered Care: Interpreters should support client-centered care by actively engaging the 
client in the conversation, allowing them to ask questions, and ensuring they have a full 
understanding of their healthcare information.

● Setting Expectations: At the beginning of the interaction, it's important to set expectations for 
how the interpretation process will work. This includes explaining the interpreter's role, ensuring 
that the client can ask for clarification, and creating an environment of trust.

● ASL Interpreters: For clients with auditory impairments who use ASL, an ASL interpreter is 
essential to ensure effective communication. This interpreter should be positioned in a way that 
allows the client to see their signs clearly, and they should also be familiar with medical 
terminology.

● Informed Consent: When providing medical information or discussing treatment options, the 
interpreter should ensure that the client fully understands and provides informed consent. This 
is especially important when complex medical decisions are being made.

● Documentation: Document the use of an interpreter in the client's medical record. This helps 
ensure continuity of care and serves as a reference for future interactions.

● Regular Training: Healthcare providers should receive regular training on working with 
interpreters to optimize the effectiveness of communication and ensure culturally sensitive care.

Using qualified interpreters, whether for language translation or sign language interpretation, is a vital 
step in achieving client understanding and providing equitable and client-centered care for all 
individuals, regardless of their communication needs or cultural backgrounds.
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Assessing and Documenting Client Language Needs Met Through E�ective 
Communication

Interpreters and the use of instructional materials in multiple languages often have to be used in order 
to accommodate the clients' language barriers. These accommodations, like all other accommodations 
and modifications of care, are thoroughly documented.

The most effective way to decide whether or not the client language needs were met is to assess 
whether or not the client has gained an understanding and insight into their health care status, their 
care, and their treatments.

Documentation in the medical record should include the client's level of comprehension, or lack thereof, 
and the modifications that were used to facilitate this comprehension using an interpreter and/or 
appropriate reading materials.

Here are some key points to consider when evaluating and documenting how client language needs were 
met:

● Client Comprehension: After using interpreters or providing materials in the client's language, 
assess whether the client comprehends the information provided. Ask open-ended questions to 
gauge their understanding.

● Feedback: Encourage the client to ask questions and provide feedback about their level of 
understanding. This two-way communication ensures that information is accurately conveyed 
and received.

● Language Proficiency: Document the client's language proficiency and whether they are fluent 
in the language used for communication. This information helps guide future interactions.

● Use of Interpreters: Clearly note the use of interpreters, including their qualifications and the 
language they interpreted. Mention if an American Sign Language (ASL) interpreter was used for 
clients with auditory impairments.

● Translation of Materials: If written materials were provided in the client's language, document 
the specific materials used and their effectiveness in aiding understanding.

● Level of Comfort: Note the client's level of comfort with the chosen communication method. 
Some clients may prefer in-person interpreters, while others might feel more comfortable with 
written materials.

● Cultural Considerations: Address any cultural nuances or sensitivities that were taken into 
account during communication. Cultural competence ensures effective communication and 
understanding.

● Family Involvement: If family members or caregivers assisted in translation, document their 
involvement and its impact on client understanding.
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● Documentation: Record all communication-related details in the client's medical record. This 
includes interpreter names, languages used, materials provided, and the client's demonstrated 
understanding.

● Adaptations: If the initial communication method did not lead to effective understanding, 
document any adaptations made to ensure comprehension. This might involve changing 
interpreters or using different materials.

● Follow-Up: Schedule follow-up sessions to reassess client understanding and address any 
lingering questions or concerns. Document the outcomes of these sessions.

● Multidisciplinary Communication: Ensure that other healthcare team members are aware of 
the communication methods used and the client's comprehension level to provide consistent 
care.

Effective communication is a cornerstone of quality healthcare. Documenting the strategies used to 
address language barriers and promote understanding not only ensures continuity of care but also 
demonstrates the commitment to providing equitable and client-centered care for individuals from 
diverse linguistic backgrounds.

G. End of Life Care

Comprehensive Nursing Care for Clients and Families Nearing End of Life

Clients at the end of life and their family members have uniquely different needs than those who are 
experiencing other losses. These needs include physiological, psychological/emotional, social, spiritual, 
and cultural aspects. Death, like all other life processes, varies among individuals and their family 
members, but many of the phases of the perideath process are relatively predictable. Some people are 
at the end of life due to a relatively rapid but steady physiological decline and deterioration over a short 
period, while others may experience gradual physiological declines over a longer time frame. Yet, some 
may face sudden and abrupt cessation of life due to traumatic events.

Many nurses and healthcare professionals contemplate which type of death is the least stressful for 
family members. Is the perideath experience more stressful when death occurs rapidly with 
physiological decline, or when death occurs suddenly? The answer is "it depends," contingent on factors 
such as the client's coping mechanisms, support networks, resources, and healthcare provider 
responsiveness.

Variability of Death and Perideath Phases

The perideath process consists of distinct phases: preparation for death, the moment of death itself, 
and the immediate period following death. The first phase of the perideath process is characterized by 
a range of biological, psychological, and social changes including:

● Respiratory congestion. ● Changes in respiratory patterns, 
including Cheyne-Stokes respirations.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                242



● A lack of orientation.

● Body pallor and coolness.

● Excessive sleeping.

● A decreased desire for food and fluids.

● Incontinence of the bowels and bladder.

● Restlessness.

● Social withdrawal.

● Vision-like experiences.

● Letting go.

● Saying goodbyes to loved ones.

Many clients at the end of life opt for hospice and palliative care over curative treatments. According to 
the National Board for Certification of Hospice and Palliative Nurses, this care emphasizes physical, 
psychosocial, emotional, and spiritual needs in collaboration with an interdisciplinary team, providing 
24-hour nursing availability, pain and symptom management, and family support.

As one's life journey nears its end, the right to decisions aligned with personal, cultural, and religious 
values remains vital. Nurses play a pivotal role, offering unwavering support, education, and impartial 
elucidation of medical information. Transparent and empathetic communication, along with seamless 
teamwork, helps tailor care plans to unique client and family needs. This role extends to preparing both 
clients and families for the realities accompanying the terminal phase of illness, addressing not only 
physical aspects but also the transition towards the end of life. 

Nurses also educate families about signs and symptoms indicative of impending death, reassuring them 
of the healthcare team's focus on maximizing comfort. Upon the client's passing, nurses acknowledge 
the profound loss, offer sympathy, and provide opportunities for families to view the body based on their 
preferences. By adhering to these principles, nurses guide clients and families through this sensitive 
phase, providing emotional and practical support while respecting individuality and the significance of 
this pivotal life transition.

Just like many other aspects of life, the experience of death differs from person to person and among 
their families. Meanwhile, the perideath process comprises predictable phases: a swift physiological 
decline, gradual deterioration over time, or sudden cessation due to traumatic events. Also, Elizabeth 
Kubler-Ross observed people who were heading toward death and found that there were some 
similarities between the experiences that she observed. She saw that there were five stages that a 
person goes through when they are grieving. 

The first stage is denial. People go through the denial stage and think that what they are going through 
isn’t really happening. The next stage is considered anger. A lot of people will go through this and feel as 
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if it isn’t fair what they are experiencing. Some may feel as if life is playing a dirty joke on them. In the 
next stage, which is bargaining, people attempt to negotiate with a higher power and ask them to take 
them instead of their loved ones. The next stage is depression. This is where an individual believes that 
the situation is becoming hopeless, that they know the death is near to themselves or is pending. The 
last stage is acceptance. This is when people finally come to terms with the fact that death is going to 
happen.

End-of-life care focuses to equip clients and their families to navigate the challenges of approaching 
death, encompassing physical, emotional, social, and spiritual aspects by: 

● Evaluating Stress Levels: Healthcare professionals, including nurses, often contemplate the 
least stressful type of death for families. Factors influencing stress levels include clients' coping 
mechanisms, support networks, and healthcare providers' ability to meet unique needs.

● Facilitating Decision-Making and Care Planning: Nurses guide clients and families in 
expressing preferences, forming care plans that align with their circumstances. Upholding these 
choices is both ethically and legally binding.

● Educating and Reassuring: As clients near the end of life, families may experience heightened 
anxiety. Nurses educate them about impending signs and symptoms, while reassuring them of 
the healthcare team's focus on comfort.

● Acknowledging Profound Loss: Upon passing, nurses acknowledge the family's loss, offering 
sympathy and the option to view the body if desired.

● Holistic Care in Preparation: Nurses support clients' decisions in line with personal values for 
end-of-life care. This includes transparent communication, tailored care plans, and addressing 
physical and emotional aspects.

● Roles in Transitioning Nurses: Nurses play a vital role in educating families about the transition 
process, including signs of impending death. Reassurance and comfort assurance are equally 
crucial.

● Honoring Individuality: Through embracing these principles, nurses guide families during this 
sensitive phase, providing emotional and practical support while respecting individuality and the 
gravity of this life transition.

● Empowering Decision-Making: As life approaches its end, individuals maintain the right to 
decisions aligned with personal values. Nurses facilitate this process, ensuring understanding of 
treatment options and the choice to decline treatment.

● Crucial Nursing Role: Nurses serve as steadfast supporters, educators, and communicators for 
clients and families. Empathetic and transparent discussions, combined with seamless 
teamwork, create care plans aligned with individual needs.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                244



● Preparing for Transition: Nurses prepare families for the physical and emotional realities of end 
of life. This includes addressing deteriorating conditions and easing the transition toward the 
final phase.

● Acknowledging Loss and Comforting: Nurses extend sympathy upon passing, allowing families 
the choice to view the body if desired.

● Guiding Through Transition: By embracing these principles, nurses provide holistic support 
during this sensitive phase. Emotional and practical assistance honors individuality while guiding 
families through this significant life transition.

Evaluating the Client’s Capacity to Cope with End-of-Life Interventions

End-of-life needs encompass physical, psychological, social, spiritual, cultural, and religious 
dimensions. Nurses play a vital role in planning interventions to address these diverse needs. 
Furthermore, they are responsible for assessing both clients and their families to gauge their ability to 
cope with the impending interventions and the broader end-of-life scenario.

clients often make informed decisions about their desired care and interventions well before the final 
days approach. This includes appointing legal proxies or surrogates to advocate for their preferences in 
situations not accounted for in advance directives.

Physical needs during this phase encompass anorexia, dehydration, fluid and electrolyte imbalances, 
and the symptoms associated with the existing disease or condition. Weight loss and loss of appetite are 
common occurrences. In cases where clients choose interventions like intravenous fluids, total 
parenteral nutrition, or tube feedings, these are implemented. However, respecting a client's refusal of 
treatments as per their advance directive or personal decision, even if the nurse or family members 
disagree, is paramount.

Electrolyte imbalances and fluid loss can result from clients refusing oral fluids, specific diseases, and 
inadequate fluid and electrolyte replacement. Dehydration can emerge due to fluid losses from vomiting, 
diarrhea, or client refusal to eat and drink. Artificial hydration and nutrition through interventions like 
intravenous fluid supplementation and tube feedings can be provided if clients elect to have them.

Signs of mild to moderate dehydration encompass constipation, headache, thirst, dry skin, dry mouth 
and oral membranes, orthostatic hypotension, dizziness, and decreased urine output. Severe 
dehydration signs include hypotension, tachycardia, tachypnea, renal failure, oliguria, anuria, sunken 
eyes, poor skin turgor, confusion, fluid and electrolyte imbalances, fever, delirium, and unconsciousness.

Psychological needs during this phase, as discussed earlier in the "Assessing the client's Reactions and 
Responses to Acute and Chronic Illnesses Including Mental Illness" section, encompass emotions like 
distress, anger, denial, guilt, grief, depression, fear, a loss of hope and meaning, and others. Additionally, 
confusion, sleep disturbances, fatigue, agitation, restlessness, social withdrawal, financial fears, fears of 
the unknown, fears related to the client's independence, and role changes are also psychological 
considerations.
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Agitation and restlessness can be caused by factors such as impaired kidney function, fluid and 
electrolyte imbalances, hepatic dysfunction, and changes in pH balance. These manifestations may 
include hallucinations, altered behavior, and more. Identifying and addressing underlying causes is 
crucial, with antianxiety and sedating medications as options for significant agitation when causal 
treatment is not feasible.

Self-imposed social withdrawal can be observed, where clients distance themselves from even close 
family members. Fears common at this stage encompass financial concerns, fear of the unknown, loss of 
control, loss of independence, and apprehensions about one's own actions. Nurses must support clients' 
social interaction choices and encourage their independence and control as much as possible.

Furthermore, clients' roles and their ability to fulfill them change during this period. Loss of role 
functioning, akin to a loss of independence, can lead to issues like social isolation, depression, low 
self-esteem, and despair. Nurses should aim to facilitate independence and empower clients to maintain 
their roles to the best of their abilities based on their unique circumstances.

Palliative Care vs Hospice Care

Palliative care and hospice care, while sharing some similarities, serve distinct purposes. Palliative care 
is designed to provide relief from the symptoms of serious illnesses to enhance the client's overall 
well-being. The goal is to improve quality of life for both the client and the family. In contrast, hospice 
care is typically offered when an individual's life expectancy is less than six months, focusing solely on 
symptom relief and emotional support as curative treatments are discontinued. Both types of care can 
be delivered in various settings, such as home, assisted living facilities, nursing homes, and hospitals, 
but hospice care may also take place in specialized hospice facilities.

Providing Psychosocial Support to Families and Caregivers During End-of-Life Care

The objective of end-of-life care is to empower both clients and their families to navigate the 
challenges of this phase, encompassing physical, psychological, social, and spiritual stressors. In this 
context, nurses and caregivers play pivotal roles that hold immense significance.

Caregivers, while tending to their loved ones during the end-of-life journey, require substantial support 
from nurses. These caregivers often grapple with their own anxieties about the perideath process and 
the weight of providing care. The act of caring for a loved one can be overwhelming and stress-inducing. 
To alleviate these burdens, caregivers necessitate nurse-driven support to help them navigate both the 
emotional and physical challenges of caregiving. The provision of care to a loved one can indeed be a 
highly demanding and stressful experience.

In order to address the needs of caregivers effectively, it is imperative to tap into community resources. 
These resources might encompass self-help groups, respite care services, and various forms of social 
support. The interventions deployed should be tailored to the unique needs of caregivers, forming a 
crucial component of comprehensive end-of-life care.
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Ultimately, the evaluation of end-of-life care’s effectiveness hinges on the ability of both clients and their 
family members to demonstrate adaptive coping strategies in the face of the multidimensional 
stressors—physical, psychological, social, and spiritual—that are inherent to this phase.

Delivering End-of-Life Care and Educating Clients

Nurses assume a critical role in delivering end-of-life care and providing pertinent education to clients, 
as well as their spouses, family members, and significant others. This educational initiative 
encompasses various key topics, including:

● Understanding the Perideath Process: Clients and their loved ones are educated on the stages 
of the perideath process, along with the distinctive signs and symptoms that characterize each 
stage.

● Management of End-of-Life Symptoms: Comprehensive education is provided on effectively 
managing the signs and symptoms that manifest as life draws to a close, ensuring optimal 
comfort and quality of life.

● Advance Directives: Nurses elucidate the significance of advance directives, empowering 
clients to make informed decisions about their care in advance.

● Health Care Proxy: Education on the role and importance of a health care proxy equips clients 
with the knowledge to designate someone who can make medical decisions on their behalf 
when they are unable to.

● Treatment Options and Alternatives: Nurses provide a balanced understanding of the benefits, 
drawbacks, potential risks, and alternative courses of action concerning treatments and 
interventions. This empowers clients and their families to make informed choices in alignment 
with their values and preferences.

By disseminating this vital information, nurses not only enhance clients’ and families' comprehension of 
the end-of-life journey but also foster a sense of empowerment, ensuring that decisions are 
well-informed and aligned with the individuals' wishes and needs.

H. Family Dynamics

Families, in an ideal setting, uphold each other through active listening, empathy, and mutual support. 
However, when communication patterns within a family unit become dysfunctional, the consequences 
can be significant misunderstandings that lead to hostility, anger, or even silence.
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Assessing family dynamics and their ability to function harmoniously rests on keen observation of 
communication quality among family members. Additionally, evaluating coping mechanisms that shape 
their stress response, as well as examining available resources and support systems, forms an integral 
part of the LPN’s role.

Family units may encounter health vulnerabilities stemming from a range of factors, including hereditary 
predisposition, developmental stages, and lifestyle choices. It's essential to strategize interventions that 
could involve advocating for group or family therapy participation. Such interventions can equip families 
with practical strategies that boost their functioning, including enhancing communication skills and 
tapping into support systems.

Understanding Family Dynamics in Nursing Practice

In this segment of the NCLEX-LPN examination, the proficiency in comprehending and navigating family 
dynamics will be evaluated. This entails the LPN’s ability to:

● Identify Barriers and Stressors Impacting Family Functioning: An LPN is expected to assess 
the various stressors and obstacles that impede effective family functioning, encompassing 
factors like meeting client care needs and dealing with issues such as divorce.

● Evaluate Family Dynamics for Care Planning: An LPN’s skill in evaluating family dynamics will 
be assessed to determine a suitable plan of care. This includes evaluating family structure, 
communication patterns, boundaries, coping mechanisms, and the dynamics of bonding within 
the family.

● Assess Parental Disciplinary Techniques: An LPN’s competence in appraising parental 
techniques related to discipline will be examined, recognizing the significance of fostering a 
healthy disciplinary approach.

● Facilitate Group and Family Therapy: An LPN is evaluated on their capacity to encourage client 
participation in group or family therapy, recognizing the therapeutic value of involving multiple 
individuals in the healing process.

● Assist with Family Structure Integration: An LPN’s understanding of integrating new family 
members, like infants or individuals from blended families, will be gauged, acknowledging the 
intricate adjustments that come with such transitions.

● Evaluate Available Resources for Family Support: An LPN’s ability to assess and utilize 
resources that aid in enhancing family functioning will be assessed, recognizing the significance 
of external support systems.

Also, modern family structures are increasingly diverse. These structures, often overlapping, include but 
are not limited to.

Recognizing and addressing barriers and stressors that disrupt family functionality is crucial. These can 
stem from physical, emotional, psychological, social, cultural, and spiritual factors, alongside situational 
and maturational crises, either chronic or acute. Dysfunctional family patterns can lead to conflict, 
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resistance to change, ineffective problem-solving, and other challenges, as noted by the North 
American Nursing Diagnosis Association (NANDA).

Common stressors and crises encompass poverty, homelessness, abuse, substance-related issues, 
divorce, psychological illness, and significant life transitions. Such stressors not only affect individual 
family members but also impact the family unit as a whole. Consequently, assessing potential barriers 
and addressing them in the care plan is essential.

Evaluating family dynamics aids in crafting a tailored plan of care. This involves understanding 
communication patterns, bonding, roles, coping mechanisms, and boundaries. Effective communication, 
both verbal and nonverbal, plays a pivotal role. Boundaries may range from flexible to rigid, open to 
closed, and inclusive to exclusive. Parenting styles, such as authoritarian, democratic, or laissez-faire, 

also contribute to family dynamics.

In the modern context, gender-based roles within families are evolving, reflecting changes in societal 
norms. Roles are now often determined by individual preferences and capabilities rather than traditional 
gender norms.

Lastly, it's crucial to recognize the importance of coping strategies within families. Some coping 
methods are adaptive and beneficial, while others may necessitate intervention. Moreover, nurturing 
healthy parental bonding and attachments are paramount for an infant's emotional development and 
trust-building. Mastering these intricacies of family dynamics is vital for nurses, as it equips them to 
provide holistic and effective care to clients within the broader context of their family systems.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                249



Evaluating Parenting Approaches in Discipline

Nurses play a crucial role in evaluating and supporting parental techniques related to discipline, 
facilitating clients' engagement in group and family therapy, aiding the integration of new family 
members, and assessing available resources to enhance family functioning.

Assessing Parental Techniques Related to Discipline: Nurses diligently assess various parenting styles 
and methods of discipline within families. While some of these approaches are learned behaviors, others 
are influenced by cultural norms. According to theories of intergenerational transmission of violence, 
instances of abusive and neglectful parenting may sometimes persist across generations through the 
cycle of violence. In terms of parenting, this suggests that some people who experienced abuse and 
neglect during their own childhood are more likely to abuse and neglect those close to them, 
perpetuating this cycle from one generation to the next. Note, however, that not all mistreated people 
replicate this cycle. Psychologist Lenore Walker recognized the following pattern in the cycle of violence:

1. Tension-Building Phase: Tension escalates in the relationship as the aggressor's anger and 
aggressiveness increase. The victim may try to appease the aggressor to maintain the 
relationship.

2. Acute or Explosion Phase: It is often marked by an explosive outburst of physical and 
emotional violence from the aggressor, causing harm to the victim.

3. Honeymoon Phase: The aggressor may show remorse, kindness, and promises to change. The 
victim may be at risk of being lured back by the abuser's charm and manipulative tactics.

Regardless of the origin of these techniques, healthcare professionals evaluate and integrate their 
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findings into the care plan. For instance, if a family employs abusive tactics, nurses educate them about 
the risks involved and introduce alternative methods such as implementing a time-out approach.

Encouraging Participation in Group/Family Therapy

Group and family therapy is often recommended when families are grappling with stressors and 
dysfunction. Encouraging clients' involvement in such therapies can be challenging. This is partly due to 
families' resistance to seeking external support and also because family members may not fully 
comprehend the need for collective participation when only one member is adversely affected by 
stressors. Nurses are instrumental in addressing this misconception by educating families about the 
holistic impact of stressors on all members, even when only one individual is directly affected.

Assisting Integration of New Family Members

Any change within a family unit disrupts equilibrium and balance, making the addition of a new member 
a potential stressor that necessitates effective coping strategies. This can involve the arrival of an elderly 
grandparent, a new baby, or children from previous relationships entering a blended family. Responses 
to these changes vary among family members and the family unit as a whole. Nurses evaluate these 
responses and tailor care accordingly. For instance, addressing the resentment a young sibling might feel 
toward a new baby may involve individual counseling, while integrating new members into the family 
structure might require group and family therapy.

Evaluating Available Resources for Family Functioning

After a comprehensive assessment, nurses collaborate with families to devise a care plan that addresses 
their specific needs. This plan may encompass various interventions, including the nurse's care, 
leveraging community resources, and referrals to other healthcare providers who can address identified 
needs within the family. Ensuring that families have access to a range of supportive resources is a 
fundamental aspect of promoting their overall well-being.

By understanding and navigating the intricate dynamics of families, nurses can effectively guide families 
through challenges, provide tailored support, and foster an environment that nurtures both individual 
and collective well-being.

I. Grief and Loss Grieving

Grief, a natural response to loss, is a complex process encompassing emotional, physical, spiritual, 
social, and intellectual facets. It involves individuals, families, and communities integrating a loss into 
their daily lives, as defined by the National North American Nursing Diagnosis Association 
International.

Losses come in diverse forms and impact clients profoundly. They range from intrapersonal losses 
involving self-image to extrapersonal ones such as the death of a loved one, the loss of a pet, or the end 
of a personal friendship. Losses can be categorized as actual, perceived, situational, developmental or 
maturational, and necessary, each with unique implications for individuals and families.
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Grief takes on various types, including normal, dysfunctional, complicated, anticipatory, 
disenfranchised, and grief triggered by public tragedies. Normal grief is a healthy response, while 
dysfunctional complicated grief is prolonged and challenging. Anticipatory grief occurs before an actual 
loss, disenfranchised grief is socially unaccepted, and public tragedies can cause widespread sorrow. 
Throughout the grieving process, individuals may experience suffering, despair, sleep disturbances, pain, 
anger, guilt, detachment, and even personal growth. Several theories offer insights into grief and its 
different dimensions:

● Warden's Four Tasks of Mourning: This theory outlines four tasks individuals undertake 
following a loss - accepting the loss, coping with it, modifying their environment to 
accommodate the absence, and resuming their lives while maintaining a connection with the lost 
individual.

● Engel's Stages of Grieving: Engel's theory follows sequential stages including shock and 
disbelief, developing awareness, restitution, resolving the loss, idealization, and the outcome. 
These stages guide individuals through different emotional phases of grief.

● Sander's Phases of Bereavement: Sander's model encompasses phases like shock, awareness 
of the loss, conservation and withdrawal, healing or the turning point, and renewal. These stages 
mirror Engel's but offer slight variations in their descriptions.

● Kubler Ross's Stages of Grieving: Perhaps the most renowned theory, Kubler Ross's model 
introduces five stages - denial, anger, bargaining, depression, and acceptance. The bargaining 
stage involves negotiating with a higher power to delay death and experience significant life 
events.

A Holistic Approach to Grief and Loss

Grief is a deeply personal experience that encompasses emotional, physical, and psychological realms. 
It is influenced by diverse factors including age, gender, culture, and resilience. Understanding the 
various stages of grief and recognizing its individualized manifestations is crucial for effective nursing 
care.

A nurse’s role in supporting individuals and families through grief is multifaceted. Crafting strategies to 
mitigate loneliness, fear, and depression, providing physical comfort measures, and offering 
emotional support are key aspects of the LPN’s role. Assisting clients in finding security, acknowledging 
their loss, and facilitating open expression of thoughts and feelings helps them navigate the intricate 
terrain of grief.

Moreover, understanding legal considerations related to death, such as advance directives, organ 
donation, and do-not-resuscitate orders, adds depth to LPN’s ability to guide clients and families 
through this process. Reflecting on one’s own feelings about death is also vital in cultivating empathy 
and effectively supporting others.
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By embracing these principles, the LPN creates an environment of compassion and understanding, 
empowering clients and families to cope with loss and navigate their journey towards healing and 
acceptance.

Supporting Clients in Coping with Su�ering, Grief, Loss, Dying, and Bereavement

Grief and loss manifest in various ways, encompassing altered immune responses, distress, anger, sleep 
disturbances, blame, withdrawal, pain, panic, suffering, and changes in neuroendocrine functioning, 
among other indicators.

Coping mechanisms for grief are highly individualized and influenced by numerous factors, including 
cultural and religious backgrounds, past experiences with loss, developmental stage, social support 
networks, socioeconomic status, ethnicity, and the perceived severity of the loss. Clients' understanding 
of death and loss, as well as their spiritual or philosophical beliefs, also impact their coping strategies.

Nurses play a pivotal role in assisting clients through the complex processes of suffering, grief, loss, 
dying, and bereavement. Building a foundation of trust with clients is crucial, allowing them to express 
their emotions in a supportive, nonjudgmental environment. Nurses facilitate coping by guiding clients 
to learn and employ effective strategies, encouraging family members and support networks to 
provide care and assistance, and making appropriate referrals to community resources.

In cases of complicated grief, where individuals struggle to navigate the grieving process within a 
reasonable timeframe, nurses should be vigilant in their assessment. Tools like the Pathological Grief 
Items Checklist, Hamilton Rating Scale for Depression, Hogan Grief Reaction Checklist, Beck 
Depression Inventory, Texas Inventory of Grief, and Social Adjustment Scale aid in a comprehensive 
evaluation. Referrals for psychological, social, religious, and spiritual support, individual counseling, 
group and family therapy, and peer support groups are valuable interventions to promote adaptive 
grieving and prevent complications.
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By offering tailored support, fostering open communication, and facilitating the utilization of available 
resources, nurses contribute significantly to helping clients navigate the intricate terrain of grief and 
loss.

Providing Assistance to Clients in Anticipatory Grieving

As discussed earlier, grief encompasses various categories such as normal grief, dysfunctional 
complicated grief, anticipatory grief, disenfranchised grief, and grief triggered by public tragedies. 
Anticipatory grief is a unique form of grieving that takes place before an actual loss occurs. This type of 
grieving allows individuals and their families to initiate the grieving process in advance, prior to the 
actual loss.

Anticipatory grieving can arise due to factors like a terminal illness diagnosis, the impending loss of a 
body part due to a planned surgery, and other forthcoming losses. This early initiation of the grieving 
process offers individuals the opportunity to gradually adjust to the idea of the upcoming loss and start 
coping with the associated emotions.

Explaining Anticipated Responses to Grief and Loss to the Client 

clients tend to exhibit a variety of responses when faced with grief and loss. Nurses play a crucial role in 
both assessing these reactions and educating clients about the normalcy of these responses within 
the grieving process. This guidance and information help clients comprehend that their feelings, 
symptoms, and experiences are part of a typical grieving journey, providing them with a sense of 
reassurance and the understanding that they are not alone in this process.

Assessing Coping Strategies and Addressing Grief and Loss-Related Concerns

Nurses play a pivotal role in evaluating how clients cope with and manage their fears in the face of grief 
and loss. Some expected positive outcomes for these individuals encompass:

● The client successfully avoids complex grieving.

● The client openly expresses and communicates their genuine emotions.

● The client proactively seeks help and emotional support from others.

● The client recognizes their personal strengths and vulnerabilities.

● The client effectively employs coping mechanisms.

● The client is able to regain their normal lifestyle within a year or less.

● The client engages in discussions about the significance of their loss.
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J. Mental Health Concepts

Mental health encapsulates a positive state in which an individual exercises responsibility, 
self-awareness and self-direction and is generally free from excessive worry. This state enables effective 
coping with everyday pressures. Mentally healthy individuals harmonize well within society, find 
acceptance within groups, and derive satisfaction from their lives.

Mental health is influenced by a blend of factors, including inherent traits, nurturing during childhood, 
and life circumstances. This perspective is called the diathesis-stress model. Maintaining mental 
well-being is augmented by interpersonal communication, the application of ego defense mechanisms, 
and the presence of supportive individuals.

Nursing care in the realm of mental health centers around addressing diverse client needs or presenting 
concerns. An LPN’s proficiency in comprehending client psychopathology is also essential for navigating 
mental health concepts.

Recognizing Signs and Symptoms of Impaired Cognition

Understanding and identifying impaired cognition is crucial for healthcare professionals in providing 
comprehensive care to individuals who experience disruptions in their cognitive abilities. Impaired 
cognition, often referred to as a disturbed thought process, refers to disturbances and disruptions in a 
person's cognitive and thinking abilities, operations, and activities. It encompasses a range of cognitive 
and behavioral changes that can significantly impact a person's daily life. This section delves into the 
various aspects of impaired cognition, including its definition, presentation, underlying factors, and 
nursing considerations. By recognizing the signs and symptoms of impaired cognition, healthcare 
providers can better assess and address the needs of individuals who are affected by these challenges.

Impact and Presentation

Cognitive impairments can manifest as difficulties in reading, writing, understanding speech, 
disorientation, failure to recognize people or places, nonsensical speech, speech comprehension issues, 
and short-term memory problems. Concurrently, behavioral changes such as extreme emotions (fear, 
anxiety, depression, anger), altered sleep patterns, restlessness, agitation, irritability, combative 
behavior, and hallucinations might arise.

Signs and Symptoms

The defining characteristics and signs of impaired cognition encompass egocentric behavior, 
compromised hygiene, hypervigilance, short and/or long-term memory loss, cognitive dissonance, 
difficulty in understanding written and spoken language, confusion, lack of orientation, failure to 
recognize familiar stimuli, impaired judgment and insight, and an inability to perform basic and 
instrumental daily activities.
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Underlying Factors 

Disturbed thought processes can result from various factors, including delirium, dementia, closed head 
injuries, and neurological events like cerebral tumors or strokes. Dementia is a syndrome involving a 
collection of signs and symptoms that hinder cognitive function and daily living. Unlike delirium, it is not 
reversible, often attributed to conditions such as organic brain syndrome and Alzheimer's disease. 
Preventive strategies may involve hypertension management, regular exercise, proper nutrition, and 
cognitive engagement. Meanwhile, delirium, of shorter duration, sudden onset, and potential 
reversibility, differs from dementia. It might stem from medications, substance abuse, infections, or 
chronic mental illnesses.

Management and Nursing Considerations

Treating the underlying cause is crucial for both dementia and delirium. Supportive care to prevent 
complications and adverse events is integral. Measures might include nutritional support, safety 
maintenance, emotional support for clients and families, pain assessment and management, aggression 
prevention, symptomatic relief (e.g., agitation, hallucinations), hydration, assistance with daily activities, 
and promoting independence.

Nursing Diagnoses 

Nursing diagnoses for individuals with impaired cognition can involve risk assessment for self and/or 
others, fall risk due to cognitive impairment, disturbed thought processes stemming from impaired 
cognition, self-esteem loss due to impaired cognition, and memory loss attributed to impaired cognition.

Identifying Indications and Manifestations of Acute and Persistent Mental Health 
Conditions 

As mentioned earlier, the Diagnostic and Statistical Manual of Mental Disorders (DSM) by the 
American Psychiatric Association (APA) outlines four primary groupings of mental illnesses. These 
comprehensive categories encompass disorders related to thought, mood, behavior, and amalgamated 
mental well-being conditions.

Mental health maladies can also be sorted and delineated based on their intensity, ranging from mild to 
severe, and their duration, spanning acute to chronic, employing various classification approaches. In 
the context of this review for NCLEX-LPN, you will gain insight into acute and chronic mental health 
conditions, which fall under the following classifications:

● Depressive mental health disorders

● Anxiety disorders

● Bipolar disorder

● Cognitive mental health disorders

● Personality-related mental health disorders
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● Substance use disorders and addictive conditions

● Eating disorders

● Psychotic disorders

Understanding Various Mental Health Conditions: Signs, Symptoms, and 
Treatments

Depressive Mental Health Disorders

● Examples: Varieties of depressive disorders include situational and 
developmental/maturational depression, major depressive disorder, postpartum depression, 
and seasonal affective disorder. These often co-occur with conditions like schizophrenic 
psychosis, substance-related disorders, and anxiety disorders. Assessment tools encompass the 
Geriatric Depression Scale, Zung Self Rating Depression Scale, Beck Depression Scale, and 
Hamilton Depression Scale.

● Indicators and Symptoms: Depressive disorders entail physical, emotional, and cognitive 
manifestations such as sadness, hopelessness, sleep disturbances, poor problem-solving skills, 
listlessness, weight changes, social withdrawal, and more. It might also lead to psychotic 
symptoms such as hallucinations and suicidal thoughts.

● Therapies: Treatments range from milieu therapy, individual/group counseling, alternative 
interventions (relaxation techniques, St. John's wort), light therapy, electroconvulsive therapy, 
and medications like antidepressants, MAO inhibitors, and more.

Anxiety Disorders

● Examples: Various anxiety disorders include acute stress disorder, post-traumatic stress 
disorder (PTSD), obsessive-compulsive disorders, separation anxiety disorder, phobias, panic 
disorder, and generalized anxiety disorder. Assessment tools encompass Modified Spielberger 
State Anxiety Scale, National Stressful Events Survey, and more.

● Signs and Symptoms: Anxiety disorders exhibit a spectrum of symptoms, from detachment and 
numbness (acute stress disorder) to nightmares, fear, panic attacks, and persistent worry (PTSD, 
panic disorder, generalized anxiety disorder).

Bipolar Illness

● Description: Bipolar disorder involves alternating episodes of mania and depression.
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● Examples: Types include Bipolar I disorder (mania and depression episodes), Bipolar II disorder 
(depression and hypomania episodes), and cyclothymia bipolar disorder (persistent hypomania 
and mania).

● Indicators and Symptoms: Manic episodes involve elevated mood, impulsivity, sleep 
deprivation, grandiosity, and delusions.

Cognitive Mental Health Disorders

● Examples: Cognitive disorders encompass dementia, organic brain syndrome, and delirium.

● Indicators and Symptoms: Cognitive disorder symptoms are detailed in the "Identifying Signs 
and Symptoms of Impaired Cognition" section.

Personality Mental Health Disorders

● Examples: Cluster A disorders (schizoid, paranoid, schizotypal), Cluster B disorders 
(narcissistic, antisocial, histrionic, borderline), and Cluster C disorders (dependent, avoidant, 
obsessive-compulsive personality disorder).

● Indicators and Symptoms: Each disorder presents distinct characteristics, from detachment 
(schizoid) to impulsiveness and instability (borderline).

Substance Use and Addictive Disorders

● Examples: Disorders include alcoholism, illicit drug abuse, and impulse control disorders like 
gambling addiction.

● Indicators and Symptoms: Symptoms are covered in the section "Assessing the client for Drug 
and Alcohol Dependencies, Withdrawal or Toxicities and Intervening Appropriately."

Eating Disorders

● Examples: Anorexia nervosa (restrictive and binge-eating types), bulimia nervosa, binge eating 
disorder.

● Indicators and Symptoms: Each disorder presents its own set of symptoms, such as excessive 
food restriction (anorexia) and binge-purging cycles (bulimia).

Psychotic Disorders

● Examples: Schizophrenia, delusional disorder, schizophreniform disorder, schizoaffective 
disorder, and more.

● Indicators and Symptoms: Symptoms encompass cognitive deficits, affective symptoms, 
positive symptoms (hallucinations, delusions), and negative symptoms (emotional flatness).

● Treatments: Alongside milieu therapy and counseling, treatments can include medications, 
tailored interventions, and protective measures based on the specific disorder.
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Age-Speci�ic Considerations for Children and Adolescents

While psychiatric disorders are found across all age groups, from infants to adolescents, there exist 
distinct differences between adult and pediatric clients that nurses need to comprehend and apply in 
their care provision. These considerations, tailored to different age phases including infants, toddlers, 
young children, and adolescents, should underpin all aspects of nursing practice: assessment, planning, 
implementation, evaluation, as well as teaching and learning.

Psychosocial assessments for pediatric clients differ from those conducted with adults. Depending 
on a child's age, developmental stage, and cognitive abilities, their ability to express emotions and 
symptoms might not align with the nurse's expectations. Furthermore, parents might struggle to 
distinguish between signs of psychiatric disorders and normal behaviors. Differentiating "normal 
behavior" from abnormal psychiatric symptoms involves examining whether the child:

● Behaves according to social norms, appropriate developmental stages, and adaptive coping 
mechanisms

● Responds to stressors in a manner suitable for their age

● Displays a positive self-image

● Engages in appropriate interactions with peers and others

● Forges healthy relationships with family members, friends, and others

Among the prevalent psychiatric disorders affecting the pediatric population, spanning from early 
years through adolescence and into adulthood, are conditions such as impulse control disorders, bipolar 
disorder, eating disorders, substance-related disorders, depression, anxiety disorders including 
separation anxiety, attention deficit hyperactivity disorder (ADHD), autism spectrum disorders, 
self-harm disorders, trauma disorders, and learning disorders.

Understanding Factors Influencing Treatment Plan Non-Adherence in Clients

Recognizing that comprehending a treatment plan doesn't always translate to adherence is crucial. 
Various factors impact a client's compliance, categorized as therapy-related, client-centered, healthcare 
system-related, social, economic, and disease-related.

Factors Influencing Non-Adherence

A. Lack of client Involvement in the Treatment Plan

● When clients lack active involvement in creating their treatment plan, lack sound 
judgment and awareness of their disorder, these may hinder clients from recognizing the 
need for treatment and importance of adherence.

● Preventive Measures: Engage both the client and their family in shaping the treatment 
plan and options.
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B. Client's Locus of Control

● Locus of control refers to the degree of control one feels over life's events. An internal 
locus of control means believing one can influence outcomes, while an external locus 
of control involves feeling that external factors are responsible for events beyond the 
individual’s control. It's crucial to understand that locus of control exists on a spectrum. 
Nobody possesses a pure external or internal locus of control but falls somewhere along 
the continuum between these two extremes.

● Preventive Measures: Boost internal locus of control through peer support groups and 
positive reinforcement.

C. Client's Level of Self Efficacy

● Clients with low self-efficacy or limited confidence in their abilities may struggle to 
adhere to their treatment plan.

● Preventive Measures: Foster self-efficacy through support and peer connections.

D. Denial

● Some clients deny the severity of their condition, affecting their commitment to the 
treatment.

● Preventive Measures: Educate clients about the significance of continuing treatment 
despite improvements.

E. Financial Constraints

● High treatment costs may hinder clients from following their prescribed plan.

● Preventive Measures: Refer clients to financial assistance resources for high-cost 
treatments.

F. Complex Treatment Plans

● Plans that are overly complex or cumbersome can deter adherence.

● Preventive Measures: Customize treatment plans with clients to simplify adherence.

G. Treatment Side Effects

● Negative treatment side effects can discourage clients from continuing their plan.

● Preventive Measures: Explore alternative treatments or manage side effects effectively.
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H. Apathy

● Clients showing indifference may struggle to prioritize their treatment.

● Preventive Measures: Investigate and address the underlying cause of apathy.

I. Previous Negative Experiences:

● Previous unsuccessful treatment experiences can lead to reluctance.

● Preventive Measures: Allow clients to express concerns and work to change 
perceptions.

J. Cultural, Religious, and Spiritual Conflicts

● Clash between the treatment plan and the client's cultural, religious, and spiritual 
beliefs may impact adherence.

● Preventive Measures: Collaboratively craft treatment plans sensitive to their beliefs.

K. Substance Use and Psychiatric Disorders

● Clients with substance-related disorders or mental health conditions may face unique 
adherence challenges.

● Preventive Measures: Offer support for dual diagnoses and emphasize the importance 
of treatment.

General Interventions to Promote Adherence

● Collaborative problem-solving in a nonjudgmental setting.

● Involve healthcare providers and support systems.

● Monitor clients' progress and intervene in case of non-adherence.

● Educate clients about alternatives and risks associated with non-adherence.

Related Nursing Diagnoses for Non-Adherence

● Noncompliance related to medication side effects, mental health disorders, lack of self-efficacy, 
cultural conflicts, external locus of control, apathy, lack of support systems, or lack of 
knowledge.

● At risk for relapse related to non-adherence.

● At risk for disease progression due to non-adherence.
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Evaluating Adherence: Assess if the client is complying with the treatment plan.

Expected Outcomes of Adherence

● The client acknowledges the treatment plan's importance and consequences of non-adherence.

● The client surmounts barriers to adherence.

● The client actively engages in treatment without apathy.

Emphasizing factors impacting non-adherence empowers healthcare providers to address these 
challenges effectively and promote better client outcomes.

Assessing Mood, Judgment, Cognition, and Reasoning in Clients

The assessment of a client's mood, judgment, cognition, and reasoning is vital for understanding their 
mental state and identifying potential changes indicative of underlying issues. Here's how these aspects 
are evaluated.

A. Mood assessment involves a comprehensive analysis of verbal and nonverbal cues, standardized 
tests, and self-reported data. The nurse assesses:

● Verbal statements about mood.

● Nonverbal cues like body language and facial expressions.

● Level of activity and psychomotor skills.

Questions to explore:

● How does the client describe their mood?

● Are there noticeable shifts in mood such as sadness or elation?

● Does the client avoid eye contact or exhibit restless behavior?

B. Judgment assessment focuses on the client's ability to make sound decisions. Nurses evaluate:

● Statements reflecting unrealistic beliefs or ideas.

● Poor insight into their health condition or treatment.

● Behavior indicating impaired judgment, like unsafe actions.

Questions to explore:

● Is the client's decision-making rational and based on facts?

● Are there unrealistic beliefs or assumptions in their statements?
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● Are their actions safe and in line with good judgment?

C. Cognition assessment involves evaluating a client's level of consciousness, awareness, and 
cognitive functioning. The Rancho Level of Cognitive Functioning Scale is one tool used, categorizing 
cognitive levels from no response to purposeful responses.

Questions to explore:

● Is the client aware of their surroundings?

● Can they respond appropriately to questions and stimuli?

● Are there changes in their cognitive functioning compared to baseline?

D. Reasoning assessment focuses on the client's ability to collect data, analyze situations, and draw 
logical conclusions. Inductive and deductive reasoning skills are evaluated.

● Inductive reasoning involves generalizing from specific data.

● Deductive reasoning involves making decisions based on assumptions.

Questions to explore:

● Can the client analyze a situation and come to a logical conclusion?

● Are their decisions based on assumptions or well-founded facts?

Integrating Psychopathology into Therapy

● Psychotherapy: A therapeutic relationship involving verbal communication.

● Cognitive Psychotherapy: Focuses on changing thoughts and behaviors, commonly used for 
depression, anxiety, and eating disorders.

● Behavioral Psychotherapy: Addresses learned behaviors and their consequences, suitable for 
anxiety and addictive disorders.

● Cognitive Behavioral Psychotherapy: Integrates cognitive and behavioral techniques to modify 
behavior, often used for personality disorders and self-harm risk.

● Psychoanalysis: Explores past events and unconscious conflicts, using techniques like 
transference, free association, and dream analysis.

Assessment of these factors equips nurses to identify deviations from baseline, detect mental health 
issues, and tailor appropriate therapeutic interventions for individual, group, or family treatment.
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Brain Stimulation Therapies

Brain stimulation therapies are specialized treatments used to alleviate certain mental health conditions 
by directly influencing brain activity. Three common types of brain stimulation therapies are 
transcranial magnetic stimulation (TMS), vagus nerve stimulation (VNS), and electroconvulsive therapy 
(ECT).

Electroconvulsive Therapy (ECT): ECT is often used for severe cases of depression where other 
treatments have been ineffective. During ECT, an electrical current is delivered to the brain through 
electrodes placed on the scalp. This induces a controlled seizure, and the procedure is usually done 
under anesthesia. ECT is administered multiple times a week for about 6 to 12 sessions.

Pre-Procedure:

● The client is kept NPO (nothing by mouth) for at least 6 hours.

● Have client void prior to the procedure

● Necessary items like jewelry and dentures are removed.

● Informed consent is obtained.

● Ensure the bite block is in place

● Pre-ECT medications to reduce secretions are administered.

● An intravenous line is established.

During the Procedure:

● The nurse monitors the client's physical status and seizure activity.

● Vital signs will be monitored throughout the procedure.

● Client safety is ensured throughout the procedure.

Post-Procedure:

● The client is monitored for recovery and vital signs.

● Reorientation may be necessary due to confusion and amnesia.

● Common complications include hypertension, memory loss, confusion, headaches, cardiac 
rhythm changes, and muscular soreness.

Transcranial Magnetic Stimulation (TMS): TMS is used primarily for major depressive disorder. It 
involves the use of magnetic pulses to stimulate specific brain regions. TMS is administered daily for 4 to 
6 weeks on an outpatient basis. Unlike ECT, TMS doesn't induce seizures, and the client remains awake 
during the procedure.
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Complications:

● Discomfort and tingling sensations at the stimulation site.

● Feeling lightheaded and dizzy after the procedure.

Vagus Nerve Stimulation (VNS): VNS is employed for depression and anxiety. A subcutaneous device is 
placed in the chest to stimulate the vagus nerve intermittently and automatically. It's an outpatient 
procedure.

Complications: Dysphagia, hoarseness of voice, and dyspnea due to the proximity of the device to the 
larynx and pharynx.

These brain stimulation therapies provide alternatives for clients who may not respond to other 
treatments. Each therapy has its own advantages, considerations, and potential side effects. The nurse 
plays a critical role in preparing the client, monitoring the procedure, and assisting with post-procedure 
care to ensure the client's safety and well-being.

Pharmacological Therapies for Psychiatric Mental Health Disorders

Pharmacological therapies play a crucial role in the treatment of various psychiatric mental health 
disorders. Here are the major classifications of medications used for different conditions:

Antianxiety or Anxiolytic Medications

● Benzodiazepines: Examples include diazepam, chlordiazepoxide, lorazepam, oxazepam, 
clorazepate, and Xanax (alprazolam).

● Selective Serotonin Reuptake Inhibitors (SSRIs): Examples are sertraline, fluoxetine, 
fluvoxamine, and escitalopram.

● Anxiolytic/Nonbarbiturate Anxiolytics: Example is buspirone.

Antidepressant Medications

● Tricyclic Antidepressants: Examples include doxepin, amoxapine, imipramine, and 
nortriptyline.

● Monoamine Oxidase Inhibitors (MAOIs): Examples are isocarboxazid, tranylcypromine, and 
selegiline. People taking MAOIs are often advised to avoid food high in tyramine, such as meat, 
fish, egg, produce, alcohol, pickled or fermented food, and desserts.

● Selective Serotonin Reuptake Inhibitors (SSRIs): Examples include fluvoxamine, sertraline, 
fluoxetine, and escitalopram.

● Atypical Antidepressants: Example is bupropion.
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Mood Stabilizing Medications

● Lithium: Used for bipolar disorders.

● Antiepileptic Drugs: Examples are valproic acid, carbamazepine, and lamotrigine.

● Anxiolytics: Includes several medications like diazepam, chlordiazepoxide, lorazepam, and 
buspirone.

Antipsychotic Medications

● First Generation Antipsychotic Drugs: Examples include loxapine, thioridazine, haloperidol, 
perphenazine, and trifluoperazine. These drugs block dopamine, histamine, and acetylcholine 
receptors.

● Second Generation Antipsychotic Drugs: Examples are clozapine, asenapine, olanzapine, 
iloperidone, and quetiapine. These drugs block dopamine and serotonin receptors.

Medications for Substance Abuse Disorders

● Detoxification: Benzodiazepines, clonidine, propranolol, and carbamazepine can be used.

● Maintaining Drug Cessation: Disulfiram for alcohol, naltrexone for opioids and alcohol, and 
acamprosate for alcohol.

● Support of Withdrawal and Abstinence from Opioids: Buprenorphine, methadone, and 
clonidine.

● Support of Withdrawal and Abstinence from Nicotine: Bupropion, nicotine replacement using 
patches, gum, or lozenges.

It's important to note that the selection of medication depends on various factors, including the specific 
disorder, the client's medical history, and their response to previous treatments. Medication 
management for psychiatric disorders requires careful monitoring for potential side effects, interactions, 
and the effectiveness of the chosen treatment. Additionally, clients should be educated about the 
benefits and risks of these medications and closely monitored by healthcare professionals.

Comprehensive Care and Education for Acute and Chronic Behavioral Health Issues

Nurses play a pivotal role in delivering both care and education to individuals dealing with acute and 
chronic behavioral health challenges, encompassing conditions like anxiety, depression, dementia, 
eating disorders, and various other behavioral health issues.

● Care Approach: The overarching plan of care for these clients revolves around several key 
components:

● Building Trust: Establishing a foundation of trust between the nurse and the client is paramount 
for effective care delivery.
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● Expression and Ventilation: Allowing clients to openly express their emotions and feelings 
fosters a therapeutic environment.

● Creating Therapeutic Milieu: Maintaining a safe and therapeutic setting helps individuals feel 
secure and supported.

● Interventions: Implementing various interventions such as individual and group counseling, 
medication administration as per physician orders, and other appropriate treatments like 
electroconvulsive therapy.

● Continuous Monitoring: Regularly assessing clients for changes in their mental status, 
behaviors, and safety needs is crucial for their well-being.

Education Focus: Educating not only the clients but also their significant others and families is essential. 
This education should be tailored to the specific learning needs identified through assessment. It should 
encompass:

● Understanding Etiology: Providing insights into the root causes of acute or chronic behavioral 
health issues, aiding comprehension and destigmatization.

● Symptom Management: Offering guidance on factors that exacerbate or alleviate symptoms, 
helping individuals better manage their condition.

● Plan of Care Components: Detailing all elements of the treatment plan, which encompasses 
therapies, medications, and other strategies.

● Community Follow-Up: Educating about the importance of continued care beyond healthcare 
settings, encouraging engagement with community resources.

● Identifying Key Moments: Empowering individuals to recognize critical junctures when they 
should reach out to their primary care provider for support.

● Accessing Support Groups: Informing clients about available community resources such as 
peer support groups, fostering a sense of belonging and understanding.

By combining a comprehensive care approach with targeted education, nurses contribute significantly to 
the well-being and recovery of individuals facing acute and chronic behavioral health challenges.

Assessing Aberrant Responses to the Aging Process

Aging is an anticipated life stage marked by maturational and developmental changes. While many 
responses to aging are normal and adaptive, some can be abnormal and maladaptive, affecting 
physiological, psychological, social, and spiritual aspects.

Physiological Responses: Physical changes during aging encompass sensory, neurological, 
cardiovascular, musculoskeletal, bone, renal, hepatic, skin, hair, respiratory, and fluid/electrolyte 
alterations. These changes may trigger both expected and abnormal physiological reactions. While vision 
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issues can be managed with eyeglasses, osteoporosis-related fractures demonstrate maladaptive 
responses.

Psychological and Emotional Responses: Psychological reactions to aging can be either normal or 
maladaptive. Adaptation involves accepting aging changes and setting realistic goals. Conversely, 
abnormal responses like depression, anxiety, complicated grief, distress, anger, denial, and loss of hope 
can emerge.

Social Responses: Social reactions to aging are likewise subject to normal or maladaptive outcomes. 
While adaptation might involve maintaining connections, maladaptive responses can lead to social 
isolation, withdrawal, and strained relationships with family and others.

Spiritual Responses: Aging's spiritual aspects can evoke adaptive or maladaptive reactions. While some 
may find comfort and meaning in spiritual practices, maladaptive responses such as spiritual distress, 
guilt, and remorse can arise.

Comprehensive understanding and assessment of these responses enable healthcare professionals to 
differentiate between adaptive and maladaptive reactions to aging. This knowledge informs 
interventions that promote healthy aging and enhance overall well-being.

K. Religious and Spiritual Influences on Health

Religion and spirituality wield significant influence over clients' well-being and coping mechanisms, 
impacting both physical and psychosocial outcomes. Nurses play a pivotal role in promoting clients' 
physical, emotional, and spiritual health. This holistic equilibrium is vital for their overall wellness. 
Cultivating empathetic listening skills and identifying clients' spiritual needs is paramount. To 
achieve this, nurses must grasp the way spirituality interlaces with clinical care.

Equally important is the nurse's knowledge of religious traditions and spiritual expressions that differ 
from her own. Tailoring nurse’s approach to each client's distinct requirements acknowledges that 
individuals nurture their spirituality in diverse ways. Each client's spiritual or religious convictions should 
guide the nurse's care plan. Clients are entitled to care that respects their spiritual and religious values 
while retaining the right to decline care based on religious beliefs.

Comprehensive Assessment and Holistic Care Planning: Considering Psychosocial, 
Spiritual, and Occupational Factors

In the realm of nursing, a thorough assessment encompassing psychosocial, spiritual, and occupational 
dimensions is essential for crafting effective care plans and interventions. Each of these facets 
significantly influences a client's well-being and necessitates tailored strategies to address their unique 
needs.

Assessing Psychosocial and Emotional Needs: Nurses evaluate psychosocial and emotional aspects as 
part of the client assessment. This involves examining the client's coping mechanisms, stress levels, and 
any indications of emotional distress. Identifying signs of psychological struggles empowers nurses to 
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design interventions that bolster mental health and emotional resilience, fostering a balanced state of 
well-being.

Understanding Spiritual and Religious Needs: A crucial aspect of care assessment involves recognizing 
a client's spiritual and religious requirements, practices, and values. As detailed earlier in the section 
"Identifying the Emotional Problems of the client or client Needs Related to Religious and Spiritual 
Beliefs," nurses consider the client's affiliation with specific belief systems and tailor care interventions 
accordingly. This alignment enhances the therapeutic alliance and enables clients to find solace and 
support within their faith.

Navigating Occupational Factors: Occupational considerations are equally paramount in developing 
effective care strategies. Nurses factor in the nature of a client's occupation, identifying potential risks 
and constraints. For instance, individuals in hazardous professions might require education on safety 
practices. Additionally, accommodating clients with non-standard work hours is crucial to ensure they 
can access healthcare services without conflict.

Tailoring Interventions: Armed with insights from the assessment, nurses design interventions that 
encompass psychosocial, spiritual, and occupational aspects. Interventions may involve stress reduction 
techniques, counseling for emotional distress, and collaborating with spiritual leaders to provide 
faith-based support. Occupational interventions might include safety education and offering flexible 
appointment hours to accommodate work schedules.

The Holistic Approach: The holistic approach to care, encompassing psychosocial, spiritual, and 
occupational considerations, recognizes that well-being is a multidimensional construct. By addressing 
these diverse facets, nurses provide comprehensive and client-centered care that not only addresses 
immediate concerns but also nurtures the overall health and resilience of the individual.

Assessing and Addressing Religious and Spiritual Needs: Ensuring Client-Centered 
Care

Nursing care extends beyond physical well-being to encompass the emotional, spiritual, and religious 
dimensions of a client's life. By thoughtfully evaluating and accommodating religious and spiritual 
needs, nurses provide comprehensive and culturally sensitive care that fosters a sense of belonging, 
comfort, and emotional fulfillment.

Integrating Religious and Spiritual Needs into Care Plans: Upon assessment, religious and spiritual 
needs become integral components of the client's individualized care plan. For instance, catering to the 
dietary requirements of an Orthodox Jewish individual involves offering separate dairy and meat meals 
and ensuring the provision of kosher foods. Similarly, for a deceased person of Islamic faith, placing 
them facing Mecca is an expression of cultural and spiritual sensitivity. Moreover, facilitating the 
attendance of formal religious services fulfills the desire for spiritual engagement.

Promoting Positive Outcomes: Addressing religious and spiritual needs yields profound positive 
outcomes for clients. By respecting and accommodating their beliefs, distress related to spirituality or 
religion is minimized. Instead, clients experience a sense of spiritual connectedness, meaning, hope, 
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peace, and serenity. This nurturing environment fosters emotional well-being, which in turn contributes 
to the overall healing process.

Cultural Competence and Holistic Care: Aiming to meet religious and spiritual needs underscores the 
importance of cultural competence in nursing. By embracing and integrating diverse belief systems into 
care plans, nurses create an environment where clients feel valued and understood. This holistic 
approach to care not only addresses immediate healthcare needs but also nurtures the emotional and 
spiritual dimensions of the individual, resulting in a more comprehensive and client-centered healing 
journey.

Exploring Emotional Challenges and Client Needs Tied to Religious and Spiritual 
Beliefs

Religious and spiritual beliefs play a pivotal role in shaping individuals' responses to emotional 
challenges, and these aspects are particularly significant when providing care. Various religions and 
spiritual beliefs can influence how individuals process their emotions and address their needs.

Christianity with Sects such as Catholicism and Baptist: Christianity centers on belief in one God and 
encompasses various sects like Catholicism and Baptist. Practices such as baptism for newborns, 
fasting, and the Eucharist are part of Christian traditions. Some individuals may embrace these 
practices closely, while others may interpret them more flexibly.

Judaism: Judaism, with sects like Sephardic and Ashkenazi Jews, adheres to practices based on 
cultural and religious traditions. Circumcision, kosher dietary guidelines, and Shiva, a period of 
mourning, are examples of Jewish customs. These practices reflect the diverse ways individuals 
navigate their emotional responses within the context of their faith.

Hinduism: Hinduism, widely practiced in India and Nepal, encompasses varied beliefs. With no singular 
holy leader, adherents can choose monotheistic, polytheistic, or other philosophical paths. Spiritual 
practices like yoga and rituals, such as pilgrimages, offer individuals ways to manage their emotional 
well-being based on their spiritual connection.

Islam: Islam's beliefs, rooted in the Koran, guide practices like daily prayers and dietary restrictions. 
Adherents face Mecca while praying and engage in fasting during Ramadan. Islamic practices extend to 
hygiene, attire, and burial rituals, all of which affect how individuals experience and process their 
emotions.

Mormonism (Latter-Day Saints): Mormonism, shaped by Joseph Smith's teachings, shares core 
Christian values but with unique beliefs. Adherents follow practices such as forgiveness, baptism, and 
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avoiding substances like alcohol and tobacco. The interplay between these practices and emotional 
responses can differ among individuals within this faith.

Jehovah's Witnesses: Jehovah's Witnesses adhere to their faith's doctrines, which strictly define 
practices and beliefs. Services are held in Kingdom Halls, and adherents avoid blood transfusions, 
certain foods, and various behaviors. Emotional responses are filtered through the lens of these specific 
beliefs, influencing how individuals cope with challenges.

Addressing Emotional Responses in Care

Healthcare providers must be attuned to clients' religious and spiritual beliefs, as these factors influence 
how emotions are perceived, managed, and expressed. Tailoring care plans to align with these beliefs 
ensures that clients' emotional needs are met effectively, fostering a strong client-provider relationship 
and promoting holistic well-being.

L. Sensory and Perceptual Alterations

Understanding Impaired and Disturbed Sensory Perception: Enhancing Nursing 
Care

According to the North American Nursing Diagnosis Association (NANDA), impaired and disturbed 
sensory perception refers to a modification in the amount or arrangement of incoming stimuli, resulting 
in a diminished, exaggerated, distorted, or impaired response to these stimuli. This encompasses the 
client's various sensory responses, including visual, auditory, tactile, gustatory, olfactory, and 
kinesthetic.

Recognizing Key Characteristics: Key indicators of impaired and disturbed sensory and perceptual 
alterations manifest through shifts in behavior, cognitive function, sensory acuity, and decision-making 
abilities. These alterations can lead to restlessness, disorientation, confusion, altered communication, 
reduced concentration, hallucinations, and compromised focus.

Exploring Risk Factors: Multiple factors contribute to impaired sensory and perceptual abilities. Genetic 
predisposition, aging, trauma, biochemical imbalances, and excessive or insufficient sensory stimulation 
can result in sensory processing deficits. Conditions like blindness, deafness, loss of taste or smell, and 
impaired tactile sensitivity further amplify these risks.

Impact on Safe Functioning: Disrupted cognitive processes may lead to misinterpretation of the 
environment, jeopardizing a client's safety. Altered sensory perception hampers their ability to navigate 
their surroundings securely. A nurse’s responsibility involves ensuring safe functioning within healthcare 
settings for clients facing these challenges.

Multifaceted Influences on Sensory Function: Numerous factors influence sensory function, including 
developmental stage, cultural background, stress levels, medication usage, health status, lifestyle 
choices, and personality traits.
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Preventive Strategies and Nursing Care: Identifying clients prone to sensory or perceptual alterations 
empowers the nurse to implement preventive measures. High-risk individuals include those in 
non-stimulating environments, with impaired vision or hearing, limited mobility, emotional disorders, 
restricted social interactions, pain or discomfort, acute illnesses, ICU clients, and those with diminished 
cognitive abilities.

Creating a Supportive Environment: When caring for such clients, nursing interventions focus on 
minimizing unnecessary stimuli, consistently orienting them to time, place, and person during 
interactions, and providing clear explanations for all care procedures. These strategies cultivate a 
supportive atmosphere conducive to the well-being of individuals grappling with sensory or perceptual 
challenges.

Understanding the Context of Sensory and Perceptual Symptoms

The manifestation of sensory and perceptual symptoms can often be influenced by the timing, location, 
and surrounding stimuli. In some cases, these symptoms arise under specific conditions, while in others, 
they persist regardless of these factors. Recognizing these patterns is essential for effective assessment 
and care.

Time, Place, and Stimuli Impact: Certain sensory and perceptual losses may exhibit distinct patterns in 
terms of when, where, and under what stimuli they emerge. For instance, visual impairments like low 
vision might pose more significant risks during nighttime hours, while auditory deficits could become 
more pronounced amid noisy environments. Additionally, the impact of sensory and perceptual 
disorders can be magnified in unfamiliar settings, such as a hospital room, where the surroundings are 
not accustomed to the client.

Tailored Assessment and Care Planning: The diverse ways in which individuals react to time, place, and 
stimuli necessitate tailored nursing approaches. A client's sensory and perceptual disorder must be 
assessed comprehensively to understand these unique triggers. Subsequently, a care plan should be 
devised to address the specific challenges associated with these triggers. Ensuring the safety of 
individuals with visual or auditory impairments and creating low-stimulation environments for those 
susceptible to sensory overload are examples of these customized interventions.

By identifying the interplay between sensory and perceptual symptoms, environmental factors, and 
timing, nurses can develop strategies that promote the well-being and safety of clients facing these 
challenges.

Assisting Clients in Managing Sensory and Thought Disturbances

Ensuring the safety and well-being of clients dealing with thought and sensory disturbances is 
paramount. Various interventions can be employed to address these challenges effectively.

Thought Disturbance Interventions

● Safety Measures: Implement falls risk protocols and secure hazardous chemicals. Monitor 
clients closely to prevent accidents.
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● Comfort and Anticipatory Care: Provide comfort and anticipate needs. Ensure a safe and 
comfortable environment to reduce stress.

● Reorientation: Frequently reorient clients to time, place, and person. This helps maintain their 
orientation and minimize confusion.

● Clear Communication: Use assistive aids, gestures, and simple language to explain procedures. 
Maintain consistency in routines and caregiving approaches.

● Medication Management: Administer appropriate medications to manage hallucinations and 
thought disturbances.

● Effective Communication: Employ close-ended questions for clarity. Maintain eye contact and 
communicate at eye level.

Sensory Impairment Interventions

A. Visual Impairment

● Communication: Speak at the client's eye level and within their field of vision. Use corrective 
lenses and devices like magnifiers.

● Organization: Maintain a clutter-free environment. Provide clear details about item locations.

● Meal Assistance: Describe food placement on plates using clock positions (e.g., 1 o'clock) for 
clients with visual deficits.

B. Gustatory Impairment

● Attractive Presentation: Use visually appealing food presentations to stimulate appetite, 
especially for cognitively impaired clients.

C. Auditory Impairment

● Assistive Devices: Ensure clients use hearing aids and other assistive devices.

● Clear Communication: Speak slowly and pronounce words clearly. Utilize written 
communication when necessary.

● Environment Management: Reduce extraneous noises to facilitate communication.

Managing Sensory Overload and Deprivation

A. Sensory Overload

● Occurs when excessive stimulation overwhelms the person.

● Can lead to anxiety, restlessness, cognitive impairment, and fatigue.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                273



● Addressed by creating a calm environment and managing stimuli, particularly in high-stress 
areas like emergency departments.

B. Sensory Deprivation

● Occurs when inadequate stimulation leads to cognitive and emotional challenges.

● Can result in delusions, hallucinations, apathy, depression, and confusion.

● Prevented by ensuring sufficient sensory stimulation and social interaction.

Nurses play a crucial role in assisting clients with sensory and thought disturbances. By tailoring 
interventions to individual needs, promoting effective communication, and providing a conducive 
environment, nurses contribute to the well-being and comfort of their clients.

Providing Care for Clients with Visual, Auditory, and Cognitive Distortions

Visual, auditory, and cognitive distortions can lead to distress and pose risks to clients' safety. These 
distortions can be caused by various factors, including medical conditions and mental health disorders. 
Providing effective care for clients experiencing these distortions requires understanding their 
underlying causes and implementing appropriate interventions.

Auditory Distortions

● Auditory hallucinations, such as command hallucinations, are common in conditions like 
schizophrenia, bipolar disorder, and major depression.

● Clients may report hearing voices commanding them to perform actions or engage in harmful 
behavior.

● Intervention involves a combination of crisis education, coping strategies, psychotherapy, and 
cognitive behavioral therapy.

● Medications, such as dopamine antagonists, may be prescribed to manage hallucinations in 
some cases.

Visual Distortions:

● Visual hallucinations occur when clients see things that are not present. They can result from 
conditions like delirium, dementia, and brain disorders.

● Management involves treating underlying causes and using appropriate medications like 
dopamine antagonists.

● Supportive therapy, crisis education, psychotherapy, and cognitive behavioral therapy can aid 
clients in coping with visual hallucinations.
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Tactile Distortions

● Tactile hallucinations involve feeling sensations that are not actually occurring, such as insects 
crawling on the skin.

● These distortions can occur in conditions like schizophrenia, delirium, and substance use 
disorders.

● Treatment includes addressing the underlying disorder, providing supportive medications, and 
therapy.

Olfactory Distortions (Phantosmia)

● Olfactory hallucinations involve smelling odors that are not present. They can be temporary or 
permanent and are associated with conditions like seizures and cranial tumors.

● Treatment involves managing the underlying condition and providing appropriate care.

Gustatory Distortions

● Gustatory hallucinations involve distorted taste sensations and are sometimes found in 
conditions like schizophrenia and epilepsy.

● Supportive therapy and addressing the underlying condition are important aspects of care.

In all cases, nurses play a vital role in identifying the underlying causes of sensory distortions and 
collaborating with the healthcare team to provide effective interventions. Treating the root cause, 
administering appropriate medications, and offering therapies to help clients cope with their 
experiences contribute to their overall well-being and safety.

Creating a Supportive and Nonjudgmental Care Environment

Nurses are responsible for delivering care to clients across a spectrum of disorders, both physical and 
psychological. This care should always be administered in a manner that is nurturing, empathetic, and 
impartial. Regardless of age, background, or condition, every client deserves to be treated with respect 
and compassion. The focus should be on the client's needs and well-being, rather than any biases or 
judgments held by the nurse.

1. Nonthreatening and Nonjudgmental Care

● Nurses should approach each client encounter with a non threatening and nonjudgmental 
attitude.
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● It's crucial to create a safe space where clients feel comfortable discussing their concerns 
without fear of judgment.

● Demonstrating empathy and active listening can help build trust and rapport with clients.

2. Reality-Based Diversions

● For clients who are disoriented or confused, reality-based diversions can be effective.

● Engage clients in discussions about current dates, weather, and news to help them stay 
oriented.

● Reality orientation group sessions and reminiscence therapy can promote cognitive 
stimulation and social interaction.

The goal is to foster an environment that promotes healing, understanding, and effective 
communication. By setting aside personal biases and judgments, nurses can provide care that is 
centered around the unique needs and preferences of each client, ultimately contributing to their 
well-being and recovery.

M. Stress Management

Stress is a universal experience that arises from both positive and negative situations. Any shift in 
homeostasis prompts a stress response. Indicators of stress span physiological (elevated heart rate, 
breathing rate, muscle tension), psychological (anxiety, fear, anger), and cognitive (thought-related) 
domains. Stress can manifest as physical, emotional, intellectual, social or spiritual consequences or a 
combination thereof.

Minimizing stress for clients entails several steps:

● Identifying anxiety-inducing situations

● Encouraging the open expression of emotions, perceptions, and fears.

● Recognizing personal strengths

● Identifying established coping patterns

● Discovering new coping strategies.

The LPN’s role involves active listening, fostering a trusting environment, providing factual information, 
involving clients in their care plans, promoting safety and security, and offering education. The strategies 
employed to respond to stress are termed coping mechanisms.

Maintaining Bodily Equilibrium: Understanding Homeostasis and Stress Response

Homeostasis and its Significance: Homeostasis is the body's state of equilibrium, where it strives to 
maintain stability despite internal and external fluctuations. The body employs various mechanisms to 
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counteract disruptions to its balance. For instance, in response to internal changes like hypothermia, the 
body initiates shivering to generate heat. External disruptions, such as infections, trigger defensive 
mechanisms like the skin's protective barriers and the immune response.

Challenges to Homeostasis: Physical, psychological, social, and spiritual factors can challenge 
homeostasis. Metabolic acidosis, psychological trauma, low socioeconomic status, and spiritual distress 
are examples of stressors that threaten equilibrium. The body responds to these stressors with adaptive 
and maladaptive coping mechanisms, which can lead to either balance restoration or, if unsuccessful, 
harm or death.

Stressors and Responses: Stressors are disruptive elements that evoke bio-psycho-spiritual stress or 
distress. They serve as triggers for the body's adaptive responses. While stressors may seem exclusively 
detrimental, they are essential for survival. Breathing, for instance, is a response to physiological 
stressors like carbon dioxide levels in the body. Stressors become harmful when their intensity 
overwhelms the body's coping capacity.

The General Adaptation Syndrome: Hans Selye's General Adaptation Syndrome (GAS) and the Local 
Adaptation Syndrome elucidate the body's reactions to stressors. GAS consists of three stages:

1. Alarm Stage: This initial response involves the activation of the body's fight-or-flight reaction, 
releasing stress hormones and preparing the body to address the stressor.

2. Resistance Stage: If the stressor persists, the body enters this stage, where it attempts to 
restore equilibrium through coping mechanisms. Physiological functions adapt to the continuous 
stress.

3. Exhaustion Stage: If the stressor remains unresolved, resources become depleted, and the 
body's ability to cope declines. This stage can lead to various health issues due to compromised 
immune function and bodily systems.

Understanding the body's stress response mechanisms is crucial for nurses as it informs their 
assessment, planning, and implementation of care strategies. Recognizing the signs and stages of stress 
allows nurses to provide appropriate interventions to facilitate adaptive coping and maintain or restore 
homeostasis.

Interpreting Nonverbal Responses to Psychological and Physical Stress

Nonverbal cues serve as significant indicators of an individual's response to both psychological and 
physical stressors. These cues, expressed through the body's physiological and behavioral changes, 
provide insights into the individual's state of stress. When it comes to psychological stress, nonverbal 
cues can be particularly revealing during the various stages of the stress response.
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Alarm Stage Responses: During this stage, the body's "fight or flight" response is triggered, preparing 
the individual to confront or flee from the stressor. Nonverbal cues such as dilated pupils, increased 
heart rate, rapid breathing, tense muscles, and heightened alertness are common. The body shifts its 
focus from non-essential functions like digestion to prioritizing responses necessary for immediate 
action.

Resistance Stage Responses: As the body enters the resistance stage, it attempts to cope with the 
ongoing stressor. Nonverbal cues may include persistent muscle tension, increased heart rate, and signs 
of fatigue. Although the intensity of the initial alarm response may lessen, the body remains in a state of 
readiness.

Exhaustion Stage Responses: When stress becomes chronic and resources are depleted, the 
exhaustion stage is reached. Nonverbal cues include extreme fatigue, decreased alertness, sluggish 
movements, and an overall sense of physical and mental depletion. The body's ability to cope 
diminishes, and signs of wear and tear become more apparent.

It's essential to understand that these nonverbal cues are not isolated manifestations. They are 
interconnected, reflecting the intricate relationship between the mind and body. Additionally, nonverbal 
cues can also manifest in behaviors like nail biting, hair twirling, or pacing. Nurses play a crucial role in 
recognizing and interpreting these cues to provide timely interventions and support to individuals 
experiencing stress.

In the case of physical stressors, nonverbal cues can also manifest as objective signs and symptoms 
related to specific diseases or disorders. These cues are invaluable for nurses in assessing the client's 
overall health status, identifying potential complications, and tailoring appropriate interventions.

Assessing and Addressing Environmental Stressors in Client Care

Environmental stressors can significantly impact an individual's well-being and overall health, and 
nurses play a crucial role in assessing and addressing these stressors as part of comprehensive client 
care. These stressors arise from various aspects of the physical environment and can exacerbate the 
effects of other bio-psycho-social-spiritual stressors. By identifying and mitigating environmental 
stressors, nurses can contribute to promoting a more conducive healing environment for their clients.

● Noise: Excessive noise levels in healthcare settings can contribute to stress and discomfort for 
clients. Noise from alarms, equipment, conversations, and other sources can disrupt sleep, 
communication, and overall well-being. Nurses should advocate for quiet zones, implement 
noise-reducing strategies, and ensure that clients are informed about the importance of restful 
environments.

● Lighting: Lighting plays a significant role in regulating circadian rhythms and sleep patterns. 
Harsh or constant lighting, particularly in healthcare settings, can disrupt sleep and affect the 
body's natural rhythms. Nurses can help by advocating for appropriate lighting conditions and 
facilitating exposure to natural light during the day to support the body's natural clock.
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● Temperature and Comfort: Extreme temperatures can contribute to client discomfort and 
stress. Nurses should ensure that clients are adequately dressed for their comfort and that 
ambient temperatures are within a reasonable range. Providing blankets or adjusting heating 
and cooling systems as needed can make a significant difference.

● Air Quality: Poor air quality, whether due to pollution or indoor contaminants, can negatively 
impact respiratory health and overall well-being. Nurses can advocate for clean air systems, 
proper ventilation, and guidelines for reducing indoor pollutants.

● Overcrowding and Privacy: Overcrowded healthcare settings can lead to increased stress for 
both clients and healthcare providers. Ensuring that clients have adequate privacy, space, and 
personal belongings can contribute to their sense of dignity and comfort.

● Environmental Community Stressors: Nurses should also be aware of larger environmental 
stressors, such as pollution and inadequate access to clean water, that can impact community 
health. Advocacy efforts to address these issues at a systemic level can lead to improved health 
outcomes for many.

By recognizing and addressing environmental stressors, nurses can create a more holistic and 
supportive care environment that complements their efforts to address other bio-psycho-social-spiritual 
stressors. This comprehensive approach contributes to better overall client outcomes and a more 
healing-focused healthcare experience.

Implementing Measures to Reduce Environmental Stressors in Client Care

Reducing environmental stressors is a critical aspect of nursing care, aiming to create a healing and 
supportive environment that enhances the well-being of clients. Nurses play a pivotal role in identifying, 
addressing, and advocating for changes to mitigate the impact of environmental stressors. By 
implementing various measures, nurses can contribute to improving the overall health and quality of life 
of their clients.

● Noise Reduction: To address noise stressors, nurses can implement measures such as 
maintaining quiet zones, using white noise machines, minimizing loud conversations, and 
ensuring that alarms and equipment are properly adjusted to emit minimal disruptive sounds.

● Lighting Adjustment: Nurses can advocate for adjustable lighting systems that mimic natural 
light patterns and promote healthy circadian rhythms. Encouraging exposure to natural daylight 
and dimming lights during the evening hours can help clients maintain their natural sleep-wake 
cycles.

● Temperature Regulation: Nurses can collaborate with facility management to ensure that 
ambient temperatures are comfortable and suitable for the clients' needs. Providing extra 
blankets or fans can help clients feel more in control of their environment.

● Air Quality Improvement: To address air quality stressors, nurses can advocate for 
well-ventilated spaces, air filtration systems, and policies that limit exposure to indoor and 
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outdoor pollutants. Promoting a smoke-free environment and proper disposal of hazardous 
waste also contribute to better air quality.

● Privacy and Personal Space: Nurses can work to ensure that clients have adequate privacy and 
personal space, especially in shared settings. Encouraging an atmosphere of respect and 
sensitivity among staff and clients can help reduce stress related to feeling crowded or exposed.

● Community-Level Interventions: In community nursing, nurses can collaborate with local 
authorities, organizations, and community members to address larger environmental stressors. 
This may involve advocating for clean air and water regulations, participating in clean-up efforts, 
and providing education about sustainable practices.

I PREPARE Mnemonic: The "I PREPARE" mnemonic serves as a guide for nurses to assess 
environmental stressors in clients' lives. It stands for:

● I-Investigate potential exposure

● P-Present work

● R-Residence

● E-Environmental concerns

● P-Past work

● A-Activities

● R-Referrals/resources

● E-Educate

By investigating potential exposures, understanding current employment risks, assessing residence and 
neighborhood concerns, considering past work and leisure activities, making appropriate referrals, and 
educating clients about risks and protective measures, nurses can empower clients to make informed 
decisions about their environment. 

Preventive Strategies: Nurses can engage in various preventive strategies based on primary, secondary, 
and tertiary prevention approaches. Primary prevention involves advocating for policies and practices 
that prevent environmental stressors from occurring, such as advocating for pollution control measures. 
Secondary prevention focuses on early detection and intervention, such as educating clients about 
indoor air quality and mold prevention. Tertiary prevention includes managing the effects of existing 
stressors, such as supporting clients with respiratory conditions by promoting a smoke-free 
environment.

By actively implementing measures to reduce environmental stressors, nurses contribute to creating a 
safer and more supportive environment for their clients. This comprehensive approach aligns with the 
goal of holistic and client-centered care, promoting both physical and psychological well-being.
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Supplying Information to the Client on Stress Management Techniques

Nurses play a pivotal role in equipping clients with effective stress management techniques that 
contribute to their overall well-being. By offering guidance on a range of approaches, nurses empower 
clients to take an active role in managing stress and promoting their mental and physical health. Some of 
the stress management techniques include:

● Daily Exercise: Engaging in regular physical activity can significantly reduce stress by releasing 
endorphins – natural mood enhancers. Encourage clients to find enjoyable exercises like 
walking, jogging, swimming, or dancing.

● Massage: Massage therapy is known for easing muscle tension and promoting relaxation. 
Suggest professional massage therapy or self-massage techniques as a means of relieving 
stress.

● Meditation: Meditation involves focusing the mind to quiet racing thoughts, thus reducing stress. 
Various forms such as guided meditation, mindfulness meditation, and transcendental 
meditation can be explored.

● Prayer: For those who find solace in spiritual practices, prayer can provide a sense of peace and 
connection. Encourage clients to incorporate prayer into their daily routine.

● Deep Breathing: Teach clients deep breathing techniques such as diaphragmatic breathing, 
which can activate the body's relaxation response and alleviate stress.

● Progressive Muscular Relaxation: This technique involves tensing and then gradually relaxing 
different muscle groups, promoting relaxation and reducing tension.

● Distraction: Suggest engaging in activities that divert attention from stressors, such as hobbies, 
reading, or spending time with loved ones.

● Imagery: Guiding clients through visualization exercises where they imagine serene and calming 
scenes can help ease stress and anxiety.

● Biofeedback: Biofeedback involves learning how to control physiological functions like heart 
rate and muscle tension through monitoring devices. It empowers clients to manage stress 
responses.

● Hypnosis and Self-Hypnosis: Incorporating hypnosis or self-hypnosis techniques can aid in 
managing stress by promoting relaxation and altering thought patterns.

● Reiki: For those open to energy-based therapies, Reiki involves the transfer of healing energy 
through the practitioner's hands to promote balance and relaxation.

● Music Therapy: Listening to soothing music or participating in music-making activities can have 
a positive impact on stress levels and mood.
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● Mind-Body Exercises: Mind-body practices like yoga, Tai Chi, and Qigong combine movement 
and mindfulness, enhancing relaxation and reducing stress.

Empowering clients with a diverse toolkit of stress management techniques allows them to choose 
strategies that resonate with their preferences and lifestyles. As nurses, guiding clients toward effective 
stress management contributes to their holistic well-being and quality of life.

Evaluating the Client's Use of Stress Management Techniques

Nurses play a vital role in assessing the effectiveness of stress management techniques employed by 
clients. The evaluation process involves observing the client's progress and measuring their 
achievement of predetermined goals and expected outcomes. By systematically assessing the 
outcomes, nurses can determine the efficacy of the techniques and make necessary adjustments. Here 
are some appropriate expected outcomes for clients utilizing stress management techniques:

● Demonstrating Correct Technique: The client will successfully execute stress management 
techniques as instructed, showcasing an accurate understanding and application of the chosen 
method.

● Reduced Anxiety: The client will experience a decrease in anxiety levels, as evidenced by 
diminished feelings of threat and heightened relaxation.

● Verbal Expression of Decreased Anxiety: The client will communicate a noticeable reduction in 
their anxiety levels through verbal expression and communication.

● Diminished Fear: The client will exhibit fewer signs of fear, both in terms of physiological 
responses and emotional manifestations.

● Restored Energy: The client will regain a sense of energy and vitality, indicating improved 
overall well-being and reduced exhaustion.

● Enhanced Coping, Decision Making, and Problem Solving: The client will display improved 
abilities to cope with stressors, make sound decisions, and solve problems effectively, 
showcasing better emotional resilience.

● Absence of Physiological Stress Responses: The client will not exhibit the physiological 
changes typically associated with stress, such as increased heart rate, elevated blood pressure, 
and tense muscles.

Evaluating the client's progress involves gathering both subjective and objective data. This can include 
regular discussions with the client about their experiences and perceptions of stress levels, assessing 
their physiological responses, and observing their behavior and overall demeanor. By diligently 
monitoring these outcomes, nurses can ensure that the selected stress management techniques are 
contributing positively to the client's well-being and helping them build effective coping strategies.
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N. Support Systems

A support system is a network of personal contacts that offer practical, emotional, or moral assistance 
when needed. These systems are essential for client learning, providing support, helping with skill 
acquisition, and facilitating lifestyle changes. Exploring a client's support system is an integral part of the 
initial assessment. Additionally, caregivers may require linkage to external resources, such as 
community support groups, to address caregiver role strain.

Therapeutic Communication 

Employing therapeutic communication techniques fosters understanding and establishes positive 
relationships with clients. This communication is intentional and aimed at achieving client-centered 
goals. It entails active listening, comprehension, clarification, and fostering insight. Therapeutic 
communication employs verbal and nonverbal means, with nonverbal cues being a reliable reflection of 
attitude.

Familiarity with the foundations of a therapeutic relationship is vital, including understanding factors 
influencing communication, recognizing nonverbal communication's significance, honing effective 
communication skills, identifying sources of ineffective communication, and actively engaging in 
therapeutic communication processes.

Conditions essential for therapeutic relationships encompass:

● Empathy: Demonstrating understanding and compassion

● Respect: Valuing the client's perspective

● Genuineness: Conveying authenticity

● Self-disclosure: Sharing appropriately to facilitate trust and boundaries

● Concreteness and specificity: Addressing issues directly and precisely

● Limited confrontation: Appropriate only within a well-established nurse-client relationship, 
with an accepting, gentle approach.

To enhance communication, it's imperative to understand the client's views and feelings before 
responding. Recognizing barriers to effective communication, such as failure to listen, misinterpreting 
messages, prioritizing the nurse's needs, stereotyping, challenging, being defensive, changing topics 
abruptly, and passing judgment, is crucial.

Effective therapeutic responses include:

● Using silence: Provides space for reflection, conveys acceptance, and allows the client to guide 
the conversation.

● Using general leads or broad openings: Encourages client dialogue, expresses interest, and 
lets the client set the tone.
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● Clarification: Elicits detailed recall, encourages emotional description, seeks explanations, and 
pinpoints specifics.

● Reflecting: Paraphrases client statements, enhancing understanding.

Guiding Family-Centered Care for Clients with Impaired Cognition

Impaired cognition can stem from various causes, including trauma, electrolyte disorders, Alzheimer's 
disease, and other factors. This condition may manifest as temporary decreases in cognitive functioning, 
seen in delirium, or as permanent cognitive impairments resulting from closed head injuries, cerebral 
tumors, or progressive cognitive disorders like Alzheimer's disease.

Challenges Faced by Families

Dealing with cognitive impairment, irrespective of its origin, can be challenging for families. Nurses play 
a crucial role in supporting both the affected family members and the client, aiding them in their 
adaptation and coping processes. When cognitive deficits are temporary, families may require 
reassurances that medical interventions are being employed to address the underlying cause. In 
contrast, families dealing with a permanent cognitive impairment often need assistance from healthcare 
professionals to manage the emotional and practical aspects of this significant life change. The level of 
adjustment varies based on the severity of cognitive impairment. Some families navigate minor yet 
permanent changes, while others must contend with such severe impairment that at-home care 
becomes untenable.

Progressive Cognitive Disorders

Progressive cognitive disorders, such as Alzheimer's disease, allow for gradual adjustment due to their 
slow progression. This offers both clients and families an opportunity to adapt as the disease advances. 
Alzheimer's disease, characterized by distinct stages, exemplifies this progression:

1. Early Stage: During this phase, mild symptoms are evident, and the client maintains a relative 
level of independence. Symptoms include memory difficulties, forgetfulness, and organizational 
challenges, often noted by family members or close friends.

2. Middle Stage: Moderate Alzheimer's disease encompasses an extended period. Clients 
experience heightened confusion, struggle with basic information retention like age or address, 
and exhibit mood swings, sleep disturbances, and withdrawal. Sundowner's Syndrome, 
short-term memory loss, and other symptoms emerge.

3. Late Stage: Severe Alzheimer's disease presents with memory loss, communication difficulties, 
and an inability to recognize even close family members. Clients require comprehensive care for 
basic needs like communication and elimination, making them reliant on caregivers for all 
aspects of daily living.
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Staging and Supporting Families in Alzheimer's Disease Care

Alzheimer's disease is categorized into seven stages according to the Global Deterioration Scale, also 
known as the Reisberg Scale:

● Stage 1: Cognitive abilities remain intact.

● Stage 2: Minimal forgetfulness appears.

● Stage 3: Mild cognitive changes arise, with potential efforts to conceal memory difficulties. 
Similar to Early Stage Alzheimer's.

● Stage 4: Confusion about recent events, mild math problems, and routine task challenges. The 
individual may isolate themselves and acknowledge cognitive issues.

● Stage 5: Early Dementia emerges, marked by escalating memory loss, disorientation, judgment 
issues, and compromised self-care. Assistance may be needed for daily activities.

● Stage 6: Middle Dementia signifies severe Alzheimer's, characterized by profound memory loss, 
limited communication, and the need for comprehensive care. Sundowner's syndrome, 
hallucinations, and agitation may occur.

● Stage 7: Late or Severe Dementia demands complete care, often involving immobility and failure 
to thrive.

Family Education: Supporting families is crucial during Alzheimer's progression. Education should 
encompass:

● Understanding Disease and Progression

● Recognizing Signs and Symptoms

● Identifying Strengths and Weaknesses

● Promoting client Independence

● Utilizing Support Systems like family members, home health services, and respite care.

Symptom-Related Interventions: Addressing cognitive disorder symptoms involves:

● Memory Loss: Employ strategies like reminders and notebooks to aid memory. Create lists for 
daily tasks.

● Communication Problems: Encourage patience, allowing time for processing input and 
response. Speak slowly and repeat/clarify messages.

● Depression: Maintain a caring, calm, and honest environment. Consult the doctor for potential 
medications and treatments.
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● Confusion and Orientation: Frequent reminders and reorientation to person, time, and place 
help manage confusion.

● Impaired Self-Care Abilities: Provide support, instruction, and assistance as needed, while 
preserving independence whenever possible.

Nurses play a critical role in supporting families emotionally, providing information, and assisting 
caregivers in caring for their loved ones with cognitive disorders. They ensure that families are 
well-equipped to manage the challenges associated with Alzheimer's disease and maintain the highest 
quality of life for both clients and caregivers.

Empowering Client Participation in Health Care Decision-Making

Engaging clients in Decision-Making: Clients play a central role in their own care, necessitating their 
active participation in health care decision-making. Nurses have a crucial role in encouraging clients to 
engage fully in the nursing process and the decision-making process regarding their health.

Informed Consent Reminder: As elaborated in the previous section on "Informed Consent," clients 
must possess comprehensive knowledge of all treatment options, alternatives, and associated benefits 
and risks. This empowers them to make informed decisions about their health care.

Assessing client Emotions Regarding Diagnosis/Treatment: Nurses diligently assess and evaluate 
client emotions and perspectives concerning their diagnoses and treatment plans.

Emotional Response to Diagnoses: Clients' emotional reactions to diagnoses vary widely. For instance, 
individuals diagnosed with a terminal illness might experience anger, while those facing limb loss could 
undergo depression and grief. Substance-related diagnoses may trigger guilt if relationships have been 
disrupted, and psychiatric diagnoses may lead to feelings of shame due to societal stigma.

Opinions About Treatment Plans: Client opinions on treatment plans also differ. Some may readily 
accept and adhere to the prescribed plan, confident it will resolve their health issues. Others might be 
hesitant to follow the plan, believing it won't yield positive results. Some clients may even display apathy 
towards their treatment.

Nurse Intervention: Recognizing these emotions and beliefs is pivotal. Nurses must then intervene to 
provide support for clients' emotional responses to diagnosis and treatment plans.

Supportive Strategies:

● Open Communication: Establish a safe space for clients to express their emotions and concerns 
openly.

● Education: Provide clear, comprehensive information about the diagnosis, treatment options, 
and potential outcomes.

● Empathy: Display empathy and compassion to foster trust and a sense of security.
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● Collaboration: Collaborate with clients to tailor treatment plans according to their preferences 
and beliefs.

● Referral: When needed, connect clients with additional resources like counseling or support 
groups to address emotional challenges.

By addressing clients' emotions and opinions, nurses empower them to actively engage in their health 
care decisions. This collaborative approach respects clients' autonomy and fosters a sense of ownership 
over their health journey.

O. Therapeutic Environment

A therapeutic environment within the nursing context refers to creating a physical and emotional space 
that fosters healing, comfort, and overall well-being for clients. It encompasses the surroundings, 
interactions, and interventions designed to optimize clients' experiences during their healthcare 
journey. This environment aims to support clients in adapting to their circumstances, promoting their 
recovery, and enhancing their quality of life.

Key aspects of a therapeutic environment include:

● Physical Comfort and Safety: Creating a physically comfortable and safe space is fundamental. 
This involves factors such as maintaining appropriate lighting, temperature, and cleanliness, 
ensuring ergonomic furniture, and adhering to infection control measures. A physically safe 
environment instills a sense of security and minimizes the risk of accidents.

● Privacy and Dignity: Respecting clients' privacy and dignity is paramount. Adequate curtains, 
partitions, and private spaces ensure confidential discussions and examinations. This fosters a 
sense of autonomy and dignity, enhancing the client's comfort level.

● Emotional Support: Offering emotional support goes beyond medical interventions. Nurses 
engage in empathetic conversations, actively listen to client’s concerns, and create an 
environment where clients feel comfortable expressing their feelings. This emotional connection 
can alleviate stress and anxiety, contributing to the overall well-being of the client.

● Communication: Clear and effective communication is a cornerstone of a therapeutic 
environment. Nurses need to communicate openly, honestly, and transparently with clients and 
their families. This includes explaining procedures, discussing treatment options, and 
addressing any concerns or questions.

● Client-Centered Care: Tailoring care to meet individual needs and preferences is crucial. 
Understanding clients' backgrounds, values, and cultural beliefs allows nurses to provide care 
that aligns with their unique circumstances, enhancing the therapeutic effect.

● Promoting Independence: Encouraging clients to actively participate in their care empowers 
them and contributes to their sense of control. Nurses guide clients in making informed 
decisions and setting achievable goals that promote their independence.
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● Reducing Stressors: Identifying and mitigating stressors within the environment can 
significantly impact clients' experiences. Minimizing noise, offering relaxation techniques, and 
providing opportunities for distraction or recreation can contribute to a more comfortable and 
calming environment.

● Supportive Interactions: The interactions between healthcare professionals, clients, and their 
families play a pivotal role in creating a therapeutic environment. Building rapport, 
demonstrating empathy, and maintaining professionalism contribute to a positive atmosphere 
that supports healing.

● By designing and maintaining a therapeutic environment: Nurses not only contribute to 
clients' physical recovery but also address their emotional and psychological well-being. This 
holistic approach reflects the essence of nursing care, promoting the optimal health and comfort 
of individuals under their care

Understanding and Addressing Verbal and Nonverbal Client Communication Needs

Communication is a dynamic process through which individuals convey meaning, information, emotions, 
and beliefs to one another. This process fosters connections and relationships among individuals. 
Various forms of communication include spoken and written language, as well as nonverbal cues such as 
body language and gestures.

Effective Communication Components: For communication to succeed, all its components must 
function effectively. The sender crafts and expresses the message, while the receiver processes and 
responds to it. This exchange can occur orally, in writing, or through nonverbal cues like nodding for 
agreement. The sender conveys the message, the receiver receives it, the message contains the 
information or emotion, and the feedback is the response from the receiver.

Barriers to Communication: Nurses must recognize and overcome barriers that hinder effective 
communication, including:

● Developmental Stage and Age: Infants use behavioral cues like crying, while young children 
have a limited vocabulary. Nurses adjust communication strategies according to developmental 
stages.

● Level of Consciousness: Clients' consciousness levels affect their communication abilities. 
Nurses adapt communication methods to suit different consciousness levels.

● Emotional State and Stress: Stress and emotions such as anxiety can impede communication. 
Nurses strive to alleviate these factors to enhance communication.

● Language Spoken: Interpreters may be necessary for clients who speak different languages or 
use sign language. Nurses may also need to provide materials in alternative formats like Braille.

● Nature of Relationships: Power dynamics can hinder communication. Nurses build trust and 
equality to facilitate effective communication.
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● Individual Values and Beliefs: Personal biases influence communication. Nurses assess clients' 
values and beliefs to ensure accurate understanding.

● Cultural Differences: Cultural norms impact communication. Nurses respect diverse cultural 
interpretations of gestures, eye contact, and personal space.

● Medical Treatments: Medical interventions like sedation or intubation can affect 
communication. Nurses adapt communication approaches based on clients' medical conditions.

Comprehensive Communication Assessment: Nurses conduct thorough assessments of clients' 
communication needs, considering various factors that influence effective communication. By 
addressing these factors, nurses establish clear channels of communication, fostering positive 
therapeutic relationships.

Prioritizing Adequate Time for Client Communication

Nurses face the challenge of caring for multiple clients with diverse needs, often juggling rapidly 
changing priorities. In the midst of these demands, it's essential for nurses to allocate sufficient time for 
effective communication with their clients. Failure to do so can hinder the therapeutic relationship and 
impede the client's well-being.

Recognizing Communication Barriers: A common barrier in healthcare settings is the nurse's failure to 
dedicate enough time for meaningful communication with clients. Amidst the rush to deliver care, the art 
of conversation can be overlooked.

Importance of Time Allotment: Clients require ample time to express their emotions, concerns, and 
queries. During oral interactions, clients need time to absorb incoming messages, contemplate them, 
and formulate their responses. For instance, when discussing a client's daily care plan and mentioning 
an upcoming stress test, the nurse should allow the client the time needed to grasp the information, 
raise questions, and express thoughts.

Extended Communication Time: Certain situations demand more time for effective communication, 
particularly when:

● Decreased Level of Consciousness: Clients with altered consciousness levels require additional 
time to process information and respond appropriately.

● Expressive Aphasia: Clients with expressive aphasia struggle to convey their thoughts verbally. 
Nurses must patiently allow them to express themselves.

● Receptive Aphasia: Clients with receptive aphasia have difficulty comprehending spoken 
language. Nurses should ensure sufficient time for these clients to understand and respond.

● Language Barrier: Clients who communicate in a language unfamiliar to the nurse may need 
extra time for translation and understanding.
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● Confusion: Confused clients require a slower pace of communication to grasp information and 
formulate their responses accurately.

Prioritizing Effective Communication: Nurses play a pivotal role in overcoming communication barriers. 
Allocating adequate time for conversations allows clients to voice their concerns, seek clarification, and 
actively participate in their care. Effective communication enhances the quality of care, builds trust, and 
fosters positive therapeutic relationships.

By recognizing the significance of time in communication and considering individual needs, nurses can 
bridge the gap between the demands of client care and the essential process of meaningful interaction.

Applying Therapeutic Communication Techniques in Nursing Practice

Therapeutic communication techniques are invaluable tools that nurses can use to establish meaningful 
connections, build trust, and provide emotional support to clients. These techniques enhance the 
nurse-client relationship and contribute to positive health outcomes. Let's delve deeper into these 
techniques:

● Attentive, Active Listening: Active listening goes beyond mere hearing. It involves absorbing, 
processing, and understanding both verbal and nonverbal cues. It's about being present in the 
moment and fully engaged in the conversation. This technique demonstrates genuine interest 
and validates the client's thoughts and emotions.

● Silence: Silence can be a powerful communication tool. It provides the client with the space 
they need to express themselves fully and allows them time to process their thoughts. Strategic 
silence encourages clients to share more and promotes introspection.

● Focusing: Focusing guides the conversation toward the client's priorities. It helps clients stay on 
track and ensures that the discussion aligns with their needs and concerns. This technique 
prevents tangential discussions and helps the nurse provide targeted support.

● Using Open-Ended Questions: Open-ended questions stimulate in-depth conversations. They 
encourage clients to share their thoughts, feelings, and experiences more comprehensively. By 
avoiding yes-or-no responses, nurses can gather rich information and engage clients in 
meaningful dialogue.

● Clarification: Clarification ensures accurate understanding of the client's message. It's about 
verifying comprehension to prevent misinterpretation. Techniques like exploring, paraphrasing, 
reflecting, and restating help ensure the message is received as intended.

● Exploring, Paraphrasing, and Restating: These techniques encourage clients to elaborate on 
their thoughts and feelings. Nurses use them to show genuine interest and to demonstrate that 
they're actively engaged in understanding the client's perspective.

● Reflection: Reflecting on a client's emotions acknowledges their feelings and allows for deeper 
exploration. It shows empathy and can open the door for the client to discuss their emotions 
more openly.
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● Providing Leads to the Client: Offering a lead prompts the client to continue the conversation. 
It shows the nurse's willingness to listen and encourages the client to share more about their 
concerns.

● Summarizing: Summarizing condenses the conversation into key points, helping clients see 
patterns and connections. It reinforces important information and ensures clarity and 
agreement between both parties.

● Recognition, Acknowledgment, and Acceptance: These techniques validate the client's 
feelings and experiences. They create a safe space for open communication and help establish a 
supportive environment.

● Offering of Self: The nurse's genuine presence and willingness to engage offer emotional 
support to the client. It fosters trust and demonstrates the nurse's commitment to their 
well-being.

Avoiding Barriers to Therapeutic Communication

Nurses must also be mindful of communication barriers that can hinder the therapeutic relationship:

● Challenging: Avoid forcing clients to defend their beliefs. Respect their viewpoints and create an 
environment of understanding.

● Probing: Respect the client's privacy and only ask relevant questions related to their healthcare 
needs.

● Changing the Subject: Maintain focus on the client's concerns rather than shifting the 
conversation for personal reasons.

● Defensiveness: Remain open to constructive feedback without becoming defensive.

● False Reassurances: Be honest about uncertainties and avoid offering empty reassurances that 
may undermine trust.

● Disagreeing, Judgments, Rejection, and Minimization: These behaviors can damage the 
nurse-client relationship and should be avoided. Maintain a nonjudgmental and accepting 
attitude.

● Stereotyping: Treat each client as an individual, avoiding generalizations or assumptions based 
on stereotypes.

Incorporating these therapeutic communication techniques while being mindful of potential barriers 
empowers nurses to establish effective, empathetic, and supportive interactions with their clients. This, 
in turn, contributes to positive client outcomes and fosters a strong nurse-client relationship.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                291



Fostering Open Expression of Client Emotions in Therapeutic Nurse-Client 
Relationships

In the process of establishing a therapeutic nurse-client relationship, the foundation is built upon the 
establishment of trust, underpinned by principles of honesty, openness, care, compassion, and respect. 
This initial trust serves as the bedrock upon which the relationship is constructed.

As this fundamental trust is solidified, its maintenance and further development become integral during 
the ongoing phase of the therapeutic relationship. Within this context, clients are actively encouraged to 
openly articulate and share their emotions, ranging from feelings to fears, discomfort, and anxieties. This 
encouragement is a pivotal aspect of effective therapeutic communication.

Beyond the establishment of trust, various other facets contribute to the dynamics of the therapeutic 
nurse-client relationship. Open and honest communication plays a central role, fostering an 
environment where clients can freely express their emotions, values, beliefs, and viewpoints. This 
environment is characterized by unconditional acceptance and respect, creating a safe space for clients 
to open up.

Crucially, nurses uphold a nonjudgmental and unbiased stance in relation to clients' perspectives, 
feelings, and ideas. This attitude remains consistent, irrespective of whether or not the nurse aligns with 
these viewpoints. Such an approach underscores the commitment to facilitating open and genuine 
communication within the therapeutic relationship, further enriching the support provided to clients.

Assessing the E�ectiveness of Client Communication

The assessment of effective and therapeutic communication involves recognizing that communication is 
a dynamic interpersonal process. Effectiveness is achieved when both the sender and receiver of 
messages fully understand the conveyed information, and feedback from the receiver is accurately 
transmitted back to the sender.

Factors Influencing Client Recovery

Client recovery is influenced by a complex interplay of both intrinsic (internal) and extrinsic (external) 
factors. These factors can either support or hinder the process of recovery. Intrinsic factors include the 
client's own health conditions, comorbidities, and adherence to treatment regimens. Extrinsic factors 
encompass external influences such as social support systems, access to healthcare resources, and the 
impact of stressors.

A. Intrinsic Factors

● Health Conditions: Comorbidities or pre-existing health conditions can complicate recovery 
and delay progress.

● Adherence: Compliance with prescribed treatments, medications, and lifestyle changes 
directly affects recovery outcomes.
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● Genetic Factors: Genetic predisposition to certain conditions can influence the pace and 
effectiveness of recovery.

● Mental Health: Psychological well-being and coping strategies play a crucial role in 
recovery, especially for conditions with a psychosocial component.

B. Extrinsic Factors

● Social Support: Strong networks of family, friends, and community provide emotional and 
practical support during the recovery process.

● Healthcare Accessibility: Access to quality healthcare services, treatments, and 
medications is essential for successful recovery.

● Financial Resources: Financial stability and insurance coverage can impact a client's ability 
to afford necessary treatments.

● Stressors: High levels of stress, whether related to work, personal life, or external 
circumstances, can hinder recovery.

● Community Resources: Availability of support groups, therapy programs, and community 
resources can aid in psychosocial recovery.

● Cultural Competency: Healthcare that respects and understands cultural diversity 
enhances recovery by addressing unique needs.

C. Psychosocial Factors

● Family Dynamics: Positive family relationships contribute to a supportive environment for 
recovery, while dysfunctional dynamics can impede progress.

● Social Stigma: Stigmatization of certain conditions can create barriers to seeking help and 
adhering to treatment.

● Peer Support: Engaging with peer support groups provides a sense of belonging and 
understanding among individuals facing similar challenges.

● Community Engagement: Involvement in community activities fosters a sense of purpose 
and connection, supporting psychological recovery.

Overall, successful recovery is a multidimensional process influenced by both internal and external 
factors. Recognizing and addressing these factors can lead to more effective and holistic approaches to 
client care and rehabilitation.

Strategic Client Room Assignments for a Therapeutic Milieu

Strategically assigning client rooms to create a therapeutic milieu is a crucial aspect of promoting a safe 
and supportive environment within a healthcare facility. Tailoring room assignments to individual client 
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needs helps ensure optimal care and enhances the therapeutic process. Here are some considerations 
for making client room assignments that support the therapeutic milieu:

Behavioral Compatibility

● Clients with disruptive behaviors or aggression should not be roomed with those who may 
trigger or exacerbate such behaviors.

● Assigning clients with similar behavioral challenges in separate rooms can prevent conflicts and 
disturbances.

Safety Measures

● clients at risk of self-harm or suicide should be placed in rooms with enhanced safety features, 
such as close proximity to the nursing station and minimized ligature points.

● Frequent observation can be facilitated by assigning high-risk clients closer to staff areas.

Special Needs

● Clients with mobility impairments or medical conditions requiring frequent monitoring should 
have rooms that are easily accessible and closer to necessary resources.

● Private rooms may be preferred for clients requiring more privacy, while communal spaces may 
benefit clients who thrive in social interactions.

Noise Sensitivity

● Clients sensitive to noise or sensory stimuli may benefit from rooms located in quieter areas of 
the facility.

● Minimizing disturbances supports relaxation and emotional well-being.

Therapeutic Activities

● Clients participating in specific therapeutic activities or interventions can benefit from room 
assignments that facilitate easy access to therapy rooms, exercise areas, or group meeting 
spaces.

Supportive Relationships

● Clients who form supportive relationships with fellow clients may benefit from rooming 
assignments that keep them in close proximity, fostering a sense of community.

Cultural Considerations

● Taking cultural backgrounds into account can promote comfort and a sense of belonging among 
clients. For instance, rooming clients with similar cultural backgrounds can encourage mutual 
understanding.
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Client Preferences

● Whenever possible, take into account client preferences and requests for roommates or room 
locations.

● Respecting client choices empowers them and contributes to a collaborative therapeutic 
environment.

Staff Accessibility

● Assigning clients in need of frequent assistance closer to nursing stations or staff areas ensures 
timely access to care and support.

Potential Triggers

● Be mindful of potential triggers for clients with trauma histories and avoid room assignments 
that may retraumatize them.

Creating a therapeutic milieu through strategic room assignments requires a holistic understanding of 
each client's unique needs and circumstances. Collaboration among healthcare providers, including 
nurses, social workers, and therapists, is essential to ensure that room assignments align with 
therapeutic goals and promote the well-being of all clients.

Creating a Therapeutic Environment for Clients with Emotional/Behavioral Issues

Establishing a therapeutic environment is essential for clients with emotional and behavioral issues to 
ensure their safety, well-being, and progress towards recovery. This environment fosters a sense of 
security and trust, empowering clients to manage their challenges effectively. Here are key elements to 
consider when providing a therapeutic environment for such clients:

Physical Safety and Comfort

● Ensure the physical environment is free from hazards that could pose risks to clients' safety.

● Comfortable and appropriately furnished spaces contribute to a sense of calm and well-being.

Emotional Safety

● Create a non-judgemental atmosphere that encourages empathy, and acceptance where clients 
feel respected and valued.

● Encourage open expression of emotions and provide opportunities for emotional release.

Clear Boundaries and Expectations

● Establish clear guidelines and expectations for behavior in the therapeutic setting.

● Clients benefit from knowing what is acceptable and understanding the consequences of rule 
violations.
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Consistency and Predictability

● Maintain a structured routine and consistent interventions to provide a sense of predictability.

● This helps clients feel secure and reduces anxiety associated with uncertainty.

Supportive Staff-Client Relationships

● Develop trust-based relationships with clients, showing genuine care and understanding.

● Positive interactions with staff contribute to clients' feelings of safety and validation.

Collaborative Decision-Making

● Involve clients in decisions related to their treatment plans and daily activities.

● Empowerment enhances their sense of control over their environment and recovery process.

Communication Skills Training: Offer guidance and opportunities for clients to improve their 
communication skills, aiding in expressing emotions effectively.

Coping Strategies

● Teach clients coping strategies to manage stress, anxiety, and emotional triggers.

● These skills empower clients to handle challenging situations constructively.

Therapeutic Activities

● Engage clients in therapeutic activities, such as art therapy, mindfulness exercises, and group 
discussions.

● Such activities promote self-expression and emotional regulation.

Conflict Resolution: Equip clients with conflict resolution skills to navigate interpersonal challenges in a 
healthy manner.

Creating a Positive Atmosphere

● Use calming colors, appropriate lighting, and soothing sounds to promote a serene atmosphere.

● Comfortable seating and spaces for relaxation contribute to a positive ambiance.

Self-Care Promotion: Encourage self-care practices that help clients manage their emotions, such as 
deep breathing and journaling.

Family Involvement: Involve family members in treatment planning and support, promoting a holistic 
approach to healing.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                296



Peer Support: Facilitate group sessions where clients can share experiences, provide mutual support, 
and learn from each other.

Ongoing Assessment and Adjustment: Continuously assess the effectiveness of the therapeutic 
environment and make adjustments as needed based on client feedback.

By creating a therapeutic environment that focuses on safety, understanding, and empowerment, nurses 
play a vital role in assisting clients with emotional and behavioral issues on their journey towards healing 
and recovery.

P. The Nursing Process and Psychosocial Integrity

The nursing process, encompassing assessment, diagnosis, planning, implementation, and evaluation, 
serves as a framework to enhance a client's psychosocial well-being. This involves extending 
understanding, sensitivity, and compassion to clients contending with stress, illness, or crises. Nurturing 
psychosocial integrity extends beyond just mental health clients—it pertains to clients across the 
spectrum. The nursing process underscores the significance of respecting a client's autonomy, their 
right to make decisions, and their active participation in their care.

While the identification of emotional disorders and behaviors indicative of mental illness is important, 
the integration of psychosocial integrity into care plans doesn't solely pertain to those with diagnosed 
mental illnesses. The LPN’s preparation should encompass a solid understanding and targeted clinical 
exposure, equipping the LPN to effectively discern and intervene with any client whose dynamic 
psychological and sociological equilibrium is under threat—regardless of whether they have a formal 
mental health diagnosis.

In the context of psychosocial integrity, the Nursing Process takes on a particularly important role. 
Psychosocial integrity refers to the well-being of an individual's psychological and social aspects. It 
involves understanding how clients cope with stress, adapt to changes, and maintain emotional balance. 
Nurses play a crucial role in promoting psychosocial well-being, not only for clients with diagnosed 
mental health conditions but for all individuals under their care.

Here's how the Nursing Process relates to psychosocial integrity:

● Assessment: During the assessment phase, nurses gather comprehensive information about the 
client's physical, emotional, social, and psychological well-being. This involves understanding 
the client's coping mechanisms, support systems, stressors, and overall psychosocial 
functioning.

● Diagnosis: Based on the assessment data, nurses identify actual or potential problems related 
to psychosocial integrity. This might include issues such as anxiety, ineffective coping, stress 
overload, or impaired social interactions.

● Planning: In this phase, nurses collaboratively set goals and develop a care plan that addresses 
the identified psychosocial concerns. The plan may include interventions aimed at enhancing 
coping strategies, providing emotional support, and promoting overall well-being.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                297



● Implementation: Nurses execute the care plan by delivering the interventions designed to 
support psychosocial well-being. This could involve therapeutic communication, teaching stress 
reduction techniques, facilitating support group participation, and fostering a supportive 
environment.

● Evaluation: After implementing interventions, nurses assess their effectiveness in promoting 
psychosocial integrity. They gauge whether clients' coping skills have improved, stress levels 
have decreased, and their overall emotional well-being has been positively impacted.

The Nursing Process is an inclusive approach that recognizes the significance of psychosocial aspects in 
holistic care. Even clients without diagnosed mental health conditions can experience challenges related 
to psychosocial well-being, especially during times of illness, stress, or life changes. Through the 
Nursing Process, nurses address these challenges, help clients build resilience, and promote overall 
psychosocial health.

In essence, the Nursing Process ensures that every client's psychosocial integrity is respected, valued, 
and supported throughout their healthcare journey, fostering a comprehensive and client-centered 
approach to care.
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Chapter 4: Quiz & Answer Key

1. Which couple is at greatest risk for domestic violence? 

A. A couple that consists of a husband and wife, both of whom are affected with Alzheimer’s 
disease

B. A poverty-stricken couple without any healthcare resources in the community 
C. A pregnant woman and a husband who was physically abused as a young child 
D. A wealthy couple with feelings that they are immune from punishment and above the law 

Correct Response: C 
Explanation: The couple at the highest risk of domestic violence consists of a pregnant woman and a 
husband who experienced physical abuse during childhood. Pregnancy and a history of personal abuse 
are common risk factors for women and male abusers, respectively. Recent research reveals that abuse 
and neglect can impact individuals of all ages and socioeconomic backgrounds, including both the 
wealthy and poor.

Other groups vulnerable to abuse and neglect include females, infants, children, individuals with 
cognitive or developmental impairments, the elderly, and those with physical or mental disabilities. 
Abusers often exhibit traits such as substance abuse, psychiatric disorders, inadequate parenting and 
anger management skills, low self-esteem, poor coping abilities, impaired impulse control, immaturity, 
and may be going through a current crisis. (See Domestic or Spousal Abuse)

2. You are caring for a client who has been taking illicit amphetamines and states that they continue 
to use this illicit drug because they “suffer and feel lousy” when they try to stop taking it. Which 
nursing diagnosis is the most appropriate for this client? 

A. Psychological dependence secondary to amphetamine use
B. Substance abuse secondary to amphetamine use 
C. Addiction secondary to amphetamine use 
D. Physical dependence secondary to amphetamine use

Correct Response: A 
Explanation: The appropriate nursing diagnosis for this client is "Psychological dependence secondary 
to amphetamine use," which refers to the client's reliance on amphetamines to avoid unpleasant 
feelings and experiences. Substances like amphetamines and hallucinogenic drugs like LSD are often 
linked to psychological dependence.

Substance abuse involves excessive consumption of an addictive substance, whether it's alcohol, 
prescription drugs, or illegal drugs. It does not include prescribed medications used for medical 
purposes, but if these medications are continued after the medical need has passed, it is considered 
substance abuse.

Addiction is an unending need for a substance, even when its use leads to serious physical, 
psychological, social, or economic harm and a loss of control over its consumption. It can occur with or 
without physical dependence.
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Physical dependence occurs when stopping a drug causes adverse physical effects, which are more 
intense with abrupt cessation. Some drugs associated with physical dependence include cocaine, 
opioids, alcohol, and benzodiazepines. Also, physical dependence does not necessarily imply addiction. 
Addiction can manifest with or without physical dependency. (See Exploring Substance Abuse and 
Related Terminology)

3. Place the following phases of crisis in the correct sequential order. Order each response with a 
number from first to last, with number 1 as the first phase of the crisis to number 4 which is the 
fourth phase of the crisis. 

1. The signs and symptoms of General Adaptation Syndrome 
2. Detachment and disorientation
3. Trying alternative methods of coping 
4. The use of psychological ego defense mechanisms

A. 3,2,1,4
B. 1,2,3,4
C. 4,3,2,1
D. 4,3,1,2

Correct Response: D
Explanation: The stages or phases of crisis, in the correct order, have the following characteristics:

● Level 1 Crisis: At this stage, clients typically experience anxiety and begin to use psychological 
ego defense mechanisms.

● Level 2 Crisis: Clients in a level two crisis may exhibit a loss of their ability to function. They may 
also experiment with alternative coping methods to address the crisis, as their current coping 
mechanisms are ineffective.

● Level 3 Crisis: Clients experiencing a level three crisis display signs and symptoms of the 
General Adaptation Syndrome, characterized by fight, flight, and panic responses.

● Level 4 Crisis: In a level four crisis, clients show severe signs and symptoms, including 
detachment from others, feeling overwhelmed, disorientation, and even thoughts of self-harm or 
harming others. (See Assessing Potential for Violence and Ensuring Safety Precautions)

4. Your client in crisis is detaching from himself. Which psychological ego defense mechanism is 
this client most likely using? 

A. Displacement 
B. Sublimation 
C. Dissociation 
D. Reaction formation 

Correct Response: C
Explanation: Dissociation is a psychological defense mechanism where a person emotionally 
disconnects from a situation or time to temporarily avoid stress until they are prepared to confront it. 
Displacement allows individuals to express their anger in a way that is less harmful and socially 
acceptable. Sublimation occurs when someone transforms unacceptable urges or feelings into socially 
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acceptable ones. Reaction formation takes place when a person's actions and behaviors are in stark 
contrast to their true feelings. (See Coping Mechanisms)

5. Which of the following are the roles of an LPN in understanding family dynamics? Select all that 
apply. 

A. Assessing family financial stability and communication styles
B. Providing legal advice for divorce proceedings
C. Connecting the family with community support groups
D. Conducting individual therapy sessions
E. Addressing emotional challenges and recommending specific parenting styles

Correct Response: A, C
Explanation: Assessing family financial stability and communication styles aligns with an LPN's role in 
identifying barriers and stressors impacting family functioning. Similarly, connecting the family with 
community support groups demonstrates an LPN's ability to evaluate available resources for family 
support. The other options may involve complex issues outside the LPN's primary responsibilities. (See 
Understanding Family Dynamics in Nursing Practice)

6. You are working as a National Board for Certification of Hospice and Palliative Nurses certified 
hospice and palliative care nurse who is caring for their clients in their home. Which of the following 
nursing diagnoses or client goals would be the most likely appropriate and expected for the vast 
majority of these clients? 

A. The client will accept impending death 
B. Guilt related to past transgressions 
C. Spiritual distress related to guilt 
D. Pain related to end of life symptoms 

Correct Response: A
Explanation: “The client will accept impending death” is the most suitable and commonly expected 
client goal in such cases. In hospice and palliative care, a major objective is to support both the client 
and their family in achieving acceptance. Additional goals may include alleviating feelings of guilt, 
addressing spiritual distress, and managing end-of-life pain. However, these diagnoses are not expected 
in this context. (See Comprehensive Nursing Care for clients and Families Nearing End of Life)

7. You are a hospice nurse who, as part of your role, does follow up counseling and care for the 
significant others of deceased spouses for one year after their loss. Whose theory of grief and loss 
would you most likely integrate into your practice as you perform this role? 

A. Engel’s theory 
B. Kubler Ross’ theory 
C. Lewin’s theory 
D. Warden’s theory 

Correct Response: D 
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Explanation: The grief and loss theory that would be most appropriate for your role is Warden's Four 
Tasks of Mourning. This theory outlines four essential tasks that individuals typically undergo following 
the loss of a loved one. These tasks involve accepting the loss, finding ways to cope with it, making 
adjustments and modifications to their environment to accommodate the absence of the loved one, and 
ultimately, resuming their lives while maintaining a healthy connection with the deceased. In contrast, 
Engel's Stages of Grieving include stages that occur both before and after a loss, while Kubler Ross's 
Stages of Grieving pertain to stages preceding the actual death. Note that Lewin primarily developed 
theories related to change, leadership, and conflict, rather than a theory specifically addressing grief 
after the loss of a loved one. (See Grief and Loss Grieving)

8. As the nurse in a primary care clinic, which cultural concern would you integrate into your 
psychological assessments of your clients? 

A. The concern related to the client’s cultural reluctance to report psychological symptoms 
because of some possible culturally based stigma associated with psychiatric mental health 
disorders. 

B. Concerns revolving around the lack of financial and health insurance resources to pay for 
psychological care. 

C. Concerns related to the compliance with psychological treatment regimens because of the 
client’s lack of social support systems.

D. The concern related to the culturally based client apathy about nursing care and nursing 
assessments. 

Correct Response: A 
Explanation: The client's cultural reluctance about disclosing psychological symptoms due to potential 
stigma linked to mental health issues poses a significant barrier to conducting a thorough assessment. 
This fear of being stigmatized and rejected when sharing psychological concerns, including anxiety and 
other symptoms, can hinder the assessment process. While barriers like limited financial means and 
inadequate health insurance coverage, along with a lack of social support systems and the client's 
apathy, do indeed impede access to psychological care, it's important to note that these factors are not 
cultural but rather social and psychological in nature. (See Cultural Factors Influencing Acceptance of 
Psychiatric Diagnoses)

9. The LPN is meeting a newly hospitalized client and suspects he may have depression. Which 
question would best help her assess this? 

A. “Does depression run in your family?”
B. “Are you depressed?” 
C. “What activities do you enjoy?”
D. “How do you feel about being here?”

Correct Response: C 
Explanation: Depression screening typically evaluates an individual's engagement in enjoyable or 
pleasurable activities. While depression is a complex condition that cannot be determined with a single 
question, this assessment provides a starting point for LPNs. It is important to recognize that directly 
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asking, "Are you depressed?" may not be suitable, as clients might be unaware of their condition or 
unwilling to admit it. Family history can be relevant, but it is not the optimal choice. Inquiring about the 
client's feelings regarding their hospital stay, although a fair question, does not necessarily indicate 
clinical depression. It's important to note that LPNs cannot diagnose depression; this responsibility 
falls on healthcare providers like doctors. However, LPNs can observe for signs and symptoms of 
depression and appropriately follow up. Note, keep an eye out for words like “better,” “best,” “most,” 
“main,” “major”, and “primary/primarily” in questions, as they suggest that other answers may be 
plausible, but the correct choice is the most appropriate among the given options. (See Identifying 
Indications and Manifestations of Acute and Persistent Mental Health Conditions)

10. Select the client religion that is the most pertinent to the role of admissions coordinator of a 
hospital who assigns the rooms and beds of clients who will be admitted. 

A. Hinduism 
B. Buddhism 
C. Islam 
D. Mormonism 

Correct Response: C 
Explanation: The religion most relevant to the role of the hospital admissions coordinator, who assigns 
client rooms and beds, is Islam. This is because Islam requires its followers to face Mecca during daily 
prayers. Therefore, when accommodating Islamic clients, it's crucial to place them in rooms that face 
the holy city of Mecca. While various religions may influence how clients are cared for, only Islam has a 
direct impact in the context of the admissions coordinator's responsibilities. (See Assessing and 
Addressing Religious and Spiritual Needs)
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Chapter 5: Physiological Integrity (Basic Care and 
Comfort)
Overview

Your pivotal role as a nurse revolves around delivering fundamental care and ensuring the comfort of 
your clients. Prioritizing their well-being encompasses various crucial aspects, including adequate 
nutrition, hydration, personal hygiene, and sufficient rest and sleep. Properly addressing elimination 
needs is equally paramount. Beyond these necessities, your proficiency in nonpharmacological comfort 
measures, managing mobility challenges, and facilitating the use of assistive devices adds depth to your 
provision of essential care.

When it comes to the NCLEX-LPN® exam, around 7-13% of the questions center on Basic Care and 
Comfort. This underscores the significance of mastering these foundational principles to excel in your 
nursing practice and perform effectively on the exam.

Learning Objectives

1. Master the basics of caring for clients comfortably and safely. This includes using tools and 
techniques to improve their well-being, manage waste effectively, and keep them clean and 
hygienic.

2. Attain proficiency in addressing mobility and immobility dynamics, adeptly managing challenges 
associated with both. Equip yourself with the skills to implement nonpharmacological comfort 
interventions tailored to individual needs for optimal comfort and relief.

3. Ensure optimal nourishment and fluid intake, prioritize meticulous personal care for dignity and 
infection prevention, and foster a conducive sleep environment to optimize recovery and 
well-being.

A. Assistive Devices

Assessing the Client's Use of Assistive Devices

Assistive devices serve as catalysts for effective communication and self-sufficiency in clients' daily 
life tasks. Ensuring their utmost safety and appropriateness is the duty of nurses. This chapter delves 
into the meticulous assessment and continuous evaluation of clients' adeptness in operating assistive 
devices.

Mobility and ambulation are addressed through a range of commonly utilized assistive devices, 
including canes, walkers, wheelchairs, crutches, and prosthetic limbs. Typically, these devices are 
assessed by physical therapists, often collaborating with nurses and other healthcare professionals. 
The evaluation process involves ensuring proper selection, instructing clients about usage and 
maintenance, and verifying the correct fit and adjustment.
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Canes, designed to bolster balance and ambulation, are chosen based on clients' physical and cognitive 
abilities, with preference given to them over walkers when feasible. Different cane types, such as 
standard one-foot, tripod with three feet, and quad with four feet, cater to diverse needs. Proper sizing 
is vital, allowing a slightly flexed elbow while holding the cane. Usage involves holding the cane in the 
hand opposite the required support, aiding the affected limb during ambulation.

When greater support than a cane is required, walkers may be favored. These can be wheeled or 
non-wheeled, with or without brakes, and with optional seats for resting. Non-wheeled walkers 
require clients to lift and shift the device forward in the direction of movement. When considering 
wheeled variant walkers it is important to remember that this device may not suit those who cannot 
control their movement, potentially leading to accidents. Correct fitting ensures that the walker's height 
matches the client's wrist crease when standing.

Battery-powered and manual wheelchairs offer varying levels of assisted mobility. Manual wheelchairs 
necessitate upper arm strength for propulsion, while battery-powered versions require both manual 
dexterity and safety awareness. Facility policies might limit battery-powered wheelchair usage due to 
potential risks. Regardless of type, clients are advised to keep their feet on the footrests and engage 
brakes during entry and exit.

Crutches find utility among individuals with good upper arm strength, particularly for acute 
musculoskeletal injuries. Different gait patterns, like the two-point, three-point, four-point, 
swing-through, and swing-to gait, are prescribed based on specific support needs. Proper fitting 
ensures secure handgrip placement, maintaining slightly bent elbows, and avoiding pressure on the 
armpits.

All assistive devices must be diligently maintained to remain in working order. Ensuring functional brakes 
on wheelchairs and intact rubber tips on walkers, canes, and crutches prevents accidents. Additionally, 
clients with artificial limbs—prosthetic devices—benefit from assessment, custom design, and fitting by a 
prosthetist. Education regarding care, usage, and regular professional check-ups ensures optimal 
utilization and comfort with these devices.

In summary, this chapter underscores the vital role of assistive devices in promoting client well-being 
and independence. Nurses must be well-versed in assessing, selecting, instructing, and maintaining 
these devices to ensure comprehensive and compassionate care.

Assisting the Client to Compensate for a Physical or Sensory Impairment

Assisting clients in compensating for physical or sensory impairments is a multifaceted aspect of 
nursing care. As explored in the previous sections, assistive devices cater to a range of needs, including 
mobility, ambulation, speech, vision, and hearing challenges.
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Beyond these devices, additional aids like pillows, bolsters, and wedges come into play to position 
clients in ways that foster proper body alignment. For clients who are alert, oriented, and possess full 
range of motion, encouragement to change positions regularly is essential. Those unable to do so 
independently rely on nursing staff to reposition them at least every two hours. This proactive approach 
is crucial in mitigating risks such as pressure ulcers and contractures—potential outcomes of 
immobility.

Braces and splints serve as further aids for addressing physical impairments. These devices are also 
carefully tailored and customized by prosthetists to suit each client's unique needs. When utilized, the 
nurse assumes the responsibility of ensuring their correct application. Moreover, vigilant assessment of 
skin condition, temperature, and color beneath these devices becomes integral to maintaining skin 
integrity and proper circulation.

This comprehensive approach to assistive devices underscores the pivotal role they play in enhancing 
clients' well-being and quality of life. As caretakers, nurses must be well-versed in both the selection 
and application of these devices, with a steadfast commitment to ensuring client comfort, safety, and 
optimal functioning.

Empowering Clients with Assistive Devices and Prostheses for Enhanced Self-Care

In conjunction with the previously discussed assistive devices and prostheses, there exists an array of 
supplementary aids designed to facilitate various aspects of client self-care. These devices are 
instrumental in addressing communication, eating, dressing, grooming, dentition, and other daily 
activities.

As touched upon in the section titled "Assessing the client for Actual/Potential Difficulty with 
Communication and a Speech, Vision, and/or Hearing Problem," an extensive range of assistive devices 
was explored. This includes telecommunication tools that empower clients to communicate effectively 
despite sensory impairments. A compilation of assistive devices that promote and bolster independent 
self-care, along with activities of daily living, is outlined below:

Grooming Self-Care

● Adaptive hair 
brushes

● Specialized combs ● Unique nail clippers

Dressing Self-Care

● Extended shoe horns

● Button hooks

● Enlarged buttons

● Sock assists

● Oversized loops

● Zipper aids

● Velcro fasteners for 
clothing

Hygiene and Bathing Self-Care

● Shower chairs ● Secure grab bars
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● Non-slip tub and shower surfaces ● Spray nozzles

● Extended back brushes

Eating Self-Care

● Weighted plates

● Scoop dishes

● Protective food guards for plates

● Assistive utensils

● Stable and spill-resistant drinking 
glasses and cups

Oral Self-Care

● Tailored toothpaste 
holders

● Specialized 
toothbrushes

● User-friendly dental 
floss

Dentures, yet another form of prosthetic and assistive device, necessitate special care. Cleaning 
involves the use of a soft toothbrush and denture cleaner. Once removed, dentures are placed in 
designated denture cups with an overnight cleaner. While dentures are part of the equation, 
maintaining oral hygiene remains crucial—gentle brushing of gums and cheeks, along with regular use of 
mouthwash, mirrors standard practices.

The integration of these assistive devices and prostheses underscores a commitment to empowering 
clients in their journey toward enhanced self-care and improved quality of life. It is essential for nurses 
to be well-versed in the selection, application, and maintenance of these devices, ensuring that clients 
experience comfort, autonomy, and dignity in their daily activities.

Enhancing Communication and Understanding: Addressing Sensory De�icits

In client care, a crucial skill is assessing clients for potential communication, speech, vision, and hearing 
challenges. The ability to facilitate compensatory techniques, bolstered by suitable exercises, assistive 
devices, and strategic positioning, plays an integral role in managing deficits. A cornerstone of this 
practice involves assisting clients in selecting and effectively utilizing assistive tools like crutches, 
walkers, canes, hearing aids, and prosthetics while ensuring their proper usage.

E�ective Communication with Clients Experiencing Sensory De�icits

Moreover, effective communication with clients who experience visual and auditory impairments is of 
paramount importance. Here are techniques to foster effective communication in these scenarios:

Communicating with Clients with Visual Deficits

● Announce Your Presence: Upon entering their room, announce your presence and identify 
yourself.

● Maintain Visual Field: Maintain a position within their visual field whenever possible to ensure 
they can perceive your presence.
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● Tone and Volume: Employ a warm and pleasant speaking tone, avoiding the need to speak 
loudly, which can be intimidating or uncomfortable.

● Clear Explanations: Prior to commencing procedures, provide clear explanations to prepare the 
client for what to expect.

● Inform Departure: Inform the client when you're leaving the room to avoid any sudden 
absences.

Communicating with Clients with Auditory Deficits

● Positioning: Position yourself within the client's line of sight or gently make physical contact 
before initiating a conversation to alert them to your presence.

● Background Noise: Minimize background noise for optimal clarity, creating an environment 
conducive to communication.

● Natural Speaking: Speak naturally without raising your voice, ensuring that your speech 
remains clear and distinct.

● Eye Contact: Maintain eye contact during conversation to facilitate lip reading and establish a 
visual connection.

● Gestures and Writing: Employ gestures, writing, or spelling when necessary to enhance 
understanding.

● Enunciation: Enunciate words meticulously to aid in lip reading and comprehension.

● Transition Techniques: When transitioning subjects, modify your pace or employ keywords to 
signal the shift in the conversation.

Mastering these techniques empowers nurses to foster effective communication and understanding, 
ensuring that clients with sensory deficits receive the care and attention they deserve.

B. Understanding Elimination: Addressing Urinary and Bowel Needs

Urinary and Bowel Elimination

In this section of the NCLEX-LPN examination, you will have the opportunity to showcase your 
proficiency in understanding and managing elimination processes. Key competencies include:

● Assessing and Managing Alterations in Elimination: This involves evaluating and addressing 
clients who experience changes in elimination patterns, encompassing both bowel and urinary 
functions.

● Performing Irrigations: You'll be expected to carry out irrigations for various purposes, such as 
bladder, ear, and eye irrigations, per physician order.
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● Providing Skin Care for Incontinent Clients: Mastery of caring for clients dealing with 
incontinence is essential, involving regular cleansing and the application of barrier creams or 
ointments.

● Utilizing Alternative Voiding Methods: Your skills will be evaluated in using alternative 
methods to stimulate voiding when required.

● Evaluating Restoration/Maintenance of Elimination: The ability to determine whether a 
client's ability to eliminate has been restored or maintained is a critical aspect of nursing care.

To facilitate your understanding, here are some common terms related to urinary and bowel elimination:

Urinary Elimination

Term De�inition Potential Causes Consequences

Polyuria

Excessive urine production 
exceeds 2.5 liters in 24 
hours.

● Fluid consumption
● Diuretic use
● Renal diseases
● Psychogenic polydipsia
● Sickle cell anemia
● Diabetes mellitus
● Diabetes insipidus

Dehydration and electrolyte 
imbalances

Oliguria

Insufficient urinary 
output—less than 400 mL in 
24 hours

● Impaired renal blood flow
● Renal disease,
● Reduced fluid intake
● Dehydration
● Hypovolemic shock
● Anatomical structures
● Fluid loss disorders

Reduced urine output, 
potential kidney issues

Anuria
Absence or minimal 
production of urine, less 
than 50 mL in 24 hours

● Severe urinary obstruction
● Renal failure

The accumulation of metabolic 
waste is life-threatening if not 
addressed.

Dysuria

Painful or burning sensation 
during urination, often due 
to urinary tract infections or 
trauma.

● Urinary tract infections
● Trauma

Discomfort during urination

Urinary 
Incontinence

Involuntary urine leakage 
and loss of bladder control 

Types include functional, 
reflex, stress, urge, and total 
incontinence.

● Neurological deficits
● Muscle control issues
● Overactive bladder

hygiene issues, reduced 
quality of life

Urinary 
Retention

Incomplete bladder 
emptying is due to various 
factors, leading to urine 
accumulation.

● Nerve dysfunction
● Medications
● Urinary tract obstructions
● Infections and 

Increased risk of UTIs, 
discomfort, and potential 
kidney damage.
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inflammation
● Post-Surgical 

Complications

Urgency Sudden, compelling need to 
urinate immediately.

● Overactive bladder
● Urinary tract infections

Urinary urgency and potential 
incontinence

Frequency

Frequent urination. ● Urinary tract infections
● Overactive bladder
● Enlarged prostate (in men)
● Pregnancy

Discomfort and disruption of 
daily activities

Hesitancy

Difficulty initiating urination, 
often due to an obstructed 
urinary flow

● Enlarged prostate (in men)
● Urinary tract infections
● Neurological issues
● Medications

Discomfort and potential 
urinary retention

 Nocturia

Excessive nighttime 
urination, interrupting sleep 
patterns.

● Aging
● Overactive bladder
● Excessive fluid intake 

before bedtime
● Underlying medical 

conditions

Sleep disturbances and 
daytime fatigue

Hematuria

Presence of red blood cells 
in urine, often due to 
underlying conditions.

● Urinary tract infections
● Kidney stones
● Trauma
● Bladder or kidney cancer

Potential underlying health 
issues and discomfort

Lower Urinary Tract Issues

● Urethritis: Inflammation of the urethra

● Cystitis: Inflammation of the bladder

● Prostatitis: Inflammation of the prostate

Upper Urinary Tract Issues

● Pyelonephritis: Inflammation of the pelvis and parenchyma

● Incontinence: Can manifest in various forms, including stress, reflex, urge, and functional 
types.

It's vital to become acquainted with standard urinary tests, including bedside bladder scans. 
Additionally, educating clients about maintaining a healthy urinary tract is paramount. This includes 
adequate hydration, complete bladder emptying, awareness of the impacts of caffeine and alcohol, 
practicing proper personal hygiene, and performing Kegel exercises. Clients should also be equipped to 
recognize the signs of a UTI.
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Management of urinary challenges extends to understanding Foley catheters and their proper use for 
urine drainage. Ensuring sterile techniques during insertion, maintenance, and removal is crucial to 
preventing infections. Proficiency in performing bladder, eye, and ear irrigations further enhances 
comprehensive client care.

Bowel Elimination

Gastrointestinal Issue Description Common Causes

Constipation

Fewer than three bowel 
movements per week

● Immobility, 
● Dehydration
● Medication (e.g., opioids)
● Impaired neurological function.

Diarrhea

Loose, watery stools ● Infections
● Stress
● Certain foods
● Medications
● Malabsorption syndromes
● Parasitic infections

Fecal Impaction
Accumulation of hardened stool 
in the rectum, often due to 
constipation or medications.

● Prolonged constipation
● Certain medications

Flatulence Expulsion of gastrointestinal gas, 
often accompanied by odor.

● Diet (certain foods)
● Medications.

Understanding these terms and their significance is essential for your success on the NCLEX-LPN 
examination and your future nursing practice. Mastering these concepts empowers you to provide 
comprehensive care, ensuring clients' well-being and comfort.

Clients' elimination needs are paramount for their basic well-being and overall health. Your role extends 
to providing effective interventions for clients experiencing alterations in elimination patterns.

Assessing and Managing Clients with Altered Elimination Patterns

The dynamics of urinary and fecal elimination can be influenced by a multitude of factors, adding to the 
complexity of care for clients at risk of impaired elimination. In addition to the factors discussed earlier, 
considerations such as altered hydration, advanced age, weakened muscular tone, and psychological 
factors play significant roles in elimination alterations.

For instance, medications can trigger fluid retention, increased urinary output, constipation, and 
diarrhea. Dietary choices high in sodium may diminish urinary output and promote fluid retention, while 
excessive hydration can lead to polyuria.

All genders are susceptible to bowel and bladder incontinence due to compromised sphincter control. 
Middle-aged and older males may experience urinary retention and incontinence due to an enlarged 
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prostate gland. Elderly females can experience urinary stress incontinence, attributed to diminished 
pelvic muscle tone following vaginal childbirth.

Age is a determining factor in elimination alterations. Urinary tract infections rank as the second most 
prevalent infection among young children. Neonates and male infants often experience bowel and 
urinary tract obstructions and malformations. Older females, particularly those with poor wiping 
techniques, become prone to urinary tract infections.

Bowel function can be influenced by diverse disorders, such as paralytic ileus, anatomical defects, 
infectious diarrhea, ulcerative colitis, and Crohn's disease. Urinary function may be compromised by 
anatomical structures, renal failure, hypertension, shock, vomiting, diarrhea, and other disorders.

Hospitalization introduces additional challenges, like lack of privacy, inadequate time for elimination, 
psychological discomfort, and the use of unconventional devices like bedpans and urinals.

Following a comprehensive client assessment of bladder and bowel functioning, tailored interventions 
can be implemented based on identified needs. These interventions encompass:

● Positioning

● Exercising to promote bowel function

● Modifying diet and fluid intake: High-fiber diets can alleviate constipation and promote normal 
bowel function.

● Medication adjustments: Discontinuing problematic medications.

● Timing: Strategically planning for elimination.

● Privacy: Creating a comfortable environment.

● Medications: Employing pharmaceutical aids for urinary and/or bowel elimination.

● Suppositories and enemas: Promoting bowel function when necessary.

● Fecal or urinary diversion: Including interventions like colostomy when appropriate.

● Urinary catheters: Managing urinary retention.

● Bowel and bladder training: Employing strategies to regain control and management.

Your expertise in executing these interventions is essential for optimizing clients' elimination patterns 
and contributing to their overall well-being.

Enemas and Fecal Diversion in Healthcare

Enemas serve various therapeutic purposes and are classified into four main types:

● Carminative Enema: Used to alleviate flatulence and stimulate peristalsis
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● Cleansing Enema: Removes feces, often to relieve constipation or prepare for surgery or 
diagnostic procedures.

● Retention Enema: Administers oil or medicated solutions retained by the client to soften stool 
and facilitate defecation.

● Return-Flow Enema: Similar to carminative enemas, it relieves flatus and stimulates peristalsis 
by instilling fluid into the rectum and sigmoid colon, which is then allowed to return to the 
enema bag.

Urinary and Fecal Diversion

Fecal diversion colostomies can be permanent or temporary, serving purposes like healing 
anastomoses, relieving bowel obstructions, or facilitating fecal elimination after removal of the distal 
colon and rectum. There are four primary types: ascending, transverse, descending, and sigmoid. Each 
of these colostomies differs in terms of where the stoma is located on the abdomen and the purpose it 
serves. The choice of colostomy type is based on the client's specific clinical needs.

● Ascending Colostomy: This type is typically situated on the right side of the abdomen. It is 
often employed when there's a need to allow the lower part of the colon and rectum to heal. This 
may be temporary or permanent, depending on the client's condition.

● Transverse Colostomy: Positioned in the upper abdomen, transverse colostomies are used for 
various purposes, including relieving bowel obstructions. They can also be temporary or 
permanent, depending on clinical requirements.

● Descending Colostomy: Located on the left side of the abdomen, descending colostomies may 
be employed as a temporary or permanent diversion, depending on the client's medical 
condition. They can serve to relieve obstructions or other specific clinical needs.

● Sigmoid Colostomy: Typically found on the lower left side of the abdomen, sigmoid 
colostomies are often permanent and are used when the distal part of the colon and rectum 
need to be removed. 
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Colostomy complications encompass: 

● Infection: Surgical site infections or infections in the stoma can occur.

● Dehiscence: This refers to the separation of the surgical wound, which can be a serious issue.

● Ischemic Ileostomy: Reduced blood flow to the stoma can lead to tissue damage or necrosis.

● Parastomal Hernia: A hernia can develop around the stoma, which may require surgical 
correction.

● Stoma Stenosis: The stoma can narrow, making it difficult for stool to pass through.

● Stomal Retraction: The stoma may sink below the skin level, causing issues with the fit of the 
colostomy bag.

● Prolapsed Stoma: In some cases, the stoma can protrude excessively, which may require 
medical attention.

● Necrosis: Tissue death around the stoma can occur if blood flow is compromised.

● Mucocutaneous Separation: Separation of the stoma from the surrounding skin can lead to 
leakage and discomfort.

● Stomal Trauma: Physical injury to the stoma can lead to complications.

● Parastomal Hernias: Hernias around the stoma are relatively common in colostomy clients.

● Peristomal Skin Damage: Irritation, breakdown, and skin problems can arise from leakage or 
poor-fitting colostomy bags.

Urinary Diversion in Healthcare

A urostomy is a type of urinary diversion that involves surgically creating a stoma to allow urine to exit 
the body when the normal urinary system is not functioning correctly. There are various options for 
urostomies, and each has its own set of potential complications. Here are some complications 
associated with urostomies and specific types of urinary diversion:
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Ileal Conduit (also known as a Bricker's or loop stoma): In this procedure, a section of the ileum (part of 
the small intestine) is used to create a conduit for urine to pass from the ureters to the abdominal 
surface. A stoma is created, and urine is collected in an external pouch.

Complications:

● Urinary Tract Infections (UTIs): Since the normal urinary pathway is disrupted, UTIs can be a 
common concern.

● Renal Infections: Infections of the kidneys can occur if there's a backflow of urine into the 
ureters.

● Vitamin B12 Deficiency: The portion of the small intestine used can affect the absorption of 
certain nutrients, including vitamin B12.

Neobladder (Orthotopic Neobladder): In this procedure, a new bladder is created from a section of the 
small intestine or other tissues, and it's connected to the urethra. This allows for more normal urination.

Complications:

● Urinary Stones: Neobladders can increase the risk of urinary stones.

● Changes in Urinary pH: Altered urinary pH can lead to conditions that promote stone formation.

Miami Pouch: A continent cutaneous urinary diversion that allows for urine storage inside the body. 
Complications may overlap with those of other urinary diversions.

Nephrostomy: A temporary or permanent surgical procedure that involves the placement of a catheter 
directly into the kidney to divert urine.

Complications:

● Mucous Plugs: Catheters may become blocked by mucous plugs, requiring maintenance or 
replacement.

● Nocturnal Enuresis: Involuntary urination during sleep can be a concern in some cases.

Preventing complications involves promoting adequate fluid intake, dissolving mucous plugs with 
products like Marlen MucoSperse, and maintaining urinary pH through hydration and dietary measures. 
Understanding these interventions and their potential complications is crucial for providing 
comprehensive care to clients undergoing enemas and urinary/fecal diversion procedures, enhancing 
their overall well-being and quality of life.

Urinary Catheterization and Prevention of Infections

Urinary catheters serve as valuable tools to manage urinary leakage and prevent skin breakdown 
caused by the corrosive nature of urine. However, the decision to insert a catheter should be strategic, 
and the ongoing use of indwelling catheters should be assessed daily. Preventing catheter-associated 
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urinary tract infections (CAUTIs) not only enhances client outcomes but also aligns with regulatory 
standards.

Indications for Catheter Placement

Key indicators for catheter placement include:

● Urinary retention (confirmed by bladder 
scanner)

● Extended surgeries

● Genitourinary procedures

● Presence of sacral wounds

● Pelvic or spine trauma

● Hemodynamic instability

After catheterization, it is crucial to follow a urinary incontinence bundle to prevent UTIs. This bundle 
involves routine reviews of catheter necessity, ideally in a multidisciplinary manner, supported by 
electronic reminders to minimize CAUTIs.

Post-Catheter Removal

Following catheter removal, clients should ideally urinate within 6 hours. If this does not occur, a 
bladder scanner can be used to gauge bladder volume. If the volume exceeds 400 mL (or per 
organizational protocols), nurses should employ methods to encourage urination or, with a clinician's 
order, use a straight catheter for drainage. Should another 6 hours pass without voiding and bladder 
volume exceed 400 mL, nurses should consult clinicians for further guidance.

Urinary Incontinence Bundle

Implementing best practices can effectively prevent catheter-associated UTIs:

● Opt for the smallest catheter diameter, 
if possible, and consider antimicrobial 
options.

● Ensure a securement device is in place 
to reduce friction at the insertion site.

● Maintain a closed system to prevent 
contamination.

● Ensure unobstructed urine flow within 
the tubing.

● Position the drainage bag below the 
bladder.

● Perform daily perineal care at minimum.

● Regularly assess the ongoing necessity 
of the catheter.

By adhering to these guidelines, healthcare providers can ensure the judicious use of urinary catheters, 
mitigate the risk of infections, and prioritize client safety and well-being.
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Bowel and Bladder Management: Maintaining Continence and Dignity

Bowel and bladder management strategies are crucial for addressing issues of incontinence and 
retention in both the bowels and bladder. Bowel retention refers to constipation, while urinary retention 
pertains to the functioning of the bladder.

Managing Constipation

Constipation can be effectively managed through a variety of interventions, including:

● Promoting physical activity.

● Adopting a high-fiber diet

● Ensuring adequate fluid intake.

● Considering measures such as suppositories and enemas when necessary

Managing Urinary Retention

Preventing and managing urinary retention involves several approaches, such as:

● Maintaining proper hydration.

● Providing assistance with toileting.

● Administering cholinergic medications to stimulate bladder contractions

● Utilizing Crede massage to encourage bladder emptying

● Employing intermittent or continuous urinary catheterization if required.

Managing Urinary and Bowel Incontinence

Optimal management of urinary and bowel incontinence involves incontinence management programs 
that incorporate techniques such as:

● Bladder or bowel training

● Timed voiding.

● Muscular exercises to enhance pelvic floor and sphincter muscle strength
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● Kegel exercises, which are also effective in strengthening these muscles and addressing 
incontinence causes, especially post-vaginal delivery

For clients who remain incontinent despite preventive measures, protective briefs, external fecal 
incontinence pouches, and male condom catheters can be employed. Skin care is paramount to 
preventing complications like skin breakdown. These interventions are designed to preserve the client 
dignity and should never be utilized as shortcuts for nursing staff. Prompt washing and drying are crucial 
for skin integrity and dignity preservation.

Nursing diagnoses appropriate for clients with urinary and bowel dysfunctions include those related to 
incontinence, impaired elimination, risk of skin integrity alteration, risk of infection due to catheter 
presence, and readiness for enhanced elimination. These diagnoses guide holistic care to restore and 
maintain bowel and bladder health while safeguarding Clients' well-being and self-esteem.

Performing Irrigations: Ensuring Client Comfort and Health

Nurses play a crucial role in performing irrigations for various bodily orifices and therapeutic needs, 
including bladder, ear, eye, and ostomy irrigations. These procedures require meticulous attention to 
sterile technique, with the exception of fecal diversion irrigations, which utilize clean technique. 
Protective measures like gowns, masks, goggles, and gloves are essential to ensuring both client safety 
and nurse well-being during these irrigations.

Bladder Irrigations 

Indication: Bladder irrigations are employed when a client with an indwelling urinary catheter 
experiences blockage.

Procedure:

1. Measure and empty the urinary drainage bag.

2. Hang the irrigation solution above the client, using gravity for flow.

3. Swab the catheter's irrigation port and connect the solution.

4. Allow the solution to flow into the bladder at the prescribed rate (40-60 gtt per min).

5. Maintain the solution in the bladder for closed, intermittent bladder irrigation.

6. For closed, intermittent bladder irrigation, release the solution by opening the catheter clamp.

7. Measure and document the solution's volume and urinary output.

Urinary Catheter Irrigations

Indication: Urinary catheter irrigations are performed when an indwelling catheter is blocked.
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Procedure:

1. Clamp the catheter between the injection port and extension tubing.

2. Clean the port with antiseptic wipes.

3. Slowly inject the irrigation solution with a syringe.

4. Remove the syringe.

5. Unclamp and allow the solution to drain into the drainage bag.

Ear Irrigations

Indication: Ear irrigations cleanse and medicate ears, with slight variations for different age groups.

Procedure:

1. Position the client on their side with the affected ear up.

2. Cleanse the pinna and external ear canal.

3. Pull the pinna downwards and backward (age-specific) to straighten the ear canal.

4. Insert a syringe with a slightly warm solution and gently irrigate the ear.

5. Place the client on the treated ear over a basin to allow the solution to drain.

Eye Irrigations

Indication: Eye irrigations cleanse, remove debris, and instill medications in the eyes.

Procedure:

1. Place the client in a suitable position. 

2. Cleanse eyelashes and lids.

3. Apply the ordered optic solution to the lower conjunctival sac.

4. Gently apply pressure to the closed eye for at least 30 seconds to prevent solution leakage.

Sigmoid and Descending Colostomy Irrigations

Indication: These irrigations aim to stimulate peristalsis and fecal emptying in the ostomy.

By skillfully performing these irrigations, nurses contribute to clients' comfort, safety, and overall 
well-being.
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Promoting Skin Health for Incontinent Clients

Ensuring proper skin care for incontinent clients is essential to prevent skin breakdown and maintain 
their overall comfort and well-being. Maintaining cleanliness and dryness is crucial, and the use of briefs 
can help maintain dignity and facilitate easier cleaning by staff. However, it's important to note that 
briefs should not be used as a means to allow clients to remain in soiled conditions without proper care 
from nursing staff.

Topical Skin Preparations

Along with frequent washing and drying of areas exposed to urine and feces, various topical skin 
preparations can aid in preventing skin breakdown:

● Solid Skin Barriers: These moldable barriers, such as Hollister's Flextend and Premium Skin 
Barrier, can be shaped as needed. They consist of components like hydrocolloids, gelatine, and 
more. While they are longer-lasting, they are relatively more expensive.

● Moisture Barrier Ointments: Products like Lantiseptic Skin Protectant, Calmoseptine Ointment, 
and Proshield Plus Skin, containing zinc oxide, are applied after episodes of incontinence and 
washing. They serve to prevent incontinence-associated dermatitis.

● Moisture Barrier Pastes: Thick preparations like Remedy Calazime Protectant Paste and Ilex 
Skin Protectant Paste offer protection against skin breakdown while allowing nurses to assess 
the underlying skin. They are applied after cleaning.

● Skin Sealants: Skin sealants, such as Film Wipe, Shield Skin, Bard Protective Barrier, and 
Convatec's Allkare, form a transparent polymer film on the skin. Applied through wipes or 
sprays, they last for about 14 days after application.

By utilizing these topical skin preparations, nurses can effectively prevent and manage skin issues 
associated with incontinence, ensuring the comfort and well-being of their incontinent clients.

Using Alternative Methods to Promote Urinary Elimination

Urinary catheters play a significant role in promoting urinary elimination in certain situations. These 
catheters are available in various sizes, denoted in French (Fr), and the appropriate size depends on 
factors like age and gender. Inserting a urinary catheter is a sterile procedure and can only be 
performed by registered nurses and licensed practical nurses, as it requires strict adherence to 
infection control practices.

Procedure for Inserting a Urinary Catheter:

1. Ensure Privacy and Explanation: Provide the client with privacy and explain the procedure to 
alleviate any anxiety. Understand that this procedure invades the client's personal space and 
may cause discomfort.
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2. Proper Positioning: Position the client in a supine position with separated thighs to facilitate the 
procedure.

3. Lubrication: Apply a water-soluble sterile lubricant to the lower section of the catheter.

4. Sterile Drape: Cover the area around the urinary meatus with a sterile drape.

5. Cleansing the Meatus: Clean the urinary meatus using an antiseptic solution. For males, clean in 
a circular pattern from the meatus outward. For females, cleanse from the front to the back 
while holding the labia open.

6. Insertion of Catheter: Insert the catheter into the urinary meatus.

7. Advancement: Advance the catheter about 3 cm past the point where urine appears in the 
tubing.

8. Balloon Inflation: Inflate the balloon for indwelling catheters according to the manufacturer's 
guidelines.

9. Securing the Catheter: Secure the catheter to the client's leg to prevent displacement.

10. Connect the Drainage Bag: Connect the urinary drainage bag to the tubing, ensuring that the 
bag remains below the level of the client's abdomen to prevent backflow.

Maintenance and Care

After catheter placement, ongoing care is essential to prevent complications:

● Clean the insertion site daily and whenever it is soiled.

● Ensure the drainage bag remains positioned below the abdominal level.

● Empty the drainage bag regularly and more frequently as needed.

● Inspect the tubing for kinks or twists that could obstruct urine flow.

Urinary catheters are essential tools in promoting urinary elimination, but they require meticulous care 
to prevent infection and other complications. Proper education and adherence to sterile techniques are 
crucial for safe catheter insertion and maintenance.

Evaluating Restoration and Maintenance of Elimination Function

The success of interventions and treatments for urinary and bowel elimination issues is determined by 
evaluating whether the client's elimination function has been restored or maintained. This evaluation 
involves assessing whether the client has achieved the expected outcomes or goals that were set as part 
of their care plan. Some of these expected outcomes include:

Perceiving and Attending to Voiding Cues: Evaluating whether the client is able to recognize and 
respond to the urge to urinate in a timely manner

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                321



Freedom from Urgency, Frequency, and Pain: Assessing whether the client is no longer experiencing 
sensations of urgency, frequent urination, or pain during urination

Residual Urine Volume: Measuring post-void residual urine utilizing a bladder scan to ensure that the 
client has no more than 200 mL of urine remaining in the bladder after voiding.

Prevention of Urinary Tract Infections: Ensuring that the client does not develop urinary tract 
infections as a result of indwelling urinary catheter use. Prevention measures include: 

● maintaining a closed drainage system

● keep the catheter tubing free from kinks

● keep the collection bag below the level 
of the bladder

● do not rest the collection bag on the 
floor

● empty the collection bag regularly

● perform routine catheter hygiene

Urinary Incontinence: Determining if the client is no longer experiencing urinary incontinence after 
participating in prompted voiding and exercise programs.

Self-Intermittent Catheterization: Verifying whether the client can independently perform 
self-intermittent catheterization correctly and safely.

Colostomy Irrigation: Assessing the client's ability to perform colostomy irrigation correctly and 
whether it has effectively managed fecal elimination.

Freedom from Fecal Incontinence: Evaluating whether the client is no longer experiencing fecal 
incontinence after participating in a bowel training program.

Normal Bowel Functioning: Determining if the client's bowel function has returned to a normal and 
regular pattern.

Absence of Diarrhea: Assessing whether the client is no longer experiencing episodes of diarrhea.

The evaluation process involves comparing the client's current status with the expected outcomes and 
goals. This assessment helps healthcare providers determine the effectiveness of the interventions and 
make any necessary adjustments to the care plan. Regular and thorough evaluation is essential to 
ensure that the client's elimination needs are met and that their overall well-being is maintained.

C. Mobility and Immobility: Assessing, Addressing, and Promoting 
Well-Being

Assessing a client's mobility, gait, strength, motor skills, and use of assistive devices is a crucial 
responsibility for nurses. You must adeptly recognize common causes of immobility and the associated 
complications, spanning both the physiological and psychological realms. 

The primary causes of immobility include pain, motor/nervous system impairment, functional issues, 
generalized weakness, psychological challenges, and medication side effects.
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Physiological complications arising from immobility encompass joint atrophy, contractures, disuse 
osteoporosis, pressure ulcers, orthostatic hypotension, deep vein thrombosis, pneumonia, pulmonary 
embolisms, decreased peristalsis leading to constipation, and kidney stones. On a psychological level, 
clients can experience body image concerns, reduced social interaction, sensory deprivation, and 
depression.

Counteracting these complications requires comprehensive interventions. Active and passive range of 
motion exercises, strategic positioning, and mobilization work to enhance circulation. Techniques 
such as turning, repositioning, and the use of pressure-relieving support surfaces are essential for 
maintaining skin integrity and preventing breakdown. Employing anti-embolic stockings and sequential 
compression devices is key to promoting venous return.

Equally vital is the knowledge of when to employ orthopedic and assistive devices, such as crutches, 
walkers, canes, splints, traction, braces, or casts. Your ability to educate clients about proper device 
usage to maintain correct body alignment plays a significant role in ensuring their well-being.

Recognizing the Complications Arising from Immobility 

The potential risks and complications associated with immobility encompass a wide range of issues, 
including skin breakdown, pressure ulcers, contractures, muscular weakness, muscular atrophy, disuse 
osteoporosis, renal calculi, urinary stasis, urinary retention, urinary incontinence, urinary tract infections, 
atelectasis, pneumonia, reduced respiratory vital capacity, venous stasis, venous insufficiency, 
orthostatic hypotension, diminished cardiac reserve, edema, emboli, thrombophlebitis, constipation, 
and calcium depletion from bones. These complications impose significant burdens on both healthcare 
expenditures and the well-being of individuals. It is imperative to prioritize the prevention of these 
potentially costly complications related to immobility.

Complete immobility and prolonged bed rest pose considerable threats to both physical and 
psychological health, potentially leading to severe complications. Members of the nursing care team and 
other healthcare professionals, such as physical therapists, play a vital role in advocating for client 
mobility and preventing immobility whenever feasible. Immobility can adversely affect various 
physiological systems within the body.

Complications Related to Immobility by Bodily Systems
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Bodily Systems A�ected by 
Immobility Complications Preventive Measures

Urinary System

● Urinary retention
● Urinary stasis
● Renal calculi
● Urinary incontinence
● Urinary tract infections

● Encourage mobility when 
possible 

● Monitor urinary output
● Promote adequate hydration

Gastrointestinal System
● Constipation
● Impaction
● Difficulty evacuating feces

● Ensure adequate fluid intake
● Encourage regular movement 

and activity



Numerous nursing diagnoses are linked to immobility, encompassing concerns such as pressure ulcers, 
muscular weakness and atrophy, venous stasis and emboli risks, impaired respiratory function, falls due 
to orthostatic hypotension, osteoporosis and fracture risk, plantar flexion contractures, apathy, and loss 
of full range of motion.

Proactively addressing these complications through a holistic and interdisciplinary approach is essential 
to mitigating the adverse effects of immobility and enhancing overall well-being.
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Musculoskeletal System

● Disuse osteoporosis
● Hypercalcemia
● Fractures
● Contractures (including plantar 

flexion) 
● Muscle weakness
● Muscle atrophy

● Use tilt tables for 
weight-bearing position

● Implement proper positioning
● Regular range-of-motion 

exercises
● Use assistive devices when 

necessary

Respiratory System

● Atelectasis
● Hypostatic pneumonia
● Respiratory tract infections
● Shallow and ineffective breathing
● Reduced vital capacity

● Promote deep breathing 
exercises

● Encourage coughing
● Perform postural drainage
● Use percussion and vibration 

techniques

Circulatory System

● Venous stasis
● Dilation
● Reduced blood pressure
● Edema
● Embolus formation
● Thrombophlebitis
● Orthostatic hypotension

● Encourage leg exercises
● Utilize sequential compression 

devices or anti-embolism 
stockings

● Implement fall prevention 
strategies for orthostatic 
hypotension

Metabolic System

● Decreased metabolic rate
● Unintended weight gain
● Negative calcium balance
● Negative nitrogen balance
● Anorexia

● Monitor nutritional intake
● Encourage a balanced diet
● Promote regular physical 

activity

Integumentary System

● Skin breakdown
● Pressure ulcers
● Compromised skin turgor

● Conduct regular skin 
assessments

● Implement measures to 
sustain skin integrity and 
prevent skin breakdown

Psychological Impacts

● Apathy
● Isolation
● Frustration
● Mood decline
● Depression

● Provide emotional support
● Encourage social interaction 

and activities to combat 
isolation



Assessing Client Mobility, Gait, Strength, and Motor Skills 

Mobility, defined as the ability to move freely, purposefully, and rhythmically within one's environment, 
is a fundamental element of human existence. It extends far beyond its utilitarian significance, as it also 
serves a pivotal role in protecting individuals from potential harm and meeting their fundamental needs. 
The essence of independence is intricately connected to mobility, while absolute immobility leaves an 
individual as vulnerable and dependent as an infant. This perspective is in accordance with the insights 
shared by Berman and Snyder in 2012.

The risk factors linked to immobility comprise Client deconditioning, cognitive impairment, spasticity, 
compromised cardiac function, reduced activity tolerance, insufficient muscular strength, compromised 
balance, incorrect postural alignment, impaired gait, pain, the utilization of sedative medications, joint 
stiffness, skeletal issues, obesity, neurological disorders, and underlying physiological conditions 
necessitating strict bed rest.

Nurses assess these risk factors to elucidate the underlying causes of identified deficits and to 
acknowledge that individuals with one or more of these risk factors are susceptible to mobility, gait, 
strength, and motor skill impairments.

Assessment Tools

Direct observation of the client's movements, combined with standardized evaluations like the Timed 
Get Up and Go Test (assessing the ability to rise from a chair, walk, and return) and tools such as the 
Assessment Tool for Safe Client Handling and Movement and the Egress test (evaluating sitting, 
standing, marching, and advancing), contribute to mobility assessment. Physical therapists also employ 
a range of advanced standardized tests during their assessments.

Mobility Assessment

The assessment of mobility involves observing the client's ability to:

● Move within the bed

● Sit and assess whether support is required

● Transition from sitting to standing, moving between bed and chair, and sitting down

● Stand and walk

Gait Assessment

Gait, the manner in which a person walks, is influenced by factors like balance, coordination, muscular 
strength, and joint mobility. Balance and equilibrium may be disrupted by middle ear disorders 
affecting the vestibule or semicircular canal, poor posture, musculoskeletal, or neurological disorders. 
Muscular coordination, facilitated by both gross and fine motor skills, can be compromised by 
neurological issues. Muscular strength might be affected by muscular atrophy, spasticity, nutritional 
deficits, paresis, and flaccidity. Joint mobility could be hindered by disuse, arthritis, and bone disorders.
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Muscular Strength Assessment

Muscular strength is categorized as follows:

Grade Muscular Response

Zero No muscular contraction. 

One Muscular quivering with no movement 

Two Movement assisted by gravity

Three Movement against gravity but not resistance

Four Movement against resistance

Five Full range of motion and strength

Joint Mobility and Range of Motion Assessment

Joint mobility and range of motion are also evaluated. Essentially, full range of motion signifies the 
maximum joint movement achievable. For instance, the elbow's full range includes extension, flexion, 
supination, and pronation. Similarly, the neck should smoothly perform extension, flexion, lateral flexion, 
hyperextension, and rotation.

Functional Grading

Post-assessment, Client mobility, and functional activities can be graded as follows:

Level 0: Complete independence in mobility 

Level 1: Requirement of assistive devices 

Level 2: Need for assistive devices and supervision 

Level 3: Dependence on assistive devices and direct assistance 

Level 4: Total dependence on others for mobility needs

Performing Skin Assessment and Enacting Measures for Skin Integrity 
Maintenance and Prevention of Skin Breakdown

Skin Assessment: The skin, as the body's primary barrier against infection, should ideally be unbroken, 
warm, free from excessive moisture, and exhibit healthy elasticity known as skin turgor. Skin integrity 
can be influenced by both intrinsic and extrinsic factors. Intrinsic factors encompass elements such as 
urinary or fecal incontinence, inadequate nutrition and hydration, diabetes, temperature fluctuations, 
changes in blood pressure, reduced cardiac output, obesity, alterations in sensory perception, certain 
medications, perfusion and peripheral circulation issues, age-related changes, cachexia, metabolic 
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imbalances, and body build, as well as bone prominence size. Extrinsic factors include environmental 
humidity, chemical irritants, extreme temperature variations, radiation exposure, and mechanical forces 
such as pressure, shearing, and friction.

Various nursing diagnoses related to skin and skin integrity encompass:

● Risk for impaired skin integrity due to immobility

● Risk for impaired skin integrity linked to poor skin turgor

● Impaired skin integrity due to compromised tissue perfusion

● Risk for impaired skin integrity related to bony prominences

● Impaired skin integrity due to pressure, shearing, and friction

● Impaired skin integrity resulting from inadequate nutritional status

Skin areas exhibiting deviations from normal characteristics indicative of potential breakdown warrant 
evaluation and description based on color, size, location, odor, drainage, margins, texture, distribution, 
and underlying bed tissue.

Assessment Parameters

● Color: Description encompasses shades like yellow, ecchymosed, purple, green, blanched, and 
reddened.

● Size: Measurement in centimeters using disposable rulers for area and depth, enabling 
calculation of wound dimensions.

● Location: Precise anatomical location description, with graphical representation if applicable.

● Odor: Description of odors (malodorous, pungent, foul, musty) and association with pathogens

● Drainage or Exudate: Amount, color, and characteristics, categorized as serous, sanguineous, 
serosanguinous, or purulent.

● Texture: Assessment of affected skin areas as macerated, edematous, swollen, indurated, or 
normal.

● Distribution: Characterization as generalized, localized, asymmetrical, or symmetrical

● Margins: Description of color, characteristics, and texture, distinguishing open, attached, 
unattached, well-defined, and healing ridge margins.

● Underlying Bed Tissue: Reflection of wound healing stages—homeostasis, inflammation, 
proliferative/granulation, maturation—assessing tissue renewal progress
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Wound Healing Types

● Primary Intention Healing: Closure technique like sutures, Steri Strips, or surgical glues applied 
to approximated wound edges, suitable for uncontaminated wounds.

● Secondary Intention Healing: Contaminated wounds heal from the bottom up to skin surface. 
Wounds are irrigated, kept open, and left to heal over time, resulting in more visible scars.

● Tertiary Intention Healing: A mixture of secondary and primary healing; wounds initially left 
open, followed by wound edge closure with sutures after several days of open wound treatment.

Assessment and understanding of wound types and the phases of wound healing are crucial for effective 
nursing interventions and the maintenance of skin integrity.

Implementing Strategies for Skin Integrity Maintenance and Prevention of Skin 
Breakdown

Nurses employ a variety of measures to maintain skin integrity and prevent skin breakdown, with 
heightened vigilance when clients exhibit risk factors as mentioned earlier.

Preventive Measures

● Screen and Identify: Initiate preventive strategies by screening clients for skin breakdown risk 
using standardized tools like the Braden Scale or Norton Pressure Ulcer Scale.

● Regular Assessments: Perform periodic skin assessments, ensuring prompt detection of any 
changes.

● Hygiene Management: Keep clients clean and dry, preventing moisture-induced maceration and 
debris accumulation.

● Positioning: Turn and reposition immobile clients every two hours to alleviate pressure on bony 
prominences.

● Nutritional and Hydration Support: Maintain adequate nutrition and hydration to promote 
tissue health.

● Assistive Devices: Utilize supportive tools like cushions, pillows, and pressure-relieving 
mattresses.

● Minimize Pressure, Friction, and Shearing: Implement measures to reduce and eliminate 
these harmful forces.

● Specialized Screening Tools: Employ tools like the Braden Scale and Norton Pressure Ulcer 
Scale to assess risk levels accurately.

Preventing Pressure Ulcers: Pressure, friction, and shearing are leading causes of pressure ulcers; 
preventative measures include:
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● Pressure: Eliminate pressure using frequent repositioning, pressure-relieving surfaces, and 
encouraging mobility.

● Friction: Minimize friction by ensuring proper positioning and lifting techniques.

● Shearing: Reduce shearing forces by proper elevation of the head of the bed and using 
appropriate transfer techniques.

Pressure Ulcer Staging

● Stage I: Intact skin with redness or blanching. For darker skin tones, blue or purple hues may be 
present.

● Stage II: Open skin with damage to epidermis and dermis, appearing as blister, crack, or pink 
wound.

● Stage III: A deep wound involving subcutaneous tissue and deeper layers, potentially exposing 
adipose tissue.

● Stage IV: A deep ulcer extending into muscles, fascia, tendons, and even bone, exhibiting 
necrotic tissue.

● Unstageable: The base of the wound is covered by dead tissue

○ Slough: Debris that appears tan, yellow, green, or brown in color.

○ Eschar: a hard plaque that’s tan, brown, or black in color. Your doctor can only 
determine how deep the wound is after clearing it out. If there’s extensive tissue 
damage, it will need to be surgically removed.

Suspected deep tissue injuries can be deceptive because, on the surface, they may seem like Stage 
1 or 2 ulcers, but they have the potential to progress to deeper, more severe wounds (Stage 3 or 4). 
These injuries are often characterized by a purplish or maroon discoloration, and they might be 
mistaken for blood blisters or covered with eschar (a thick, black, necrotic tissue). 
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Treatment Strategies

● Red (Protect): Protect new reddened areas by minimizing pressure, friction, and shearing. Use 
barrier films, hydrocolloid dressings, and proper positioning.

● Yellow (Cleanse): Use alginate or hydrogel dressings and damp saline dressings to cleanse 
areas with slough and purulent drainage.

● Black (Debride): Employ methods like surgical laser, mechanical, autolytic, enzymatic, or sharp 
instrument debridement for necrotic tissue removal.

Wound Healing Types

● Primary Intention Healing: Close uncontaminated wounds using sutures, Steri Strips, or 
surgical glues.

● Secondary Intention Healing: Treat contaminated wounds by keeping them open for bottom-up 
healing, preventing infection and abscess formation.

● Tertiary Intention Healing: Combination of secondary and primary healing, starting with open 
wound treatment followed by closure.

Debridement Methods

● Surgical Debridement: Utilizes laser to quickly and precisely remove necrotic tissue; requires 
anesthesia.

● Mechanical Debridement: an inexpensive method involving dressing, hydrotherapy, or manual 
scrubbing; less used nowadays.

● Autolytic Debridement: Uses the body's enzymes and white blood cells, employing 
semi-occlusive dressings to maintain moisture.

● Enzymatic Chemical Debridement: Enzymes within a moist environment degrade necrotic 
tissue, requiring dressing changes.

● Sharp Instrument Debridement: A rapid but potentially painful method using scalpel, forceps, 
and scissors

Use of Topical Antibiotics: Employed based on offending microorganisms, examples include cadexomer 
iodine, gentamicin, metronidazole, mupirocin, polymyxin B sulfate, and silver sulfadiazine.

Incorporating these strategies and interventions effectively can significantly contribute to skin integrity 
maintenance and the prevention of skin breakdown, ultimately improving Client well-being and reducing 
associated healthcare costs.
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Utilizing Nursing Procedures and Psychomotor Skills When Caring for Clients with 
Immobility 

Nursing care encompasses all stages of the nursing process, including assessment, nursing diagnosis, 
planning, implementation, and evaluation.

In the assessment phase, nurses evaluate and reevaluate clients for existing and potential complications 
related to immobility, as discussed earlier in the section titled "Recognizing the Complications Arising 
from Immobility." Additionally, nurses assess clients' requirements regarding mobility, gait, strength, and 
motor skills, as elaborated upon in the section named "Assessing Client Mobility, Gait, Strength, and 
Motor Skills." The nursing diagnoses concerning immobility hazards and client mobility were also 
examined in the aforementioned sections.

Planning is based on identified actual and potential health problems, followed by the formulation of 
expected Client outcomes or goals and corresponding interventions. Some anticipated Client outcomes 
in relation to immobility and mobility encompass specific objectives, such as:

● The client will engage in an active range of motion exercises for all joints twice daily.

● The client will safely transition from the bed to a chair with assistance.

● The client will exhibit freedom from venous stasis.

● The client will demonstrate correct deep breathing and coughing techniques.

● The client will ambulate a distance of 30 feet three times daily using a walker, assisted by 
another person.

● The client will elevate their level of physical activity and exercise.

● The client will showcase proficient usage of their assistive device.

● The client will uphold skin integrity.

● The client will maintain adequate respiratory function.

The interventions for addressing immobility, focusing on systems prone to adverse effects due to 
immobility, encompass continuous Client monitoring, assessments, and reassessments for potential 
risks. These interventions encompass:

Urinary System: Ensuring sufficient fluid intake, monitoring, documenting, and evaluating the client's 
input and output to maintain a proper fluid balance. 

Gastrointestinal System: Promoting adequate hydration, encouraging a high-fiber diet, motivating 
out-of-bed activities like ambulation (unless contraindicated), and administering treatments like stool 
softeners, fiber supplements, enemas, and laxatives as prescribed. 
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Musculoskeletal System: Conducting range of motion exercises for all body parts, guiding muscle 
strengthening exercises including isotonic, isometric, and isokinetic exercises, utilizing aids for 
appropriate client positioning, and initiating early weight-bearing activities. 

Respiratory System: Motivating clients to perform deep breathing and coughing exercises and providing 
postural drainage, percussion, inspiratory respiratory exercises, and vibration techniques. Further details 
about these techniques will be explained in the following section. 

Circulatory System: Facilitating active or passive range of motion, positioning maneuvers, mobilization, 
leg exercises, and utilizing sequential compression devices or anti-embolism stockings. Moreover, 
initiating measures to prevent falls risk in immobilized clients affected by orthostatic hypotension 

Metabolic System: Encouraging a nutritious diet with sufficient protein content. 

Integumentary System: Ensuring proper nutrition, promoting fluid intake, regularly turning and 
repositioning clients every two hours, and maintaining clean, dry skin while avoiding pressure, friction, 
and shearing. 

Psychological Well-being: Providing appropriate stimulation, encouraging social interactions, arranging 
visits, and engaging clients in meaningful activities

Coughing, Deep Breathing, Incentive Spirometry, Postural Drainage, Percussion, 
Vibration, and Inspiratory Respiratory Exercises

Clients are actively encouraged to engage in several respiratory techniques, such as coughing, deep 
breathing, utilizing an incentive spirometer, and performing inspiratory respiratory exercises. 
Additionally, the nurse or certified respiratory therapist plays a crucial role in administering postural 
drainage, percussion, and vibration. These interventions collectively address and prevent the 
accumulation of respiratory secretions within the airways, a concern that arises due to immobility and 
various respiratory ailments.

Postural drainage, percussion, and vibration are commonly referred to as pulmonary hygiene 
measures and pulmonary physiotherapy techniques. Coughing, deep breathing, and incentive 
spirometry fall under the category of hyperinflation exercises, as they effectively hyperinflate the lungs. 
This inflation facilitates the loosening and mobilization of respiratory secretions. Importantly, these 
measures are not limited to immobilized clients; they are also pertinent for many post-operative 
individuals.

The procedure for deep breathing and coughing is outlined below:

1. Use a pillow or the hand to gently support any tender or painful abdominal areas.

2. Inhale deeply, using diaphragmatic breathing through the nose.

3. Exhale thoroughly through the mouth.

4. Repeat deep breathing three times.
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5. Initiate a cough after the third deep breath.

6. Repeat the cycle of coughing and deep breathing as required to effectively clear the airways.

An incentive spirometer is an effective tool to guide clients in mastering deep breathing and coughing 
techniques. This device comprises a plastic chamber with a ball, a mouthpiece, and tubing. The 
Client, in a semi-upright position or seated, places the mouthpiece securely and deeply inhales using 
diaphragmatic breathing. This action prompts the ball to rise to the designated goal level. Clients are 
encouraged to perform this process at least every two hours while awake, aiming for ten breaths per 
session.

Postural drainage involves specific positioning of the client to facilitate the drainage of respiratory 
secretions from various lung regions. Gravity aids in this process. For example, the client may be 
positioned prone and at a 45-degree Trendelenburg angle to drain the posterior bronchus. Similarly, 
lying on the left side helps drain the lateral bronchus.

Percussion is performed by the nurse or certified respiratory therapist. It entails cupping the hand 
and gently tapping the lung areas for about a minute while the client performs a deep inhalation, 
holding their breath when possible. This technique is often combined with postural drainage and 
requires the same positions mentioned earlier.

Vibration, akin to percussion, involves rapidly vibrating the lung area using the palm of the hand. This 
is done while the client is positioned for postural drainage.

Inspiratory respiratory exercises focus on strengthening the inspiratory muscles. The Client lies 
supine, comfortably relaxing, and takes deep breaths using a mouthpiece with progressively smaller 
lumens. This challenges the client to engage the diaphragm more forcefully, overcoming the resistance 
of the narrowing mouthpiece. The goal is to enhance respiratory muscle strength.

Applying, Maintaining, and Removing Orthopedic Devices for Client Care

Orthopedic care encompasses various devices, including traction devices, splints, braces, and casts, 
which nurses are responsible for applying, maintaining, and removing. These devices play a crucial role 
in managing fractures and promoting proper healing.

Traction: Enhancing Alignment and Alleviating Discomfort

Traction involves applying a pulling force to a body part. Its purposes include external fixation of 
fractures, maintaining anatomical alignment, reducing pain, and decreasing muscle spasms. There 
are two main categories of traction forces: inline (running) traction and balanced traction. Balanced 
traction utilizes the client's bodily weight to exert force, while inline traction exerts force along the 
bone's long axis and a single plane.

Three fundamental traction techniques include:

● Manual Traction: This technique involves manually applying force to align a fractured bone 
correctly before casting.
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● Skeletal Traction: A method of traction that requires the direct application of force through a pin 
that is surgically inserted into the bone.

● Skin Traction: The most commonly used type of traction, skin traction applies force through the 
skin covering the affected bone. Regular inspection of the skin under traction is crucial to 
prevent complications, which may include blistering, skin breakdown, and potential neurological 
or circulatory impairments.

Splints: Protection and Pain Relief

Splints protect soft tissue, reduce pain, prevent fat embolism, and minimize muscle spasms in limb 
fractures. Types like inflatable arm, Downey, and Sager splints are often applied by paramedics before 
reaching the emergency department. Splints also assist spinal immobilization, support articulating areas 
like knees, and aid recovery after joint procedures.

Braces: Providing Support and Alignment

Braces support and align different body parts. Neck, back, and elbow braces are commonly used to 
stabilize and protect affected areas.

Casts: Managing Fractures and Preventing Deformity

Casts treat fractures to prevent deformity. They can be made from plaster or fiberglass. Solid casts and 
bivalve casts, composed of two pieces, are common. Fiberglass casts are lighter, and bivalve casts 
accommodate swelling after traumatic fractures, preventing complications like compartment syndrome.

The proper application of a cast is of crucial importance to prevent skin damage and ensure client 
comfort. It's essential for casts to dry without external pressure to avoid the formation of creases, 
which can lead to neurological or circulatory impairments. A too-tight cast can result in a serious 
condition known as compartment syndrome. Symptoms of compartment syndrome include intense, 
unrelieved pain, a burning sensation, paresthesia (abnormal sensations), hypoesthesia (reduced 
sensitivity), pulselessness, and cool, pale skin. When compartment syndrome is suspected, prompt 
action is necessary, including cast removal and potential surgical interventions such as a fasciotomy.

Orthopedic devices, under the watchful eye of nurses, facilitate healing, alleviate pain, and ensure 
optimal recovery for clients with fractures.

Application and Maintenance of Devices to Enhance Venous Return

Compression stockings, also known as anti-embolism stockings or hoses, and automatic sequential 
compression devices are essential tools used to enhance venous return and prevent emboli formation. 
These outcomes can occur as a result of client immobilization and conditions like deep vein 
thrombosis. These devices are often prescribed following surgery and exert pressure on the lower 
extremities, as ordered by a physician and measured in millimeters of mercury.
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While compression stockings were once the standard choice, automatic sequential compression 
devices have largely replaced them in healthcare facilities. Nevertheless, compression stockings 
continue to hold value, particularly in non-clinical settings such as clients' homes.

Proper Application of Anti-Embolism Stockings

Properly applying anti-embolism stockings is a critical step in ensuring their effectiveness. This should 
be done while the client is in bed and before they attempt to stand. Similar to automatic sequential 
compression devices, compression stockings should be customized for each client, taking into account 
leg measurements and the prescribed pressure. These stockings are available in knee-high and 
thigh-high varieties.

To ensure their efficacy, it is crucial to gently and evenly pull the stockings over the legs, avoiding 
wrinkles or uneven pressure. Regular checks are necessary to maintain their proper placement and 
prevent wrinkling. Additionally, stockings should be removed daily for skin inspection, assessing color 
and warmth as potential signs of circulatory impairment.

Automatic Sequential Compression Devices

Automatic sequential compression devices consist of a pump, disposable single-client sleeves, and 
connecting hoses. These devices can accommodate leg and foot pressure with varying sleeves. Similar 
to compression hose, sequential compression sleeves are customized according to measurements and 
are available in knee-high and thigh-high options. Unlike continuous pressure from a compression hose, 
automatic sequential compression devices deliver intermittent pressure as set on the pump.

Just like with compression stockings, nurses must regularly assess the placement of sequential 
compression sleeves and remove them daily for skin inspection, checking color and warmth. Ensuring 
that these devices are effectively maintained maximizes their benefits in promoting venous return and 
preventing complications related to impaired circulation.

Educating Immobilized Clients on Proper Repositioning Techniques

It is crucial to educate immobilized clients about the correct methods for positioning and repositioning 
them in bed. This education should encompass the following aspects:

● Understanding the Need for Position Changes: Explain why frequent position changes are 
essential. Emphasize that changing positions prevents complications such as pressure ulcers 
and improves overall comfort and circulation.

● Learning Different Positions: Introduce the various positions that will be utilized, including 
turning from side to side and elevating the head slightly. Describe how these positions can 
alleviate pressure on specific body areas.

● Use of Supporting Devices: Discuss the use of pillows, bolsters, and other devices to maintain 
proper body alignment. Clarify how these tools aid in preventing discomfort and potential skin 
breakdown.
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● Client Participation: Teach clients how they can actively participate in position changes. 
Encourage techniques like bending knees and using heels to shift positions, making the process 
more comfortable.

● Maintaining a Safe Angle: Explain the importance of not exceeding a 30-degree angle while 
positioning to avoid undue pressure and skin issues.

● Recognizing and Reporting Discomfort: Educate clients about signs such as burning or 
soreness that may indicate the need for repositioning. Stress the importance of promptly 
reporting such sensations to nursing staff.

● Mechanical Lift Usage: If applicable, describe the purpose and procedure of using a mechanical 
lift for transferring. Ensure clients understand the benefits of these lifts and how to cooperate 
during the process.

● Lifting Team Explanation: If the facility has a lifting team, clarify its role and how it assists in 
safe and efficient repositioning. Highlight the collaborative effort between the team and nursing 
staff.

Empowering immobilized clients with this knowledge ensures their active involvement in maintaining 
their comfort and well-being during their recovery process.

Maintaining Proper Body Alignment in Di�erent Client Positions

Maintaining correct body alignment is crucial for optimal physiological functioning and overall comfort. 
Various Client positions can be utilized to achieve this alignment, each serving specific purposes:

● Lateral Position (Side-Lying): In this position, the client lies on their side with the uppermost 
knee bent and supported by a pillow. This promotes spinal alignment and prevents pressure on 
bony prominences.

● Fowler's Position (Sitting): The head of the bed is raised to elevate the upper body. This 
position is helpful for respiratory conditions, as it improves lung expansion and aids in breathing.

● Dorsal Recumbent Position (Supine Lying): The Client lies flat on their back with or without a 
pillow for head support. This position is suitable for examinations and procedures, and it ensures 
spinal alignment.

● Prone Position (Stomach Lying): Lying face down, this position is beneficial for clients with 
certain respiratory conditions and facilitates postural drainage.

● Sims or Semi-Prone Position: A slightly tilted side-lying position, the Sims position promotes 
comfort and effective drainage during procedures such as enemas.
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To maintain these positions and ensure proper alignment:

● Utilize Supportive Aids: Pillows, bolsters, and wedges can be placed strategically to support 
and maintain the correct alignment of various body parts.

● Choose Appropriate Supports: Select the right type and size of support aids to prevent 
discomfort and pressure points.

● Regularly Check Alignment: Periodically assess the client's alignment to ensure that they 
remain in the desired position. Adjust supports as needed.

● Educate Clients: If feasible, educate immobilized clients about proper positioning and the use 
of supportive aids to encourage their active participation.

By employing these different positions and using supportive aids, nurses can help clients maintain 
optimal body alignment, preventing potential complications and enhancing overall well-being.

Maintaining and Adjusting Traction Devices for Client Immobilization

Traction is a critical therapeutic intervention used to correct misaligned bones, particularly in cases of 
fractures. Muscular and tendinous forces around the fractured bone may lead to a shift in alignment, 
necessitating the use of traction to restore the bone to its original position. Traction entails the 
application of opposing forces to achieve realignment.

Key Considerations in Traction

Successful traction management involves adherence to the doctor's prescription, specifying the type 
and amount of force to be applied, and determining when it can be safely removed. The ultimate goal 
of traction is to achieve realignment and prepare the client for potential surgical intervention if required.

In the realm of traction, several methods are employed to realign bones. In this study guide, we will 
focus on three common types: finger traps, Buck's traction, and Bryant traction. Among these, Buck's 
Traction is of particular significance for NCLEX comprehension. Let's explore these traction methods 
briefly.
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Finger Traps Traction

Finger trap traction is employed to realign and immobilize fractures in the hand, wrist, or forearm. This 
method utilizes specialized finger traps, typically placed on the middle three fingers of the affected 
hand. Once the fingers are secured in the traps, manual or weighted force is applied to create 
alignment and traction. The aim of this technique is to provide stability and proper positioning for bone 
healing. Finger trap traction is often temporary, with healthcare providers frequently applying a splint 
post-alignment to provide ongoing support to the injured area.

Buck's Traction

Buck's traction is a continuous form of traction widely utilized for lower extremity fractures, particularly 
hip fractures. Clients undergoing Buck's traction wear a specialized boot or footwear designed with a 
pulley system. They usually lie in a supine position with the affected leg extended. The pulley system, 
augmented with added weights, continuously exerts a pulling force, aiding in the immobilization and 
alignment of the fractured limb. This method is commonly used to maintain proper positioning and 
minimize complications associated with hip and lower limb fractures. Buck's traction ensures a 
controlled and continuous force application for effective fracture management.

Bryant's Traction

Bryant's traction is primarily designed for pediatric clients with hip dislocation or developmental 
dysplasia of the hip (DDH). In this technique, the child lies on their back, and their legs are elevated 
over their head through a pulley system. The purpose of Bryant's traction is to gently reposition the hip 
joint and maintain the proper alignment, which is critical for infants and young children as they grow. 
This method is specifically tailored to treat hip conditions in this age group and forms part of a 
comprehensive approach to addressing developmental hip dysplasia in pediatric clients.

Nursing Assessment for Traction Clients

When assessing clients under traction, understanding the primary goal of this intervention, which is 
realignment, is essential. Nursing assessments play a pivotal role in ensuring the client's condition 
remains stable and that the treatment is effective. In this context, several aspects are particularly 
pertinent to traction clients.

● Neurovascular Assessment: Assessing a client's neurovascular status is a key focus when 
dealing with traction. It helps evaluate blood flow and nerve function. Key elements include:

○ Pain Assessment: Inquire about the pain's location, nature, and any changes since the 
injury. This guides pain management, which can involve opioids or non-opioid 
medications.

○ Pulse Check: Examine pulses, especially on the affected side, comparing them to the 
opposite side.

○ Examine Abnormal Body Temperature (Poikilothermia): Abnormal body temperature 
may indicate infection.
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○ Paralysis Assessment: Ensure there's no loss of movement by asking the client to move 
within their injury's limits.

○ Paresthesia Examination: Assess for paresthesia (tingling or numbness), as it provides 
crucial information about nerve function and helps identify potential nerve compression 
or damage, requiring prompt attention.

● Traction Alignment: A significant part of the assessment is confirming that the traction 
mechanism is correctly set up and that the client is maintaining proper alignment. If any 
deviations or shifts from the initial alignment are noted, it's essential to promptly notify the 
healthcare provider. Correct alignment is critical for successful healing, and any irregularities 
may indicate issues with the treatment or potential complications.

● Positioning: Traction clients should ideally be in a supine position or as close to it as possible. 
Maintaining the bed's head in a position lower than 30 degrees helps prevent skin shearing and 
breakdown, which is a significant concern in these cases. Ensuring proper positioning is 
essential to client comfort and safety.

● Weights and Traction Mechanism: Particular attention should be given to the weights used in 
traction, especially in methods like Buck's traction. The weights must hang freely, not touching 
the bed or floor, as this maintains the required tension. Additionally, inspecting the ropes or 
cords used to create the tension is essential. The rope should be taut and free from any 
fraying or damage. Any issues with the weights or ropes should be reported to healthcare 
providers.

● Skin Assessment: Regular skin assessments are critical to prevent skin breakdown. Focus on 
areas under straps and around pins, as these are prone to breakdown due to pressure. This 
assessment helps identify potential problems early, such as strap tightness or pin-related 
issues. Maintaining skin integrity is crucial to overall client well-being.

● Pin Site Care: Pin site care is a significant aspect of traction client care. Infection prevention is a 
primary concern when assessing pin sites. Look for signs such as changes in drainage, redness 
around the pins, loosening of pins, and tenting (skin raised around the pin), as these can 
indicate infection or other issues. When performing pin site care, it's vital to use one swab per 
pin to prevent cross-contamination.

To remember the key aspects of nursing care, you can use the mnemonic "TRACTION."

T - Temperature: Monitor extremities and overall body temperature for complications.

R - Ropes Hang Freely: Keep ropes unobstructed to maintain proper traction tension.

A - Alignment: Check alignment regularly for treatment success and to prevent complications.

C - Circulation Check: Assess the "5 P's—Pain, Pulse, Pallor, Paralysis, and Paresthesia" for adequate 
blood flow in the affected extremity.
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T - Type and Location of Fracture: Know fracture details for tailored care and safety.

I - Increase Fluid Intake: Encourage hydration to support healing and prevent complications.

O - Overhead Trapeze: Educate on repositioning with an overhead trapeze for client comfort.

N - No Weights on Bed or Floor: Secure weights to maintain consistent traction and avoid 
complications.

Client Education for Traction Care

In addition to providing comprehensive care to clients with traction, educating them about what to 
watch for and how to take care of themselves is essential. Here are some critical points to include in 
client education:

● Signs of Infection: Clients must recognize signs like redness, increased pain, swelling, warmth, 
or unusual discharge around the traction site, and report them promptly.

● Alignment Awareness: Stress the importance of maintaining proper bone alignment and the 
need to report any shifts or changes.

● Bleeding Precautions: For pelvic or femur fractures, educate clients about signs of excessive 
bleeding, like continuous wound bleeding or increased swelling. Promptly report any concerns to 
healthcare providers.

● Infection Prevention: Teach infection prevention, including keeping the traction site clean, 
adhering to hygiene, and following instructions for pin site care and medication.

● Follow-Up Appointments: Emphasize the importance of attending scheduled follow-up 
appointments for assessment, traction adjustment, and addressing concerns.

● Contact Information: Provide contact details for healthcare providers and instructions for 
seeking urgent medical attention if questions, unexpected changes, or assistance is needed.

Proper maintenance and careful adjustment of traction devices contribute to the success of 
immobilization treatment while minimizing the risk of complications. Close monitoring and timely 
interventions help ensure optimal outcomes for clients undergoing traction therapy.

Implementing Strategies to Enhance Circulation

In addition to the previously discussed methods, like anti-embolism stockings and sequential 
compression devices, several measures can be implemented to promote circulation and prevent 
complications related to immobility. These strategies include active or passive range of motion 
exercises, proper positioning and repositioning, and regular mobilization.

Range of Motion Exercises: Range of motion exercises can be classified as active, active-assisted, and 
passive. Clients capable of independent joint movement should be encouraged to perform an active 
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range of motion exercise multiple times a day to enhance circulation and maintain joint mobility. Nurses 
should monitor these clients to ensure correct exercise techniques and full joint movement.

For clients unable to perform exercises independently, nurses provide assistance with a range of motion 
exercises. In cases where clients are completely unable to participate, such as those in a coma, nurses 
administer a passive range of motion exercises to all joints to prevent joint contractures and improve 
circulation.

Positioning and Repositioning: Proper positioning and repositioning, as discussed earlier in 
"Maintaining the client's Correct Body Alignment," play a significant role in enhancing circulation, 
preserving musculoskeletal integrity, and preventing skin breakdown. Regularly adjusting the client's 
position to maintain anatomical alignment is crucial.

Regular Exercise and Mobilization: Routine exercise and mobilization routines further contribute to 
improved circulatory function and prevent complications associated with immobility, including muscle 
weakness and venous stasis. When mobility and ambulation are compromised due to muscular 
weakness, impaired gait, balance issues, or coordination problems, clients should receive rehabilitation 
and restorative care to facilitate safe mobilization and ambulation.

Guidelines for Implementation

● Client Education: Educate clients about the importance of range of motion exercises, proper 
positioning, and regular mobilization.

● Active Range of Motion: Encourage independent clients to perform active range of motion 
exercises multiple times a day. Ensure correct technique and full joint movement.

● Assisted Range of Motion: Assist clients with limited mobility in performing range of motion 
exercises. Use gentle and controlled movements.

● Passive Range of Motion: Administer passive range of motion exercises to clients unable to 
participate independently. Prevent joint stiffness and contractures.

● Proper Positioning: Emphasize the significance of proper positioning to prevent pressure ulcers 
and enhance circulation.

● Regular Repositioning: Reposition clients at regular intervals to maintain anatomical alignment. 
Use pillows and supports when necessary.

● Mobilization Plans: Develop personalized mobilization plans for clients with compromised 
mobility. Collaborate with physical therapists for rehabilitation strategies.

● Monitoring and Documentation: Regularly assess exercise performance, positioning, and 
mobility. Document interventions, Client responses, and any observed changes.
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By implementing these strategies, healthcare professionals can effectively promote circulation, maintain 
joint mobility, prevent complications of immobility, and contribute to the overall well-being of 
immobilized clients.

Implementing Strategies for Skin Integrity and Prevention of Skin Breakdown

Maintaining skin integrity and preventing skin breakdown are crucial aspects of caring for 
immobilized clients. Several interventions can be implemented to achieve these goals, including regular 
turning and repositioning, the use of specialized pressure-relieving mattresses, and avoiding pressure, 
friction, and shearing.

Turning and Repositioning: Regularly turning and repositioning immobilized clients is essential to 
distribute pressure and prevent localized pressure ulcers. Repositioning should be carried out at least 
every two hours to relieve pressure on vulnerable areas, such as bony prominences. Proper alignment 
and cushioning with pillows and supports during repositioning help minimize the risk of skin breakdown.

Pressure-Relieving Mattresses: Specialized pressure-relieving mattresses, also known as alternating 
pressure mattresses or air mattresses, are designed to continuously redistribute pressure across the 
body. These mattresses inflate and deflate various air cells to minimize prolonged pressure on specific 
areas. They are particularly effective for clients who are immobile for extended periods.

Avoiding Pressure, Friction, and Shearing: To prevent skin breakdown, it's important to avoid 
prolonged pressure on specific areas. Regularly check and adjust any medical devices, such as tubing 
and monitoring leads, to prevent them from causing pressure points. Friction and shearing forces should 
also be minimized, as these can contribute to skin damage. Use proper lifting techniques and assistive 
devices when moving or transferring clients to reduce friction and shearing.

Guidelines for Implementation

● Positioning Schedule: Develop a turning and repositioning schedule that ensures clients are 
moved at least every two hours. Adjust the schedule based on individual Client needs.

● Assistive Devices: Use pillows, cushions, and positioning aids to support proper alignment and 
reduce pressure on bony areas during repositioning.

● Pressure-Relieving Mattresses: Assess each client's risk of skin breakdown and consider using 
pressure-relieving mattresses when appropriate. Ensure proper inflation and adjustment of the 
mattress.

● Regular Skin Inspection: Perform routine skin assessments to identify areas of redness, 
irritation, or potential breakdown. Document any changes in skin condition.

● Moisture Management: Keep the skin clean and dry to prevent maceration. Address any 
incontinence promptly and provide appropriate hygiene measures.

● Communication with the client: Educate immobilized clients about the importance of 
repositioning, skin care, and pressure relief. Encourage them to communicate discomfort or 
changes in sensation.
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● Collaboration: Work with a multidisciplinary team, including wound care specialists and 
physical therapists, to develop and implement a comprehensive plan for skin integrity.

● Documentation: Record the repositioning schedule, skin assessments, interventions performed, 
and outcomes in the client's medical record.

Evaluating Client Responses to Immobility Prevention Interventions

The nurse plays a critical role in assessing and evaluating the client's responses to interventions aimed 
at preventing complications from immobility. By closely monitoring the client's progress, the nurse can 
determine whether the expected outcomes have been achieved. Here are the specific aspects that the 
nurse evaluates:

● Active Range of Motion: Assess whether the client is able to perform an active range of motion 
exercise on all joints as prescribed. Evaluate the client's joint mobility and any improvements in 
joint function.

● Safe Transfers: Observe the client's ability to transfer safely from the bed to a chair with 
assistance. Look for signs of discomfort, pain, or difficulty during the transfer.

● Venous Stasis: Monitor the client for any signs of venous stasis, such as edema, discoloration, or 
swelling in the lower extremities. Evaluate whether preventive measures have been successful 
in promoting circulation.

● Deep Breathing and Coughing: Assess the client's ability to demonstrate proper deep breathing 
and effective coughing techniques. Look for improvements in lung expansion and the ability to 
clear respiratory secretions.

● Ambulation and Physical Activity: Evaluate whether the client can successfully ambulate 30 
feet three times a day with assistance and a walker. Observe any improvements in mobility, 
strength, and coordination.

● Assistive Device Use: Determine whether the client is using their assistive device correctly 
while ambulating. Ensure that the client is safe and confident in using the device.

● Skin Integrity: Inspect the client's skin for any signs of breakdown, redness, or pressure ulcers. 
Evaluate whether the interventions have effectively prevented skin integrity issues.

● Respiratory Function: Monitor the client's respiratory status, including breathing patterns and 
oxygen saturation levels. Assess improvements in lung capacity and overall respiratory function.

● Overall Comfort and Well-Being: Communicate with the client to gather feedback on their 
comfort level and overall well-being. Address any concerns or challenges they may be 
experiencing.

Evaluation Process

● Assessment Data: Review the initial assessment data and compare it to current observations 
and measurements.
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● Client Feedback: Engage in open communication with the client to gather their feedback on 
their progress and any changes they have noticed.

● Clinical Observations: Use your clinical judgment to assess the client's physical and functional 
improvements based on your interactions and observations.

● Documentation: Document your findings, noting any improvements or areas that require further 
attention.

● Reassessment: Continuously reassess the client's responses to interventions over time to 
ensure that progress is sustained.

● Collaboration: Collaborate with other healthcare team members, such as physical therapists 
and physicians, to gather a comprehensive perspective on the client's progress.

By thoroughly evaluating the client's responses to interventions, the nurse can determine the 
effectiveness of the preventive measures and make necessary adjustments to the care plan to optimize 
the client's outcomes and well-being.

D. Nonpharmacological Comfort Interventions: Tailoring Care for Client 
Comfort

Some clients turn to nonpharmacological interventions, which encompass a diverse array of 
complementary, alternative, and integrative approaches. The range and abundance of these approaches 
are noteworthy. These interventions vary in their efficacy from client to client. Thus, alongside evaluating 
the necessity of these therapies, nurses also delve into the client's preferences regarding the specific 
therapies they desire. Illustrations of these alternative and complementary therapies that extend 
comfort to clients are discussed in more detail in Chapter 3:
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Applying your comprehensive understanding of client pathophysiology to nonpharmacological 
interventions holds immense significance. Vital to this is the evaluation of each client's requirements for 
pain management and the subsequent implementation of suitable comfort measures.

To address inflammation and swelling, a range of strategies are available, including the application of 
heat, cold, or limb elevation. Employing tools such as the pain scale and verbal reports equips you to 
gauge the effectiveness of these interventions. By combining your knowledge of the client's condition 
with these techniques, you contribute substantially to their holistic comfort and overall well-being.

Within this landscape of nonpharmacological approaches, homeopathy stands out. According to the 
American Society of Homeopathy, it is a holistic and natural approach to treating the sick. Homeopathic 
remedies are derived from natural sources and focus on treating the person as a whole rather than just 
the disease. Similarly, naturopathic medicine emphasizes self-healing through therapeutic methods. 
While these approaches can have benefits, it's essential to acknowledge that not all homeopathic 
practices are scientifically substantiated. The U.S. FDA acknowledges their safety, but not necessarily 
their effectiveness. Moreover, chiropractic services, like spinal manipulation, can be effective for chronic 
pain but require careful consideration for certain clients.

Among the various strategies, some worth highlighting include:

● Magnets: While not scientifically proven by the NIH, magnets are reported to reduce pain, 
particularly in cases of arthritis and fibromyalgia. However, caution is needed for clients with 
pacemakers or insulin pumps due to potential interference.

● Massage: A versatile approach, massage offers pain relief, stress reduction, and improved 
comfort and sleep, administered by professionals like licensed massage therapists or nurses.

● Meditation: Effective for stress, anxiety, and pain relief, meditation's inward focus can be 
spiritually enriching for some.

● Prayer: Scientifically recognized for its effectiveness in relieving stress, anxiety, and pain, prayer 
offers a religious dimension often distinct from meditation.

● Heat and Cold Applications: Both heat and cold effectively alleviate muscular pain, with 
application times capped at 10 minutes to maintain their benefits.

● Deep Breathing and Progressive Muscular Relaxation: These techniques tackle muscular 
tension, pain, and stress, providing relaxation and comfort.

● Distraction and Imagery: Turning attention away from stressors, distraction aids relaxation, as 
does imagery, which focuses on serene mental images.

● Biofeedback: Monitoring heart rate and blood pressure, biofeedback enhances stress and pain 
relief through visual reduction.

● Hypnosis and Self-Hypnosis: Inducing deep relaxation, hypnosis alleviates anxiety, stress, and 
pain.
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● Transcutaneous Nerve Stimulation (TENS): By altering pain pathways, TENS provides relief 
through low electrical impulses.

● Acupuncture and Acupressure: Derived from ancient Chinese practices, acupuncture and 
acupressure offer pain reduction through needle insertion and pressure, respectively.

● Reiki and Music Therapy: Reiki boosts the body's natural healing through energy field 
manipulation, while music therapy reduces stress and pain through various musical interactions.

● Mind-Body Exercises: Combining movement, meditation, and deep breathing, exercises like 
yoga and tai chi promote holistic well-being.

● Herbs, Minerals, and Supplements: Some offer safe and effective relief, while others may 
interfere with medications or pose risks. Assessing their compatibility with the client's regimen 
is vital.

Exploring Complementary Therapies: Integrative Health in Focus

Non-pharmacological interventions include a variety of approaches, such as complementary and 
alternative approaches. The National Center for Complementary and Integrative Health (NCCIH), a 
division of the National Institutes of Health (NIH), defines complementary therapies as 
non-mainstream practices employed alongside conventional medicine. In contrast, alternative 
therapies involve practices used instead of conventional treatments. It is important to note that 
integrative health encompasses the incorporation of complementary approaches into mainstream 
healthcare.

The potential benefits of integrative health are currently being reviewed. Some modalities have 
demonstrated their efficacy in aiding clients to manage symptoms stemming from conditions like 
cancer, persistent pain, chronic fatigue, fibromyalgia, and more, ultimately improving their overall quality 
of life. According to recent studies by the U.S. According to the Centers for Disease Control and 
Prevention (CDC), up to 38 percent of U.S. residents seek out complementary therapies.

However, it is crucial to understand that integrative health treatments are not intended to replace 
conventional medical care; rather, they are meant to complement it. Some therapies and products are 
not recommended for certain conditions or individuals. For instance, some supplements like ginkgo 
biloba can elevate the risk of bleeding or interact with traditional medications. Similarly, certain 
complementary therapies, such as acupuncture, pose infection risks. Therefore, nurses play a pivotal 
role in discussing the potential or ongoing use of complementary therapies with clients. 

Palliative Care: Empowering Compassionate Nursing

In the realm of healthcare, palliative care plays a pivotal role in addressing the physical, emotional, 
psychosocial, and spiritual needs of clients facing life-limiting illnesses. As part of an interdisciplinary 
team, nurses contribute significantly to the provision of high-quality hospice and palliative care. Here's 
how nurses assess the need for palliative care and support clients through this journey:
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● Understanding Palliative Care: Palliative care focuses on enhancing the quality of life for clients 
with life-limiting illnesses and their families. It involves pain and symptom management, 
emotional support, and spiritual care. As nurses, our role is to collaborate with the 
interdisciplinary team to provide comprehensive care that caters to the unique needs of each 
client.

● Assessment and Counseling: Identifying the need for palliative care begins with a thorough 
assessment. Nurses evaluate the physical, emotional, and psychological state of the client. This 
assessment is critical in understanding the individual's preferences and concerns, which guides 
the development of a personalized care plan. Additionally, nurses offer counseling to clients 
and their families, explaining the differences between palliative care and curative care. 
Educating them about the benefits of palliative care, such as pain relief and emotional support, 
empowers clients to make informed decisions.

● Collaboration and Comprehensive Care: Collaboration is essential in palliative care. Nurses 
work alongside physicians, social workers, psychologists, and other specialists to provide 
holistic care. By pooling our expertise, we address the multifaceted needs of clients. This 
collaborative approach ensures that pain and symptom management, emotional well-being, and 
spiritual support are integrated seamlessly.

● Evaluating Intervention Effectiveness: Nurses continuously assess the effectiveness of 
interventions in line with the client's goals. Pain management takes precedence, and decisions 
are made in alignment with the client's wishes. Striking a balance between comfort and avoiding 
unnecessary painful treatments is a delicate aspect of palliative care.

● Respecting Client Choices: Respecting a client's choices is at the heart of palliative care. 
Nurses ensure that the client's preferences are honored throughout their journey. Regular 
reviews of these preferences are necessary, as they may evolve over time. Providing support and 
guidance as clients navigate their options helps them feel in control of their care.

● End-of-Life Symptom Management: As clients approach the active dying phase, nurses play a 
critical role in ensuring appropriate symptom management. This phase requires meticulous 
attention to comfort, pain relief, and emotional support. Your expertise helps clients and their 
families navigate this sensitive time with dignity and compassion.

Assessing the Need for Pain Management: Understanding Pain and its Assessment

Pain is a complex phenomenon with historical, philosophical, and scientific dimensions. Over time, the 
understanding of pain has evolved from various perspectives. As nurses, comprehending these 
perspectives helps us assess the need for pain management and provide effective interventions. Here's 
how pain assessment and management are approached:

Historical and Philosophical Perspectives: Throughout history, pain has been viewed differently by 
philosophers and thinkers. From pain being perceived as a divine punishment to a lack of balance in the 
body's fluids, these perspectives were rooted in beliefs rather than scientific understanding. It was only 
with Descartes that the concept of pain being transmitted along nerves to the brain was introduced.
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Theories of Pain: Multiple theories have attempted to explain pain, from the Specificity Theory to the 
Neuromatrix Theory. The Specificity Theory considers pain as a unique sensation, while the Intensive 
Theory emphasizes pain as an emotional state. The Peripheral Pattern Theory and Neuromatrix Theory 
brought forth different viewpoints, acknowledging the psychological and social aspects of pain.

Gate Control Theory: Melzack and Wall's Gate Control Theory integrates sensory, cognitive, affective, 
and psychological responses to pain. This theory recognized the role of the brain's "gate" in facilitating or 
blocking pain transmission. Anxiety, endorphin levels, and beliefs play a crucial role in opening or 
closing this "gate."

Pain is categorized into various types based on duration and origin:

● Acute Pain: Lasting less than 3 months, acute pain serves as a physiological warning of a 
problem. It comes with sympathetic nervous system responses and resolves as the underlying 
issue is treated.

● Chronic Pain: Long-lasting and complex, chronic pain can be challenging to define and assess. It 
often leads to physical, emotional, and psychological changes.

● Neuropathic Pain: Characterized by burning and sharp sensations, neuropathic pain results 
from nervous system damage.

● Nociceptive Pain: Arising from injuries to tissues like skin, bones, and muscles, nociceptive pain 
includes somatic and radicular pain.

● Superficial and Deep Pain: Reflecting pain's location on the body, these terms describe 
whether pain is on the surface or deep within.

● Somatic Pain: A type of nociceptive pain that arises from injuries to the skin, bones, muscles, 
connective tissues, and joints.

● Visceral Pain: A type of nociceptive pain that originates in and around the organs of the body.

● Radicular Pain: Pain that radiates to the lower extremities due to transmission along the spinal 
nerve.

● Referred Pain: Pain that extends to an area of the body that is not the source of the pain.

● Diffused Pain: Widespread or generalized pain that is not localized to a specific area.

● Localized Pain: Pain that is limited to one specific, identifiable area of the body.

Assessment using PQRST: Nurses employ the PQRST method to assess pain:

● Precipitation: What triggers the pain?

● Quality: How does the pain feel?

● Region: Where is the pain located?
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● Severity and Symptoms: How intense is the pain? What other symptoms accompany it?

● Triggers and Timing: What worsens or alleviates the pain? When did it start, and how often does 
it occur?

Behavioral Signs and Scales: Pain assessment includes behavioral signs like insomnia, anorexia, and 
guarding. Observational pain scales, especially for pediatric clients, help assess non-verbal individuals. 
Pain scales like 0–10 or face scales offer tools for adults and cognitively impaired clients.

Misconceptions and Consequences: Misconceptions about pain and its management are common 
among clients. Dismissing pain as inevitable, fearing addiction to analgesics, or assuming neonates don't 
feel pain are examples. Addressing these misconceptions is vital to ensuring effective pain management.

Conclusion: Assessing the need for pain management is a nuanced process that involves understanding 
the multidimensional nature of pain. By comprehending historical perspectives, embracing pain theories, 
and utilizing assessment tools, nurses can accurately assess pain and implement tailored interventions. 
Effective pain management enhances the quality of life for clients and is a crucial aspect of 
compassionate care.

Recognizing Variations in Clients' Pain Perceptions and Responses

Clients' perceptions and responses to pain are diverse, influenced by an array of individual and 
contextual factors. As nurses, understanding these variations is vital for providing personalized pain 
management. Here's an exploration of the factors impacting pain perceptions and responses:

● Social Factors: Support systems play a pivotal role in pain experiences. Clients with strong 
social networks might cope better, while those lacking support may find pain more distressing. 
The presence of family and friends can alleviate emotional burdens associated with pain.

● Ethnic and Cultural Factors: Ethnicity and culture shape how pain is perceived and expressed. 
Cultural norms, beliefs, and practices can influence pain communication and management. 
Some cultures emphasize stoicism, while others openly express pain. Cultural competence is 
essential for understanding diverse pain experiences.

● Developmental Stage: Children, adolescents, adults, and the elderly have distinct perceptions 
of pain. The developmental stage impacts communication abilities and pain expression. 
Assessing pain appropriately for each age group ensures accurate understanding.

● Economic Factors: Economic status can affect pain management. Financial constraints might 
limit access to healthcare resources and pain treatments. Clients with financial stability may 
have more options for pain relief.

● Personal Definitions and Experiences: Individuals define pain based on personal experiences, 
which shape their pain responses. Previous encounters with pain, both positive and negative, 
influence expectations and coping strategies. Pain may carry different meanings for different 
clients.
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● Fatigue: It has the potential to intensify the experience of pain and make it more difficult for 
clients to effectively manage it. Therefore, nurses need to consider the presence of fatigue when 
assessing and addressing pain.

● Genetic Factors: Variations in one's genetic makeup play a role in determining pain sensitivity 
and responses. Genetic factors can lead to differences in pain thresholds, and some individuals 
may be genetically predisposed to chronic pain conditions.

● Fear and Anxiety: The presence of fear and anxiety can amplify the perception of pain. Clients 
who anticipate pain or are anxious about treatments may display increased sensitivity to pain. 
Addressing these emotional aspects is crucial for a thorough approach to pain management.

● Cognitive Functioning: Cognitive impairment, such as dementia, affects pain perception and 
communication. Clients with cognitive deficits may struggle to articulate their pain, leading to 
underdiagnosis and inadequate pain management.

The clients' perceptions and responses to pain are multifaceted and influenced by a wide range of 
factors. As nurses, acknowledging these variations enables us to provide tailored pain assessment and 
management. A holistic approach that considers social, cultural, developmental, and emotional aspects 
ensures optimal pain relief and supports clients' overall well-being.

Applying Pathophysiology to Nonpharmacological Comfort/Palliative Care 
Interventions

Understanding the pathophysiology of end-of-life symptoms is crucial for providing effective 
nonpharmacological comfort and palliative care interventions. Here's how knowledge of 
pathophysiology informs these interventions:

● Excessive Sleeping: Experiencing increased lethargy or excessive sleepiness is often a natural 
response as the body conserves energy towards the end of life. It's vital for nurses to inform 
family members about this common occurrence. Non-pharmacological interventions can include 
establishing a calm environment with soft lighting, playing soothing music, and encouraging 
family members to offer gentle support or be present, even when the client is asleep.

● Decreased Desire for Food and Fluids: Anorexia and decreased intake of food and fluids are 
common end-of-life manifestations. Understanding the body's decreased metabolism and 
altered digestive processes helps nurses guide families in respecting the client's choice to forgo 
forced feeding. The focus shifts from nourishment to providing mouth care and maintaining oral 
comfort.

● Incontinence of Bowels and Bladder: As the body weakens, control over bowels and bladder 
may diminish. Nurses should emphasize maintaining the client's dignity by ensuring cleanliness 
and dryness. Frequent changes of adult diapers and regular toileting can help manage 
incontinence-related discomfort.
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● Respiratory Secretions Congestion: The buildup of respiratory secretions can occur as a result 
of reduced cough reflexes and decreased swallowing ability. Understanding these physiological 
changes helps in implementing appropriate interventions, such as repositioning to aid drainage, 
using humidifiers to maintain moist airways, and offering gentle mouth care to alleviate dryness.

● Changes in Respiratory Patterns, Including Cheyne-Stokes Respiration: Cheyne-Stokes 
respiration is attributed to the brain's response to decreasing oxygen levels. Family members 
should be informed that this pattern is normal in the end-of-life phase and doesn't necessarily 
distress the client. Promoting a calm environment and reassuring family members can provide 
psychological comfort.

● Restlessness and Agitation: Restlessness may stem from various physiological factors. 
Addressing underlying causes like pain, hypoxia, or metabolic imbalances is crucial. 
Non-pharmacological interventions involve maintaining a soothing environment, gentle touch, 
providing reassurance, and employing relaxation techniques.

● Lack of Orientation: Cognitive changes can result from metabolic imbalances or reduced 
cerebral perfusion. Correcting reversible causes is essential. For unresolvable cases, frequent 
orientation by healthcare providers helps alleviate disorientation-related distress.

● Body Pallor and Coolness: Peripheral vasoconstriction and reduced blood flow lead to pallor 
and coolness. Educating families about these physical changes while maintaining comfortable 
room temperatures and using warm blankets can provide comfort.

● Social Withdrawal: Respecting the client's choice for solitude is vital. Educating families about 
this preference ensures they understand that social withdrawal isn't necessarily a sign of 
distress.

● Vision-Like Experiences: Knowledge of these experiences' prevalence can ease families' 
concerns. Nurses should reassure families that these experiences are often comforting and 
meaningful to clients.

● Saying Goodbye and Letting Go: Nurses should support clients and families during these 
emotional moments. Providing a peaceful environment and facilitating privacy for farewells 
allows for meaningful closure.

Providing Guidance to the Client Regarding Palliative Care Options 

Clients inherently possess the right to exercise their own autonomy and arrive at care choices 
independently, devoid of any undue influence from healthcare staff. A substantial number of clients in 
their final stages of life might lack awareness concerning palliative care and hospice services. They 
might be displaying certain indications and symptoms that align with a palliative care approach and 
corresponding interventions. Consequently, the nurse, in cooperation with fellow healthcare 
professionals, imparts knowledge to the client about palliative care, elucidating the distinctions between 
this approach and conventional curative care.
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Following this informative session and counseling, the client should be motivated to make a 
well-informed decision regarding their interest in receiving palliative care. Their choice should be based 
on a comprehensive understanding of the concept and its benefits for end-of-life clients. Once again, 
this consent-driven choice exclusively rests with the client and necessitates unwavering support and 
deference from both the nurse and the rest of the healthcare team, along with family members.

Honoring the Client's Preferences for Palliative Care 

Clients deserve to be fully informed about the intricacies of palliative care, affording them the chance to 
deliberate on an array of options. This informative process must encompass not only the advantages 
but also the potential drawbacks linked to various alternatives, mirroring the approach taken in all 
cases of informed consent.

Assisting Clients with Appropriate Management of End-of-Life Physical Symptoms

End-of-life care requires comprehensive attention to alleviate physical symptoms that clients may 
encounter. Various interventions cater to specific conditions and should be applied in conjunction with 
the client's preferences and choices.

Hypovolemic Shock Management: In managing hypovolemic shock, alongside addressing underlying 
causes like bleeding and dehydration, interventions such as intravenous fluid replacement with solutions 
like lactated Ringers, blood administration, blood components, plasma expanders, and adopting the 
Trendelenburg position can be beneficial.

Nonpharmacological Approaches Recap: Earlier in the "Applying a Knowledge of Pathophysiology to 
Nonpharmacological Comfort/Palliative Care Interventions" section, nonpharmacological interventions 
for symptom management at the end of life were discussed.

Continuing with physical symptom management, additional physical symptom management 
interventions will now be discussed and categorized by body system. Many of these interventions are 
relevant for clients at the end of life who are experiencing terminal cancer.

● Dehydration Management: Dehydration can arise due to decreased appetite and refusal of food 
and fluids near the end of life. Signs of moderate dehydration include dry skin, thirst, 
constipation, and reduced urine output, while severe dehydration might exhibit anuria, 
hypotension, delirium, and more. Some clients opt for interventions like fluid rehydration or 
parenteral nutrition, while others may decline. Interventions include ice chips for oral dryness, 
antipyretic medication for fever, and ensuring safety for dizziness and hypotension.

● Superior Vena Cava Syndrome: This syndrome stems from vena cava compression, typically 
caused by tumors. Symptoms encompass rapid respiratory rate, cyanosis, edema, and altered 
consciousness. Treatment varies based on severity and Client choices, potentially involving 
oxygen support, corticosteroids, and seizure precautions.

● Cardiac Tamponade: Fluid accumulation around the heart characterizes cardiac tamponade, 
impacting cardiac function. Symptoms include oliguria, narrow pulse pressure, and jugular vein 
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distention. Management may include addressing hypotension, oxygen, fluids, and sometimes 
pericardiocentesis.

● Septic Shock: Immunocompromised clients near the end of life are susceptible to septic shock. 
Indications comprise high temperature, confusion, and pulmonary edema. Treatments 
encompass fluid replacement, antibiotics, oxygen, mechanical ventilation, dialysis, and blood 
pressure-enhancing medications.

● Hypovolemic shock: This condition results from severe dehydration or significant fluid loss and 
requires treatment through intravenous fluid replacement, blood components, plasma 
expanders, and positioning the client in the Trendelenburg position.

● Hypercalcemia Management: Elevated blood calcium, known as hypercalcemia, is frequently 
observed near the end of life, particularly in clients with bone cancer. Symptoms may include 
anorexia, nausea, weakness, and pain. Managing hypercalcemia typically includes intravenous 
fluids, pain relief, diuretics, and other medications tailored to individual preferences and needs.

● Tumor Lysis Syndrome: This syndrome is prevalent in clients with aggressive tumors and 
involves the release of substances into the bloodstream. Symptoms may include lethargy, pain, 
and renal failure. Management often necessitates treatments such as dialysis, fluids, and 
medications.

● Increased Intracranial Pressure: Various causes, including head injuries and tumors, can 
elevate intracranial pressure. Symptoms comprise altered respiration, pulse pressure changes, 
and Cushing's signs. Management includes diuretics, anticonvulsants, corticosteroids, and 
addressing hypertension.

● Syndrome of Inappropriate Antidiuretic Hormone Secretion (SIADH): Clients with certain 
cancers are prone to SIADH, causing fluid retention. Symptoms encompass irritability, altered 
mental status, and hyponatremia. Management involves fluid intake, hypertonic fluids, and 
specific medications.

These interventions should be approached in line with the client's preferences and consent, aiming to 
enhance their comfort during the end-of-life phase.

Assessing Client Response to Nonpharmacological Interventions 

The assessment of client response to both nonpharmacological and pharmacological comfort measures 
is conducted with the same methodology. The evaluation centers around the predetermined expected 
outcomes that were established to gauge the client's comfort level and their alleviation of pain and 
discomfort.

Several anticipated outcomes are assessed to determine their achievement, including:

● Verbal Expression of Relief: Monitoring whether the client communicates a sense of pain relief 
following the implementation of progressive relaxation techniques
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● Numeric Pain Assessment Scale: Gauging whether the client's pain level decreases by a 
significant amount, such as a reduction of 4 points on a 1 to 10 numeric pain assessment scale.

● Demonstration of Techniques: Observing if the client effectively demonstrates techniques like 
meditation or other prescribed methods

● CRIES and FACES Pain Scales: Assessing infants and preschool-aged clients, respectively, to 
observe if their pain levels decrease based on the CRIES or FACES pain scale

● Enhanced Rest and Sleep: Noting whether cognitively impaired clients experience improved 
rest and sleep patterns, indicating relief from pain

● Response to Medications: Evaluating if the client experiences a decreased pain level after 
receiving ordered narcotic analgesics or non-steroidal anti-inflammatory drugs (NSAIDs).

● Knowledge Acquisition: Determining if the client can accurately list and describe at least five 
nonpharmacological pain control methods that they can independently employ for pain relief.

In essence, evaluating the client's response involves measuring their progress against the established 
criteria for comfort enhancement and pain reduction. Both nonpharmacological and pharmacological 
interventions are assessed using the same yardstick to ensure that the desired outcomes are being 
achieved effectively.

Assessing the Outcomes of Palliative Care Interventions 

The assessment of palliative care intervention outcomes entails comparing the client's present physical, 
psychological, social, and spiritual/religious condition with the initially established Client goals or 
anticipated outcomes. For instance:

● Verbalization of Knowledge: determines whether the client and family members have 
communicated an understanding of palliative care.

● Understanding of End-of-Life Signs: Observing whether the client and family members exhibit 
comprehension of end-of-life signs and symptoms

● Psychological Well-being: Assessing whether the client and family members demonstrate 
acceptance and absence of depression in relation to the approaching death.

● Physical Comfort: Ascertaining if the client is free from signs of respiratory distress, pain, and 
discomfort, as well as any indications of skin breakdown.

● Family Participation: Evaluating whether family members are actively engaged in the client's 
end-of-life care.

● Psychological and Emotional State: Ensuring that both the client and family members are 
devoid of psychological and emotional distress, including anger, hostility, and guilt.
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● Coping and Grief: Monitoring the effectiveness of the client and family members' coping 
mechanisms for managing grief and loss.

● Spiritual and Religious Needs: Verifying if the client's spiritual and/or religious needs are being 
met, alongside confirming a sense of connectedness and meaning.

● Freedom from Distress: Ensuring that the client and family members are not encountering 
spiritual or religious distress.

● Mental Health: Confirming that both the client and family members are free from depression, 
fear, and anxiety.

● Alignment with Choices: Confirming if the client's end-of-life choices are respected, supported, 
and accepted by family members.

● Agitation and Restlessness: Ensuring that the client is tranquil and not experiencing 
restlessness or agitation.

● Expression of Wishes: Verifying if the client's final wishes have been communicated to others 
and acknowledged by them.

These assessments encompass a holistic view of the client's well-being and the effectiveness of the 
palliative care interventions. By comparing the current state with the intended outcomes, healthcare 
professionals can gauge the success of their interventions and make necessary adjustments to optimize 
the client's comfort and quality of life during this crucial phase.

E. Nutrition and Oral Hydration: Nurturing Wellness Through Informed 
Care

A nurse's grasp of nutritional principles is paramount. Understanding the roles and functions of basic 
food groups, as well as the foods they encompass, is crucial:

● Carbohydrates are converted to energy-rich glucose. Sources include grains, fruits, milk, and 
sugary products. 

● Proteins support tissue building, repair, and bodily functions. Found in meat, fish, eggs, nuts, 
and legumes. 

● Fats provide energy, insulation, and vitamin storage. Derived from milk, oils, nuts, and select 
meats

Mastering general dietary guidelines and tailoring them to clients' life stages is vital. This extends to 
diets suited for specific conditions, like heart disease (low-fat, low-cholesterol foods). Your ability to 
apply math to nutrition is showcased in your BMI calculations.

Assessing clients' eating capacity involves historical data, Client inputs, nutritional screening, 
anthropometric measures (e.g., height, weight), BMI, BMR, body fat distribution, and lab results. 
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Hydration status and potential food/medication interactions warrant vigilance. Recognizing signs of 
edema and dehydration is key.

For those unable to eat autonomously, nutrition can be delivered via tube feedings (nasogastric, 
enterostomy, or percutaneous). Skill in maintaining tube insertion sites, monitoring for infection, and 
ensuring proper formula volume is essential. 

Mechanical/metabolic issues require intervention:

● Formula selection and adjustment 

● Skin care 

● Clogging prevention

● Aspiration avoidance

Continuous monitoring of weight, protein metrics, TLC, BUN, and creatinine levels is imperative to tailor 
dietary choices to the client's condition.

Understanding Nutrition and Hydration Essentials

Adequate nutrition involves the intake and effective utilization of water, essential nutrients, vitamins, 
and minerals to promote and sustain overall health and well-being.

Balanced Dietary Composition

A balanced diet should encompass all food groups, including fruits, vegetables, dairy products, protein 
sources, and grains, adhering to guidelines set by the United States Department of Agriculture.

Influences on Nutrition

Similar to other fundamental human needs such as waste elimination, nutrition can be adversely 
influenced by various factors and conditions, such as diseases and disorders like anorexia, nausea, 
vomiting, dysphagia, and malabsorption. Cultural and ethnic beliefs about nutrition and dietary 
choices, personal preferences, developmental stages, lifestyle decisions, economic constraints, 
psychological elements, and disorders like eating disorders, medications, and medical treatments like 
radiation therapy and chemotherapy can also impact nutritional status.

Key Nutrition and Hydration Terminology

Here are key nutrition and hydration terms for better understanding:

● Anabolism: One of the three processes in protein metabolism involving cells utilizing amino 
acids to build tissues. The other two aspects of protein metabolism are catabolism and nitrogen 
balance.

● Catabolism: A process within protein metabolism in which excess amino acids are broken down 
in tissues and the liver.

● Nitrogen balance: A measure reflecting the client's protein nutrition level, indicating the 
equilibrium between protein metabolism and nitrogen gains and losses.
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● Basal metabolism rate: A measurement indicating how efficiently the body meets energy 
demands through the metabolism of food.

● Body mass index: A measure used to assess body fat levels and determine if a client is 
overweight, retaining fluids, or within a suitable range for their height and weight.

● Calorie: A unit of measurement for heat and energy. Caloric content varies across food groups, 
with fat containing 9 calories per gram and protein and carbohydrates containing 4 calories per 
gram.

● Complete protein: A protein source that contains all essential amino acids, along with some 
non-essential ones. Examples include poultry, meats, fish, and eggs.

● Incomplete protein: A protein source that lacks one or more essential amino acids. Vegetables 
are an example of incomplete proteins.

● Essential amino acids: These amino acids are not synthesized by the body and must be 
obtained through diet. The nine essential amino acids are tryptophan, valine, methionine, 
phenylalanine, histidine, leucine, threonine, isoleucine, and lysine.

● Nonessential amino acids: Amino acids that are synthesized by the body, including cystine, 
glutamic acid, alanine, aspartic acid, proline, serine, hydroxyproline, and tyrosine.

● Dysphagia: This refers to difficulty swallowing. It can arise from anatomical structures or 
neurological issues.

● Fat-soluble vitamins: These vitamins, including A, D, E, and K, can be stored in the body. 
Excessive accumulation can lead to overdose due to storage.

● Water soluble vitamins: Vitamins such as B and C, classified as water soluble, cannot be stored 
by the body and need consistent intake.

Understanding these terms aids in comprehending the nuances of nutrition and hydration.

Assessing the Client's Eating Ability and Nutritional Status

The adequacy of nutrition hinges on the client's capacity to eat, chew, and swallow effectively. Apart 
from conducting a comprehensive evaluation of the client's present nutritional status, nurses also gather 
information that can indicate the potential for or existence of nutritional deficits. This evaluation 
involves the collection and analysis of both subjective and objective data. For instance, the A, B, C, and 
Ds of a nutritional assessment are utilized, along with standardized tools like the client Generated 
Subjective Global Assessment and the Nutrition Screening Inventory. The A, B, C, and Ds of nutritional 
assessment comprise:

● A: Anthropometric Data: This involves measurements such as height, weight, body mass index, 
mid-arm circumference, and triceps skinfold.
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● B: Biochemical Data: Laboratory results including serum albumin, hemoglobin, urinary 
creatinine, and serum transferrin.

● C: Clinical Data: The condition of the client's skin, level of activity, and mucous membrane 
health.

● D: Dietary Data: This encompasses the client's self-reported food and fluid intake over the past 
24 hours, as well as their typical dietary preferences.

Numerous factors influence a client's nutrition, nutritional status, and eating capabilities. These factors 
encompass:

● Health Level

● Psychological Influences and Disorders

● Ethnicity

● Culture

● Personal Preferences

● Religious Practices and Rituals

● Gender

● Developmental Stage

● Lifestyle Choices

● Personal Beliefs Regarding Food

● Medications

● Therapeutic Treatments

● Economic Status

● Socioeconomic Factors, including food 
access (e.g., living in a food desert)

● Swallowing Disorders

● Chewing Disorders

● Dentition

Swallowing disorders, chewing difficulties, and dental problems can hinder a client's mechanical 
ability to eat. For instance, clients with impaired chewing capabilities due to trigeminal nerve damage 
may face nutritional challenges similar to those at risk due to:

● Poor Dentition and Ill-Fitting Dentures

● Inability to Swallow from Dysphagia (Swallowing Disorder)

● Anatomical Structures

● Side Effects of Cancer Therapeutic Radiation Therapy

● Neurological deficiencies Impacting Swallowing

Clients with swallowing disorders are often evaluated and treated by a multidisciplinary team comprising 
speech and language therapists, dietitians, nurses, and other healthcare professionals. Clients with 
dental issues can receive assistance from dental experts, nurses, and dietitians for properly fitted 
dentures and special diets that include pureed foods and thickened liquids to avoid aspiration.
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Assessing Potential Food and Medication Interactions for the Client

The nutritional status of a client can be significantly influenced by medications. Certain medications 
disrupt the digestive process and interact with specific foods.

Several medications impact a client's nutritional status. Thiazide diuretic medications, for instance, can 
impede the absorption of vitamin B12. Similarly, acetylsalicylic acid (Aspirin) can diminish the 
availability of vitamin C, potassium, amino acids, and glucose in the body, as it leads to the excessive 
excretion of these substances.

Medication interactions extend to various types, encompassing foods, herbs, and supplements, 
including over-the-counter options. These interactions can be either synergistic, enhancing the 
medication's effects, or antagonistic, inhibiting its therapeutic outcomes. For instance, certain 
interactions can intensify a medication's impact, while others can neutralize or hinder its effects.

For example, individuals on anticoagulants like warfarin are advised to steer clear of vegetables 
containing vitamin K, which acts as an antagonist to warfarin. This caution helps manage the potential 
interference between the medication and nutrient intake, maintaining the medication's intended effects.

MAOI Food Restrictions and Interactions

Monoamine Oxidase Inhibitors (MAOIs) are a class of antidepressant medications that work by 
inhibiting the activity of monoamine oxidase enzymes, which break down neurotransmitters like 
serotonin, dopamine, and norepinephrine in the brain. While MAOIs can be effective in treating certain 
types of depression and anxiety disorders, they come with dietary restrictions and potential interactions 
with specific foods and drugs. These restrictions are essential to avoid dangerous side effects and 
complications.

Common dietary restrictions for individuals on MAOIs include:

● Tyramine-Rich Foods: Tyramine is a compound found in various foods and beverages. When 
combined with MAOIs, it can lead to hypertensive crises. Foods to avoid or limit include aged 
cheeses (e.g., cheddar, parmesan), processed meats (e.g., pepperoni, salami), fermented and 
pickled foods, some soy products, and certain alcoholic beverages (e.g., red wine and beer). 
Clients should be advised to consult their healthcare provider for a complete list of 
tyramine-containing foods and appropriate dietary choices.

● Caffeine and Other Stimulants: MAOIs can potentiate the stimulant effects of caffeine and 
other substances like amphetamines. It's recommended to limit caffeine intake and avoid 
excessive use of stimulants.

● Yeast Extracts: Certain yeast extracts and extracts used in flavorings may contain tyramine. 
Clients should check food labels for these ingredients.
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Respecting Client Preferences and Dietary Restrictions

As previously highlighted, a variety of factors can influence a client's dietary preferences and choices, 
affecting the types and amounts of foods they wish to consume. These factors can encompass a range of 
dimensions, including individual preferences unrelated to specific practices. For instance, a client might 
simply express a desire for a turkey sandwich, which can be accommodated if available and compatible 
with the client's therapeutic dietary requirements.

Challenges may arise when a client faces dietary restrictions. For example, some individuals may prefer 
fried foods like fried chicken rather than healthier alternatives like broiled or baked chicken, which could 
be a preference unrelated to their geographical location. Adjustments may be necessary when a client 
faces health challenges such as high cholesterol levels. Similarly, individuals who follow a vegetarian 
diet might need to address potential protein deficiencies, which would require dietary modifications. In 
such cases, it's important to engage in a thorough discussion and exploration with the client to find 
alternative choices that align with their preferences and dietary requirements.

Furthermore, educating both the client and their family about the modified diet and its significance for 
the client's health status is pivotal. This understanding plays a vital role in ensuring adherence to the 
dietary plan, ultimately contributing to the client's improved overall health and well-being.

Monitoring and Managing Hydration Status

Hydration status is a critical aspect of a client's overall health and well-being. Familiarity with the 
following terms and concepts related to hydration is essential for the NCLEX-LPN examination:

● Intracellular Fluids: Fluids present within cells comprise about two-thirds of total bodily fluids. 

● Extracellular Fluids: Fluids located outside of cells, including intravascular fluids within vessels 
and interstitial fluids around cells. 

● Electrolytes: Electrically charged salts in the body, encompassing cations (positively charged) 
and anions (negatively charged). 

● Diffusion: Molecules move from areas of high concentration to low concentration across 
semipermeable membranes. 

● Osmosis: Water moves from high to low concentration areas across membranes. 

● Filtration: Solutes and fluids move from high to low concentration areas across membranes.

Fluid Imbalances

Fluid imbalances are categorized as deficits and excesses and can be influenced by various factors, 
including age, gender, medications, illnesses, environmental conditions, and lifestyle choices. Vulnerable 
populations, such as the elderly and infants, are at higher risk due to specific physiological factors. For 
instance:
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● Aging-related changes can diminish thirst perception and alter fluid and electrolyte responses in 
the elderly.

● Infants have rapid respiratory rates that increase fluid losses.

● Clients with bladder control problems may limit fluid intake, raising their risk of dehydration. 
Balancing hydration and symptom management is essential.

Hypervolemia (Fluid Excess)

Hypervolemia occurs when fluid retention surpasses fluid losses. Risk factors include poor renal 
function, certain medications, excessive sodium intake, and heart and hepatic failure. Signs and 
symptoms of hypervolemia include:

● Swelling (edema): This is a hallmark symptom of hypervolemia and is often most noticeable in 
the feet, ankles, wrists, and face. It occurs because of the accumulation of excess fluid in the 
body's tissues. Healthcare professionals often employ a grading system, typically ranging from 
1+ to 4+, to assess pitting edema, which helps quantify the depth and severity of fluid retention.

● Discomfort: It can present in various forms, including cramping, headaches, and stomach 
bloating, with the exact nature and location of discomfort varying among individuals.

● High Blood Pressure: The excess fluid in the bloodstream can increase blood pressure, which 
may contribute to hypertension or exacerbate pre-existing high blood pressure.

● Shortness of Breath: As excess fluid enters the lungs, it can interfere with normal breathing, 
leading to shortness of breath. This can be particularly concerning and may require immediate 
medical attention.

● Heart Problems: Hypervolemia can affect the heart in several ways. Excess fluid can alter heart 
rate, strain the heart muscles, and potentially lead to an enlarged heart. This can result in 
symptoms like palpitations, chest pain, and even heart failure.

● Increased Weight: Excess fluid retention can lead to a temporary increase in body weight. This 
is primarily due to the additional water in the body, rather than fat gain.

Hypovolemia (Fluid Deficiency)

Hypovolemia, also known as dehydration, occurs when fluid loss exceeds fluid intake. Causes can 
include vomiting, diarrhea, fever, and medication effects. Mild to moderate dehydration symptoms 
include:

● Dizziness when standing: Orthostatic hypotension, or a drop in blood pressure when standing 
up, can lead to dizziness or lightheadedness.

● Dry skin and dry mouth: Dehydration can cause dry skin and a dry or sticky feeling in the 
mouth.
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● Feeling tired (fatigue) or weak: A lack of adequate blood volume can lead to feelings of fatigue 
and weakness.

● Muscle cramps: Electrolyte imbalances resulting from fluid loss can cause muscle cramps.

● Unable to pee (urinate) or the color of your urine is darker than normal: Reduced urine output 
or dark, concentrated urine can be a sign of dehydration

Severe Symptoms of Hypovolemic Shock

● Confusion: Severe hypovolemia can lead to mental confusion or altered consciousness.

● Difficulty breathing or fast breathing: Rapid, shallow breathing may occur as the body 
attempts to compensate for the lack of oxygen-carrying blood.

● Excessive sweating: The body may respond to hypovolemia by excessively sweating as it tries 
to cool itself down.

● Losing consciousness: In severe cases, hypovolemic shock can lead to loss of consciousness.

● Low blood pressure: Hypovolemic shock is characterized by dangerously low blood pressure, 
which can be life-threatening.

● Low body temperature: Hypovolemic shock can result in a drop in body temperature, leading to 
hypothermia.

● Pale skin tone or a blue tone to the skin and lips (cyanosis): In severe cases, there may be a 
noticeable bluish or pale discoloration of the skin, especially in the extremities and lips, due to 
poor oxygenation.

Maintaining fluid balance is essential for a client's health. Understanding these terms and their 
implications empowers nurses to effectively monitor and manage hydration status in diverse clinical 
scenarios.

Implementing Calorie Tracking for Clients

Calorie tracking is a valuable tool for individuals aiming to manage their weight, whether it's for weight 
loss or weight gain. Understanding the caloric content of different macronutrients (protein, fat, and 
carbohydrates) empowers clients to make informed dietary choices.

The calorie content per gram of macronutrients serves as a foundation for calorie tracking: protein 
contains 4 calories per gram, fat provides 9 calories per gram, and carbohydrates deliver 4 calories per 
gram.

Clients can effectively count calories by following these steps:

1. Weighing Food: To calculate calories, weigh the food item in grams. For instance, if a client 
plans to consume 14 grams of plain tuna fish, this weight is essential for calorie calculations.
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2. Caloric Calculation: Multiply the weight of the food (in grams) by the caloric content of the 
respective macronutrient. For instance, for 14 grams of plain tuna fish (protein), multiply 14 by 4 
calories per gram, resulting in 56 calories.

3. Simplified Approach: Instead of weighing food and performing manual calculations, reading 
food labels provides a simpler option. Pre-packaged foods often display nutritional information, 
including the total calories per serving. For example, if a package of chicken nuggets contains 
2500 calories and has 3 servings, each serving equates to approximately 833 calories when 
consuming 1/3 of the package.

Understanding calorie content empowers individuals to make healthier dietary choices aligned with their 
goals. Whether they're striving for weight loss or weight gain, calorie tracking supports informed 
decision-making and enables clients to take charge of their nutritional intake.

Utilizing Mathematics in Client Nutrition Assessment

Mathematics plays a crucial role in evaluating various aspects of a client's nutritional status, such as 
body mass index (BMI) and ideal body weight calculations. These calculations provide insights into a 
client's health and guide nutritional recommendations.

Body Mass Index (BMI): BMI is determined by the client's weight in kilograms divided by the square of 
their height in meters. The formula is:

BMI = weight (kg) / height (m)^2

For instance, for a client weighing 75 kg and having a height of 1.72 meters:

BMI = 75 kg / (1.72 m * 1.72 m) = 25.3 (approximately)

Ideal Body Weight: Ideal body weight can be calculated based on height, weight, and body frame size. 
Different formulas apply for individuals with small, medium, and large body builds:

For Females:

● Medium body build: 100 lbs for 5 feet + 5 lbs for each additional inch

● Small body build: 100 lbs for 5 feet + 5 lbs for each additional inch - 10% of weight

● Large body build: 100 lbs for 5 feet + 5 lbs for each additional inch + 10% of weight

For Males:
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● Medium body build: 106 lbs for 5 feet + 6 lbs for each additional inch

● Small body build: 106 lbs for 5 feet + 6 lbs for each additional inch - 10% of weight

● Large body build: 106 lbs for 5 feet + 6 lbs for each additional inch + 10% of weight

These mathematical calculations aid in assessing a client's nutritional status and setting goals for weight 
management. By applying mathematical principles, healthcare professionals can tailor dietary 
recommendations to help clients achieve optimal health outcomes.

Managing Client's Nutritional Intake for Weight Management

Clients' nutritional needs can vary widely, and healthcare professionals play a pivotal role in assisting 
clients in achieving and maintaining a balanced and healthy diet. Weight management is a key aspect of 
nutritional care, whether it involves weight reduction or weight gain. However, all clients should focus on 
adopting healthy eating habits that incorporate all food groups rather than resorting to fad diets or 
extreme weight reduction strategies.

Weight Reduction

For overweight clients, it's important to emphasize gradual and sustainable weight loss through adopting 
healthier eating patterns and lifestyle changes. Drastic diets are not effective in the long term. A 
successful approach involves collaborating with a registered dietitian and focusing on portion control, 
balanced nutrient intake, and increased physical activity.

Weight Gain

Certain clients, particularly those recovering from illnesses accompanied by symptoms like nausea, 
vomiting, or anorexia, may need to be encouraged to gain weight. Such clients may require personalized 
meal plans with preferred foods as well as supplements and appetite-stimulating medications if 
necessary. The goal is to provide adequate nutrients and calories to support the recovery process.

Monitoring and Assessment 

Regular monitoring of a client's weight and body mass index (BMI) is essential for tracking progress and 
ensuring optimal health. BMI calculations help categorize weight status. According to the U.S. 
Department of Health and Human Services:

● BMI < 18.5: Underweight

● BMI 18.5–24.9: Normal weight

● BMI 25–29.9: Overweight

● BMI 30–39.9: Obese

● BMI ≥ 40: Extremely obese

Healthcare providers should interpret BMI values in the context of an individual's overall health and 
consider other factors such as muscle mass and body composition. In all cases, the approach should be 
individualized, promoting a balanced diet, appropriate portion sizes, and sustainable lifestyle changes. 
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Collaboration among healthcare professionals, including nurses and registered dietitians, is crucial to 
developing effective nutritional plans tailored to each client's unique needs and goals.

Fostering Client Independence in Eating

Healthcare professionals have a crucial role in empowering clients to maintain their independence in 
daily activities, including eating. By identifying each client's unique abilities and challenges, nurses and 
the healthcare team can implement various strategies and assistive devices that facilitate independent 
eating.

Assistive Devices to Promote Independence:

● Weighted plates: Provide stability, making it easier for clients with limited dexterity or tremors 
to scoop food onto utensils without the plate moving excessively.

● Scoop Dishes: These dishes have a sloped design that assists clients in pushing food onto 
utensils, reducing the need for precise hand movements.

● Food Guards: Placed around the edges of the plate, food guards prevent food from falling off 
and make scooping easier for clients with difficulty controlling utensils.

● Assistive Utensils: Specialized utensils with ergonomic handles or built-up grips are designed to 
enhance grip and control for individuals with limited hand strength or coordination.

● Weighted and Tip-Proof Drinking Glasses and Cups: Weighted glasses and cups are designed 
to resist tipping over, reducing the risk of spills and increasing independence for clients with 
shaky hands or mobility challenges.

● Adaptive Cutlery: Utensils with specially designed handles and modifications, such as angled 
forks or knives with serrated edges, can help clients who have difficulty grasping standard 
utensils.

These assistive devices not only promote independence but also contribute to a sense of dignity and 
control for clients who may have physical limitations. Healthcare professionals should assess each 
client's specific needs and preferences to determine the most suitable assistive devices. Additionally, 
providing education and training to clients and their caregivers on the proper use of these devices is 
essential to maximize their effectiveness and enhance the client's overall eating experience.

By tailoring interventions to individual clients and encouraging their active participation, nurses 
contribute to improving clients' quality of life and supporting their overall well-being.

Providing and Customizing Special Diets Based on Client Needs and Cultural 
Sensitivity

In healthcare, special diets are essential tools for addressing the various health conditions and 
nutritional needs of clients. However, it's important to recognize that these diets must not only align with 
medical requirements but also respect clients' cultural backgrounds, religious beliefs, and personal 

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                365



preferences. Below are some common therapeutic special diets, their indications, and the importance of 
cultural considerations:

Diet Type Indications Components Cultural Considerations

Clear Fluid Diet
Post-operative recovery, 
diagnostic tests, acute 
illnesses

Clear fluids like broth, 
juices, tea, ginger ale, and 
Jell-O 

Adapt the choice of clear 
fluids to align with the 
client's cultural preferences 
and dietary restrictions.

Full Fluid Diet
Transition from clear 
fluids, gastrointestinal 
issues

All clear fluids, plus milk, 
fruit juices, yogurt, and 
pudding

Incorporate culturally 
familiar fluids that fit within 
the guidelines of a full fluid 
diet.

Low Sodium Diet Renal, cardiac, and liver 
conditions

Limited sodium intake, 
avoiding processed and 
high-sodium foods

Modify the diet to include 
culturally relevant 
low-sodium foods and 
seasonings.

Diabetic Diet Diabetes management Carbohydrate control to 
manage blood sugar levels

Choose carbohydrate 
sources that are commonly 
consumed in the client's 
culture and educate them 
about portion control.

High Protein Diet Muscle wasting, renal 
issues

Protein-rich foods like meat, 
fish, eggs, and dairy

Select protein sources that 
are culturally accepted and 
integrate them into the diet 
plan.

Low Cholesterol 
Diet Cardiovascular health Limit cholesterol and 

saturated fats

Replace high-cholesterol 
foods with culturally 
appropriate alternatives.

High Fiber Diet Digestive issues, 
constipation

Fiber-rich foods like fruits, 
vegetables, and whole 
grains

Incorporate fiber-rich foods 
that are commonly 
consumed in the client's 
culture.

Cultural Sensitivity in Special Diets

● Assess Cultural Preferences: Understand the client's cultural and religious dietary practices 
and preferences.

● Educate: Explain the therapeutic diet in the context of their culture and discuss suitable 
substitutions.

● Collaborate: Work with a registered dietitian to modify the diet while considering cultural needs.

● Offer Choices: Provide options that align with the diet restrictions while respecting cultural 
tastes.
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● Acknowledge Beliefs: Respect religious fasting periods and dietary restrictions, and adapt the 
diet accordingly.

By combining medical expertise with cultural sensitivity, healthcare professionals can design special 
diets that address clients' health needs while preserving their cultural identity and preferences. This 
approach promotes better adherence to dietary recommendations and enhances overall well-being.

Administering Nutritional Supplements as Required

In the realm of healthcare, nutritional supplements play a crucial role in ensuring that clients receive 
the essential nutrients their bodies require. These supplements, such as high protein drinks like Boost 
and Ensure, are available in various flavors like chocolate, vanilla, and strawberry, catering to diverse 
preferences. Healthcare providers are entrusted with the task of ensuring that clients adhere to 
prescribed supplement regimens for their optimal health. Here's how to effectively manage nutritional 
supplements:

Doctor's Orders and Flavor Preferences

● Following Doctor's Orders: Adherence to the doctor's prescribed supplement regimen is 
paramount for the client's well-being. It's essential to ensure that clients are aware of the 
specific nutritional supplement, the recommended intake, and the schedule for consumption.

● Accommodating Flavor Preferences: Understanding that personal preferences matter, 
healthcare providers should strive to accommodate clients' flavor choices whenever possible. 
Offering a choice among available flavors can encourage compliance and make the experience 
more enjoyable for the client.

Encouraging Compliance

● Education: Explaining the importance of nutritional supplements to the client's overall health 
can motivate compliance. Emphasize how these supplements contribute to meeting their 
nutritional needs and supporting their recovery.

● Routine Integration: Incorporate the supplements into the client's daily routine. This could 
involve aligning supplement intake with meals or specific times of day.

● Positive Reinforcement: Recognize and celebrate the client's commitment to taking their 
nutritional supplements. Positive reinforcement can foster a sense of accomplishment and 
encourage continued compliance.

Monitoring and Adjustment

● Regular Assessment: Healthcare providers should monitor the client's response to the 
supplements. Assess changes in weight, energy levels, and overall well-being to determine the 
effectiveness of the supplementation plan.
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● Collaboration: Collaborate with registered dietitians to evaluate the client's nutritional status 
and make necessary adjustments to the supplement regimen as their needs evolve.

Client Empowerment

● Open Communication: Encourage clients to communicate any challenges or concerns they 
might have about taking the supplements. Addressing these issues can help find solutions that 
enhance compliance.

● Educational Resources: Provide informational materials that highlight the benefits of nutritional 
supplements, addressing common myths or misconceptions.

● Informed Decision-Making: Involve clients in decisions about their nutritional intake, 
empowering them to take an active role in their own health.

By effectively managing and administering nutritional supplements, healthcare providers play a vital role 
in promoting clients' well-being and supporting their recovery. This involves understanding individual 
preferences, providing education, fostering compliance, and maintaining open communication 
throughout the process.

Administering Enteral Nutrition Through Tube Feedings

Enteral nutrition plays a pivotal role in providing essential nutrients to clients who are unable to meet 
their dietary needs through oral intake. This method is particularly relevant for clients affected by 
various health conditions such as gastrointestinal disorders, swallowing difficulties, or illnesses like 
inflammatory bowel disease, anorexia, chemotherapy, and radiation therapy. Enteral nutrition can be 
administered continuously, intermittently, as bolus feedings, or as a supplement alongside oral 
feedings. The procedure involves a range of tubes, each with specific applications, and requires careful 
monitoring and intervention to prevent complications.

Types of Enteral Tubes

● Nasogastric (NG) Tube: Inserted through the nose and ends in the stomach.

● Nasojejunal Tube: Placed through the nose, it terminates in the jejunum.

● Nasointestinal Tube: Passed through the nose and positioned in the intestine

● Nasoduodenal Tube: Introduced through the nose, it terminates in the duodenum.

● Jejunostomy Tube: Surgically placed directly into the jejunum

● Gastrostomy Tube: Surgically inserted directly into the stomach.

● Percutaneous Endoscopic Gastrostomy (PEG) Tube: Surgically implanted in the stomach 
through endoscopy

Administering Continuous Tube Feedings
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● Utilize a Pump: Similar to an intravenous infusion pump, it controls the feeding rate over a 
24-hour period.

● Monitor Residual Volume: Aspirate, measure, and record residual volume every 6 hours.

● Maintain Upright Position: Keep the client at a 30-degree upright angle during continuous 
feedings and for an hour after intermittent feedings.

Administering Intermittent Tube Feedings

● Timing: Given every 4 to 6 hours, lasting up to an hour.

● Residual Volume Check: Aspirate, measure, and record residual volume before each feeding.

● Flushing: Flush the tube with 30 mL of water before and after each feeding and before and after 
medication administration.

Administering Bolus Tube Feedings

● Syringe Feeding: Use a large syringe for feedings, given up to six times a day in 15-minute 
intervals.

● Volume Limit: Administer 200 to 400 mL per feeding, avoiding over 500 mL to prevent 
complications like dumping syndrome.

Tube Placement and Monitoring

● Placement verification: Confirm tube placement by aspirating and measuring residual volume, 
checking pH, and using radiography (x-ray, considered the gold standard) or auscultation.

● Complication Monitoring: Monitor for complications like aspiration, tube leakage, diarrhea, and 
infections at insertion sites.

● Securing and Care: Secure the tube to prevent dislodgement, maintain cleanliness, provide 
mouth care, and ensure proper tube positioning.

● Client Education: Educate clients and caregivers about the feeding regimen, signs of 
complications, and proper tube care.

By effectively administering enteral nutrition through tube feedings, healthcare providers contribute 
significantly to the clients' nutritional well-being and overall health. Adhering to guidelines, closely 
monitoring clients, and addressing any issues promptly ensure a safe and successful enteral feeding 
process.
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Addressing Side E�ects and Complications of Tube Feedings

Administering tube feedings comes with potential side effects and complications that healthcare 
professionals must be vigilant about. Preventive measures and interventions play a crucial role in 
ensuring the safety and well-being of clients receiving enteral nutrition.

Side 
E�ect/Complication Prevention Interventions

Aspiration Maintain the head of the bed elevated at a 
30-degree angle during and after 
feedings.

If aspiration occurs, provide 
emergency suctioning, reposition the 
client to their side, and closely 
monitor for any respiratory distress.

Diarrhea Administer feedings at a slow rate; adjust 
the rate and formula based on the client's 
tolerance.

Slow down the feeding rate, change 
the formula, and consider using 
medications to manage and alleviate 
diarrhea symptoms.

Abdominal Pain Administer feedings at a slow rate and 
monitor for signs of discomfort or pain.

Adjust the feeding rate, consider 
changing the formula, and provide 
appropriate analgesics as ordered.

Dehydration Monitor the client's hydration status, 
intake, and output closely. Report any 
abnormalities to the healthcare provider.

Provide ordered oral and/or 
intravenous fluids to correct and 
prevent dehydration.

Nausea and Vomiting Administer feedings at a slow rate, 
consider adjusting the formula, and 
monitor for signs of nausea.

Slow down the feeding rate, modify 
the formula, and administer 
antiemetic medications as needed to 
manage nausea and prevent 
aspiration.

Tube Dislodgement Ensure the tube is properly secured and 
monitor its position regularly.

If the tube becomes dislodged, 
promptly notify the healthcare 
provider and discontinue the feeding 
until the tube's position is corrected.

By being proactive in preventing and addressing potential side effects and complications, healthcare 
professionals can ensure the safety and comfort of clients receiving enteral nutrition through tube 
feedings. Regular assessment, prompt intervention, and effective communication with the healthcare 
team are essential components of successful enteral feeding management.

Monitoring Intake and Output for Clients and Taking Appropriate Actions

Evaluating a client's intake and output is a crucial aspect of healthcare, as it provides valuable 
information about their fluid balance and overall health status. Monitoring and intervening as needed 
help ensure that clients are adequately hydrated and receiving appropriate nutrition.
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Intake

● Solid Intake: Monitor and measure the consumption of solid foods in terms of ounces.

● Liquid Intake: Monitor and measure fluid intake in milliliters (mL)

● Tube Feedings: Include the volume of nutritional supplements or tube feedings.

● Intravenous Fluids: Consider the volume of fluids administered intravenously.

Output

● Urinary Output: Measure urinary elimination in mL for adults and through diaper weights or 
counts for neonates and infants. An hourly urinary output of less than 30 mL is considered 
abnormal.

● Stool Output: Monitor bowel movements in terms of frequency and consistency. Measure liquid 
stools and diarrhea in mL.

● Vomitus: Measure the volume of vomit in mL.

● Other Outputs: Include measurements of wound drainage, ostomy output, and other relevant 
fluid losses.

Indirect Evidence and Assessment

● Vital Signs: Observe changes in blood pressure, heart rate, and respiratory rate that may 
indicate fluid imbalances.

● Signs and Symptoms: Monitor for signs of fluid excesses (edema, hypertension) and deficits 
(dry skin and mucous membranes, hypotension).

● Weight Changes: Track short-term weight gain or loss as it may reflect fluid shifts.

● Laboratory Values: Consider blood tests such as electrolyte levels and hematocrit to assess 
fluid status.

● Physical Signs: Assess for poor skin turgor, sunken eyes, and orthostatic hypotension.

Interventions

● Hydration Management: Encourage increased fluid intake when necessary or restrict fluids 
based on medical orders.

● Nutritional Adjustments: Modify oral, tube, or intravenous nutrition as needed.

● Fluid Replacement: Administer intravenous fluids to address deficits or losses.

● Fluid Removal: Implement interventions to address excess fluid accumulation, such as diuretics 
or specific therapies for underlying conditions.
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By closely monitoring intake and output, healthcare providers can identify early signs of fluid 
imbalances, nutritional inadequacies, or other health concerns, allowing them to take timely and 
appropriate actions to ensure the client's well-being.

Assessing the Impact of Diseases and Illnesses on Nutritional Status

Diseases and illnesses can significantly impact a client's nutritional status, often leading to malnutrition 
and other related complications. Healthcare professionals must carefully evaluate how specific 
conditions affect a client's ability to obtain, absorb, and utilize nutrients. Some examples of how 
diseases and illnesses impact nutritional status are:

1. Cancer

● Anorexia: Cancer-related anorexia can cause decreased appetite and reduced food 
intake.

● Nausea and Vomiting: Chemotherapy and radiation therapy can lead to nausea and 
vomiting, further impairing nutrition.

● Malabsorption: Certain cancers can affect the digestive system, leading to 
malabsorption of nutrients.

● Cachexia: Advanced cancer can result in muscle wasting and severe weight loss.

2. Neurological Disorders

● Swallowing Difficulties: Neurological deficits can impair the ability to chew and 
swallow, leading to inadequate oral intake.

● Dysphagia: Conditions like stroke or neurological injuries can cause difficulty 
swallowing, posing a risk of aspiration and malnutrition.

3. Gastrointestinal Disorders

● Malabsorption: Diseases like Crohn's disease and celiac disease can lead to 
malabsorption of nutrients.

● Inflammatory Bowel Disease: Conditions like ulcerative colitis can result in diarrhea 
and nutrient loss.

● Pancreatic Insufficiency: Pancreatic disorders can lead to poor digestion and 
absorption of fats and fat-soluble vitamins. 

4. Metabolic Disorders

● Diabetes: Poor blood sugar control in diabetes can affect nutrient utilization and 
increase the risk of malnutrition.
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● Thyroid Disorders: Thyroid imbalances can impact metabolism and energy expenditure.

5. Cardiovascular Diseases

● Heart Failure: Fluid restrictions in heart failure can limit nutrient intake, affecting overall 
nutrition.

● Atherosclerosis: Arterial blockages can reduce blood flow to organs, affecting nutrient 
delivery.

6. Respiratory Disorders

● COPD: Difficulty breathing in chronic obstructive pulmonary disease can result in 
increased energy expenditure and reduced intake.

● Cystic Fibrosis: This genetic disorder affects digestion and nutrient absorption.

7. Renal Disorders

● Chronic Kidney Disease: Altered kidney function can affect electrolyte balance and 
nutrient excretion.

● Dialysis: Kidney failure necessitating dialysis can cause protein and nutrient losses.

Interventions

● Collaboration: Healthcare professionals must work together to address the nutritional impact of 
diseases, involving dietitians, nurses, doctors, and other specialists.

● Nutritional Support: Providing enteral or parenteral nutrition when oral intake is inadequate.

● Modified Diets: Designing diets that accommodate specific disease-related nutritional needs.

● Supplementation: Offering vitamins, minerals, and other nutrients when deficiencies occur.

● Monitoring and Assessment: Regularly evaluating nutritional status and adjusting interventions 
as needed.

Understanding how diseases and illnesses affect nutritional status enables healthcare providers to tailor 
interventions to each client's specific needs, supporting optimal recovery and overall health.

F. Personal Hygiene: Enhancing Well-Being Through Compassionate 
Care

A nurse's role encompasses not only assessing clients' personal hygiene but also assisting them in 
activities of daily living (ADLs) and instrumental activities of daily living (IADLs). ADLs include tasks 
like bathing, dressing, and eating, which are fundamental to daily life. IADLs, on the other hand, involve 
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more complex activities necessary for independent living. They can often be delegated to another 
person. 

Here is a list of IADLs:

● Care of others

● Care of pets

● Child rearing

● Communication management

● Driving and community mobility

● Financial management

● Health management and maintenance

● Home establishment and management

● Meal preparation and clean-up

● Religious and spiritual activities and 
expressions

● Safety procedures and emergency 
responses

● Shopping

Equipping clients with knowledge about adaptations like shower chairs and handrails is essential for 
their independence, as it aids in both ADLs and IADLs. These adaptations not only promote safety but 
also empower clients to perform tasks with greater ease and confidence, fostering a higher quality of life.

In the context of the NCLEX-LPN examination, your competency in understanding and managing 
personal hygiene will be evaluated through various tasks:

● Assessing Personal Hygiene Habits/Routines of Clients: You will need to evaluate clients' 
practices related to personal hygiene, including their routines and habits.

● Assessing and Intervening in Activities of Daily Living (ADLs): You will be expected to assess 
how well clients perform their daily self-care tasks, intervening when necessary to ensure their 
well-being.

● Providing Information on Adaptations for ADLs: You should be capable of educating clients 
about adaptations that might be needed for activities of daily living, such as the use of 
equipment like shower chairs and handrails.

● Performing Post-Mortem Care: Your proficiency in providing care to deceased individuals, 
including preparing the body for viewing and transportation, will be assessed.

Personal hygiene, a cornerstone of daily living, encompasses various aspects:

● Bathing, Showering, and Washing: Proper cleansing of the body using water and cleansing 
agents

● Foot Care: Attending to the hygiene and health of the feet

● Hair Care: Maintenance of hair cleanliness and health
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● Nail Care: Ensuring the cleanliness and grooming of nails

● Perineal Care: Hygiene of the genital and anal areas

● Shaving: Removal of facial or body hair.

● Mouth and Oral Care: Maintaining oral health through brushing, flossing, and rinsing

● Denture Care: Cleaning and maintaining dentures for oral health

A nurse's role extends beyond assessing personal hygiene. It includes aiding Clients with activities of 
daily living (ADLs) and instrumental activities of daily living (IADLs), contributing to their 
self-sufficiency. Educating clients about adaptations like shower chairs and handrails is pivotal for 
fostering their independence.

Personal hygiene care entails tending to various body parts, such as skin, eyes, ears, nose, mouth, feet, 
nails, hair, scalp, and perineal area. Skin care, in particular, holds immense importance. Understanding 
methods to uphold cleanliness and moisture and prevent pressure-related issues is crucial. Adequate 
skin care safeguards against breakdowns and infections.

Proficiency in post-mortem care is a vital skill. Following the declaration of death, nurses prepare the 
body for family viewing and subsequent transportation to a morgue or funeral home. Offering families 
the choice to observe their loved one before or aftercare, or to opt-out, respects their preferences and 
emotional needs.

Assessing Clients' Personal Hygiene Habits and Routines 

Clients' personal hygiene habits and routines are influenced by a wide range of factors. Cultural, 
religious, developmental, economic, energy-related, cognitive, and environmental aspects all play a 
significant role in shaping these practices. Additionally, clients' overall health and their individual 
preferences contribute to their choices and behaviors regarding hygiene.

Cultural Influence

Cultural practices and beliefs exert a significant impact on hygiene norms. While North American culture 
emphasizes cleanliness, daily bathing, and hair removal among females, other cultures may adhere to 
less frequent bathing and embrace natural body odors and hair. Communal or private bathing 
preferences also vary across cultures. Additionally, biocultural differences exist, with bodily odors 
differing among various racial and ethnic groups.

Religious Practices

The incorporation of religious practices and beliefs can bring about added intricacies. Religious norms 
may exert influence on ceremonial purifications and bathing rituals specific to various age groups.
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Developmental Stages

Developmental stages also influence hygiene practices, particularly in the care of infants and individuals 
with limited self-care abilities. 

Economic Constraints

Economic constraints may alter hygiene habits, as a lack of resources can affect access to basic hygiene 
necessities.

Individual Factors:

Factors like energy levels, cognitive abilities, and overall health status contribute to both positive and 
negative impacts on hygiene practices. Clients with cognitive impairment, poor health, or low energy 
may struggle with self-care or resist assistance. Environmental factors such as room temperature and 
privacy during bathing also affect hygiene routines.

Personal Preferences

Personal preferences are a defining aspect of clients' hygiene practices. Bathing preferences—morning 
or evening—variations in shaving frequency, and differences in hair care routines are all shaped by 
individual choices.

In light of these multifaceted factors, it's essential to customize care, including hygiene care, to each 
client's unique needs, preferences, practices, and routines. Recognizing and respecting these variations 
enhances Client-centered care and promotes the maintenance of optimal personal hygiene.

Assessing and Assisting Clients in Activities of Daily Living

Nurses play a crucial role in evaluating clients' abilities to engage in activities of daily living (ADLs), 
including personal hygiene, mobility, toileting, grooming, dressing, and eating. These tasks can vary in 
terms of client independence, ranging from fully compensatory care to partial assistance to complete 
independence, as outlined in Dorothea Orem's Self Care Theory.

During assessments of clients' hygiene practices, nurses compare their actual performance to 
established standards, identifying areas for improvement and education. This process includes teaching 
proper methods, safety measures, and the use of assistive devices to facilitate self-care hygiene.

Bathing Standards

Bathing serves to cleanse the body, maintain hygiene, and promote circulation and comfort. Healthcare 
settings offer different types of baths: complete bed baths, partial bed baths, and tub or shower baths.

● Complete bed baths are provided by healthcare team members to clients unable to perform 
self-care.

● Partial bed baths involve assistance from the healthcare team, with clients able to contribute to 
some tasks.
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● Tub baths are self-administered by clients, although some assistance may be needed.

In all types of baths, the water temperature must be monitored to ensure safety. Adequate equipment 
like shower chairs, grab bars, and non-skid mats is essential to preventing accidents. Clients who prefer 
shower or tub baths may require assistance to prevent falls.

The process for complete and partial baths includes identifying the client, ensuring privacy, adjusting the 
bed height, placing towels strategically, using proper hand-washing techniques, rinsing the mitt or cloth 
between body parts, and maintaining warmth. The process follows a head-to-toe approach, starting with 
the eyes and moving downward.

Perineal Care

Perineal care, integral to maintaining cleanliness and preventing infections, is often performed during 
baths. It's particularly important for clients with incontinence and diaphoresis, as well as those with 
indwelling urinary catheters.

Shaving

Shaving preferences vary, with male clients often requesting facial shaves and female clients seeking 
underarm and leg shaving. Special attention is needed for clients on anticoagulant medications due to 
the risk of bleeding.

Oral Hygiene

Oral hygiene is performed at least twice daily and includes brushing, flossing, rinsing, and cleaning 
dentures.

Foot Care

Foot care, vital to preventing infections and complications, involves daily cleaning, drying, and 
inspection. Diabetic clients require special foot and toenail care due to their higher risk of infection.

Hair Care

Hair care entails shampooing and conditioning in showers, bathtubs, or bed settings. Regular combing or 
brushing helps maintain hair health.

Nail Care

Nail care involves daily checks for cleanliness, shortness, and smoothness to prevent injury and 
infection.

The nurse's role extends beyond assessment to providing assistance tailored to clients' needs, thereby 
promoting their autonomy, comfort, and overall well-being.
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Educating Clients about Necessary Adaptations for Activities of Daily Living 

Clients requiring assistive devices or adaptations for enhanced safety and independence should receive 
thorough instructions on their correct usage and be encouraged to utilize them consistently. Various 
tools and aids, such as shower chairs, grab rails, handrails, long-handled sponges, and specialized 
nail care tools, can significantly contribute to their well-being.

Empowering clients with knowledge about these adaptations not only promotes their autonomy but also 
helps prevent accidents and ensures proper self-care. Consistent use of these tools is key to maintaining 
a comfortable and safe daily routine.

Conducting Post-Mortem Care 

Post-mortem care involves thoroughly cleansing and drying the deceased client's body and removing 
any medical equipment, such as indwelling urinary catheters and intravenous lines. The client's hands 
and legs are carefully positioned for a natural appearance, while the eyes and jaw are gently closed. 
Subsequently, the body is enveloped in a shroud, with an identification tag affixed to the client's toe 
and outside of the shroud, before being prepared for transfer to the morgue. Adhering to standard 
precautions is vital when administering post-mortem care following a client's passing.

G. Rest and Sleep: Nurturing Rejuvenation for Overall Well-Being

Understanding sleep physiology, phases, patterns, and developmental stage variations is vital. 
Integrating your comprehension of clients' pathophysiology guides tailored interventions, including:

● Creating a tranquil 
environment 

● Fostering bedtime 
routines 

● Enhancing comfort 

● Avoiding heavy 
meals before sleep

● Encouraging suitable 
activity levels 

● Administering 
pharmaceutical aids 
(sedatives or 
hypnotics) when 
indicated

Your adeptness at adapting these interventions to each client's unique needs promotes quality rest and 
sleep, ultimately contributing to their holistic well-being.

Understanding Rest and Sleep Terminology

Familiarity with key terms and concepts related to rest and sleep is essential. Here are explanations of 
some terms you should be acquainted with:

Insomnia: This refers to the inability to sleep. It is categorized into two main types:

● Inducement insomnia: where falling asleep is difficult

● Maintenance insomnia: where staying asleep is a challenge
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Some individuals experience both types. Insomnia can be acute or chronic, and factors like pain and 
anxiety contribute to its occurrence. Chronic-intermittent insomnia combines periods of sleeplessness 
with periods of restful sleep. Females and older adults are particularly susceptible to insomnia. 
Consequences include daytime fatigue, irritability, impaired concentration, and decreased 
problem-solving abilities.

Non-REM Sleep

The sleep cycle comprises non-REM sleep and REM sleep. Non-REM sleep occurs without rapid eye 
movements (REM). This sleep phase has four stages: 

● Light sleep

● Light sleep with motionless eyes

● Deep sleep with delta waves

● Deep sleep with increased delta brain waves

About 80% of sleep is non-REM sleep, cycling throughout the night. Physiologically, non-REM sleep 
results in a lowered basal metabolic rate, intracranial pressure, blood pressure, heart rate, cardiac 
output, muscle relaxation, and peripheral circulatory vasculature.

REM Sleep

Rapid eye movement (REM) sleep is deep sleep accompanied by rapid eye movements and dreams. 
This stage features increased brain activity, dreams, and decreased muscle and reflex activity.

Narcolepsy

Narcolepsy entails excessive daytime sleepiness caused by a hypocretin deficiency in the brain region 
that governs sleep regulation.

Hypersomnia

Hypersomnia involves excessive daytime sleepiness despite sufficient sleep the previous night. It can 
result from various physical factors, such as hypothyroidism, central nervous system dysfunction, and 
metabolic alterations like diabetic ketoacidosis.

Parasomnia

Parasomnia denotes sleep disorders that disrupt sleep. Examples include sleepwalking, sleep talking, 
teeth grinding (bruxism), nocturnal enuresis (bedwetting), and restless leg syndrome.

Sleep Apnea

Sleep apnea is characterized by breathing pauses during sleep. Types include obstructive sleep apnea 
(linked to anatomical obstructions), central sleep apnea (stemming from central nervous system 
deficits), and mixed sleep apnea (a combination of central and obstructive apnea).
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Circadian Rhythm

Circadian rhythm, also called the body clock, is the natural 24-hour cycle regulating sleep, hormone 
secretion, body temperature, and physiological and psychological fluctuations.

Sound sleep habits foster health and well-being, whereas poor sleep habits can result in diminished 
mental focus, mood disturbances, and an increased risk of conditions like depression, heart issues, high 
blood pressure, and obesity.

Assessing Sleep and Rest Needs and Implementing Interventions

Understanding an individual's sleep requirements hinges on factors like age and overall wellness. Sleep 
needs differ from person to person, irrespective of health conditions, and are influenced by age and 
well-being. Ill individuals often require more sleep to aid recovery, and age significantly affects sleep 
requirements. Below are guidelines to assess if clients are getting sufficient rest for their physiological 
and psychological well-being.

● Neonates to 3 months: Typically sleep 14 to 17 hours daily.

● Infants (4 to 11 months): Generally sleep 12 to 15 hours daily.

● Older infants and toddlers (up to 3 years): Usually sleep 11 to 14 hours daily.

● Preschool children (3 to 5 years): Typically sleep 10 to 13 hours.

● School-age children (6 to 12 years): Need 9 to 11 hours of sleep.

● Adolescents (13 to 17 years): Should aim for 8 to 10 hours.

● Young adults and middle-aged adults: Require 7 to 9 hours.

● Older adults (over 65 years): Tend to need 7 to 8 hours of sleep.

Various Factors Influence Sleep Duration and Quality

● Illness: Physical ailments demand more sleep for recovery, yet symptoms often disrupt sleep. 
Pain, respiratory, genitourinary, and gastrointestinal issues hinder sleep quality, while conditions 
like hypothyroidism affect specific sleep stages.

● Medications: Some drugs induce sleepiness or disrupt sleep. Beta blockers may lead to 
insomnia and decreased REM sleep. Narcotics, steroids, antidepressants, and bronchodilators 
can affect sleep duration and quality.

● Environment: Uncomfortable room temperature, noise, unfamiliar beds, poor mattresses, light, 
and a snoring partner hinder sleep.

● Emotional Stress: Stress is a leading cause of insomnia, impacting relaxation and sleep.
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● Lifestyle Choices: Smoking, alcohol, and exercise habits affect sleep. Exercise aids sleep, but 
late-night workouts may hinder it.

● Work Schedules: Long hours and night shifts disrupt circadian rhythms, similar to jet lag.

Nurses evaluate clients' sleep patterns and disturbances through physical assessments and subjective 
data.

● Physical Assessment: Deviated nasal septum, enlarged tonsils, and obesity may indicate sleep 
disorders.

● Client Reports: Sleep logs detail exercise, alcohol, medication, daytime sleepiness, stressors, 
bedtime, sleep duration, and sleep partner feedback.

● Diagnostic Tests: Polysomnography (electroencephalogram, electro-oculogram, 
electromyogram, pulse oximetry, electrocardiogram) diagnoses sleep disorders.

Potential nursing diagnoses include:

● Readiness for enhanced sleep

● Insomnia related to anxiety

● Insomnia related to sleep disruption

● Sleep deprivation related to jet lag

● Sleep deprivation related to work hours

● Impaired sleep related to sleep apnea

● At risk for injury due to somnambulism

● Impaired gas exchange related to sleep 
apnea

● At risk for disturbed sleep due to 
alcohol

● Insomnia related to pain and discomfort

Interventions (sleep hygiene measures) include:

● Insomnia: Establish regular bedtime routines, avoid alcohol or exercise before sleep, limit bed 
activities, employ stress-relief techniques, manage pain, treat sleep disorders, avoid caffeine 
and heavy meals before bed, practice cognitive-behavioral therapy, and use sleep-promoting 
medications if necessary.

● Hypersomnia: Address underlying physical causes like hypothyroidism.

● Narcolepsy: Educate clients about risks and use stimulant medications or antidepressants for 
control.

● Sleep Apnea: Address underlying causes, weight reduction, CPAP machines for obstructive 
apnea, treat central sleep apnea, and prevent complications.

● Parasomnias: Treat underlying issues, manage stress, employ muscle relaxants or Botox for 
bruxism, use dental appliances.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                381



● Nocturnal Enuresis: Utilize bed-wetting alarms, positive reinforcement, and medications.

● Sleepwalking: Implement sleep hygiene, remove problematic medications, avoid alcohol, and 
treat underlying conditions.

● Restless Leg Syndrome: Address causal conditions, avoid alcohol or tobacco, and use 
dopamine-increasing medications, benzodiazepines, or anticonvulsants as needed.

Utilizing Pathophysiology Knowledge for Rest and Sleep Interventions

As previously mentioned and elaborated throughout the "Rest and Sleep" sections, tailored 
interventions for sleep disorders are rooted in individual clients' physiological and psychological 
conditions. For instance:

● Stress and Relaxation Techniques: These nonpharmacological approaches are employed when 
anxiety adversely affects sleep. They target psychological factors to induce relaxation and 
alleviate sleep disturbances caused by mental distress.

● Continuous Positive Airway Pressure (CPAP): CPAP is deployed when anatomical structures 
like the airway or throat are abnormally enlarged or excessively relaxed during sleep, leading 
to disorders like sleep apnea. CPAP maintains airway pressure to prevent airway collapse and 
ensure consistent breathing.

● Analgesics: Administered to alleviate pain arising from acute or chronic physical conditions 
that disrupt sleep. Pain management is crucial to fostering restful sleep in individuals with 
underlying health issues.

By aligning interventions with each client's unique physiological and psychological profile, healthcare 
practitioners can optimize sleep quality and contribute to overall well-being.

Arranging Client Care Activities to Enhance Restfulness

Facilitating proper sleep and rest entails addressing underlying issues like pain and alcohol use and 
crafting routines that foster optimal sleep duration and quality. To achieve these goals, several 
sleep-promoting interventions and schedules can be implemented:

● Regular Sleep Schedule: Set and maintain consistent sleep and wake times according to the 
client's natural patterns and requirements. A predictable routine reinforces the body's internal 
clock and helps regulate sleep cycles.

● Daytime Nap Management: Limit the length and frequency of daytime naps. Excessive napping 
can interfere with nighttime sleep patterns, so encouraging shorter and less frequent naps can 
help improve overall sleep quality.

● Physical Activity: Promote daily exercise, as it can positively impact sleep quality. However, 
ensure that vigorous exercise is completed several hours before bedtime to prevent 
overstimulation close to sleep time.
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● Dietary Considerations: Advise clients to avoid alcohol, caffeine, and heavy meals a few hours 
before bedtime. These substances can disrupt sleep by affecting the body's ability to relax.

● Comfort Enhancement: Employ various comfort-enhancing techniques to create a conducive 
sleep environment. These include using white noise machines, dim lighting, managing pain 
effectively, practicing stress reduction techniques, providing massages, and minimizing 
environmental disturbances.

Additionally, healthcare facilities can contribute to restful environments by implementing specific 
policies:

● Noise Reduction: Hospitals and nursing homes can establish protocols to minimize noise levels 
during nighttime hours. This can involve reducing overhead paging, lowering telephone ringer 
volumes, and dimming hallway lights.

By integrating these interventions and schedules, healthcare providers can significantly contribute to 
promoting adequate rest and quality sleep for their clients, fostering better overall health outcomes.
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Chapter 5: Quiz & Answer Key
1. Which of the following is a commonality that is shared in terms of both restraints and urinary 

catheters? 

A. Both can lead to infection 
B. Both are invasive procedures 
C. Both are considered sentinel 
D. Both are the last resort 

Correct Response: D 
Explanation: The commonality that is shared in terms of both restraints and urinary catheters is that 
both are the last, not the first, treatment of choice. Both indwelling urinary catheters and restraints pose 
risks and complications; therefore, both of these interventions must be prevented with the use of 
preventive measures.

Indwelling urinary catheters are invasive, but restraints are not. Indwelling urinary catheters can lead to 
infection, but restraints do not. Lastly, neither is sentinel. A sentinel event is an event, occurrence, 
incident, or accident that has led to or may have possibly led to Client harm. Even near misses that have 
the potential for harm are considered sentinel events because they have the potential to cause harm in 
the future. (See Managing Urinary Retention)

2. You are planning discharge education for your client, who has a new colostomy. Which 
complication of a colostomy should you educate this client about? 

A. A prolapsed stoma 
B. A vitamin B12 deficiency 
C. Nocturnal enuresis 
D. GI stone formation 

Correct Response: A 
Explanation: Some of the complications associated with a colostomy include a prolapsed stoma, 
infection, dehiscence, an ischemic ileostomy, a parastomal hernia, stoma stenosis, stomal retraction, 
necrosis, mucocutaneous separation, stomal trauma, peristomal skin damage as the result of leakage, 
and parastomal hernias. A vitamin B12 deficiency, nocturnal enuresis, and urinary stone formations are 
complications associated with urinary diversion and not fecal ostomy diversions. (See Enemas and Fecal 
Diversion in Healthcare)

3. Your incontinent client is incontinent of urine and stool. Which of the following products would 
you recommend for this Client when cost is a major consideration in this decision? 

A. Any solid skin barrier 
B. A hydrocolloid solid skin barrier 
C. Hollister’s Flextend 
D. A skin sealant 

Correct Response: D 
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Explanation: You would recommend a skin sealant, including products like Bard’s Protective Barrier and 
Convatec’s Allkare, which are fast-drying polymer transparent films that can be applied relatively simply 
with a wipe or a spray. These products are easy to use and less expensive than solid skin barriers, 
including Hollister’s Flextend and others containing hydrocolloids. (See Topical Skin Preparations)

4. Which basic activity of daily living assistive devices can be useful for the client who is affected 
by poor fine motor coordination? 

A. An aphasia aid 
B. A button hook 
C. Honey-thickened liquids 
D. A word board 

Correct Response: B 
Explanation: The basic activity of daily living assistive devices that can be useful for the client who is 
affected with poor fine motor coordination is a button hook that would be used for the dressing activity 
of daily living. An aphasia aid and a word board are assistive devices to facilitate communication when 
the client is affected by a communication deficit such as aphasia; and, lastly, honey-thickened liquids are 
indicated for clients with a swallowing disorder; they are not indicated for clients with poor fine motor 
coordination. (See Empowering Clients with Assistive Devices and Prostheses for Enhanced Self-Care)

5. You are caring for a postoperative client who is complaining of abdominal distention and flatus. 
Which intervention would you most likely do for this client? 

A. A cleansing enema 
B. A retention enema 
C. A return-flow enema 
D. A laxative 

Correct Response: C 
Explanation: The most likely intervention for this Client, after getting a doctor’s order, is a return flow 
enema. Return-flow enemas, similar to a carminative enema, are used to relieve flatus and stimulate 
peristalsis, which is frequently a problem after a client has received anesthesia.

Cleansing enemas are used to relieve constipation, and a retention enema is used to administer a 
medication, soften stool, and lubricate the rectum so that it is easier and more comfortable for the client 
to defecate. Finally, the data in this question does not indicate that the client is constipated and in need 
of a laxative. (See Enemas and Urinary/Fecal Diversion in Healthcare)

6. Which of the following is a key competency of an LPN in managing elimination processes? Select all 
that apply.

A. Perform bladder irrigations as per physician order
B. Perform blood transfusion alone
C. Apply barrier creams or ointments to incontinent clients
D. Administering anesthesia
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E. Use alternative voiding methods

Correct Response: A, C, E 
Explanation: LPNs are responsible for assessing and managing alterations in elimination, providing skin 
care for incontinent clients, and evaluating restoration/maintenance of elimination. Performing blood 
transfusions and administering anesthesia are generally beyond the scope of practice for LPNs. (See 
Urinary and Bladder Elimination)

7. As the nurse in an ambulatory care area, you see a new client enter with a cane that appears too 
short for the client. What should you do? 

A. Place the client in a wheelchair to protect their safety in the clinic 
B. Remove the cane from the client to protect their safety 
C. Teach the client about the proper length of a cane 
D. Have the client use a wheelchair rather than a cane

Correct Response: C
Explanation: The proper length of the cane should be the length that only permits the client’s elbow to 
be slightly flexed. Some canes, like a wooden cane, are not adjustable to the client’s height, and others 
can be adjusted to meet the height needs of the client.

You would not place the client in a wheelchair or ask the client to use a wheelchair, and you would also 
not take the cane, which is their personal property, away from them. You would use this observation as a 
learning need assessment, and, as such, you should teach the client about the proper length of a cane 
and help them adjust the height of the cane if the client’s cane is a height-adjustable one. (See Assessing 
the client's Use of Assistive Devices)

8. Which of the following impacts the client’s preferences in terms of hygiene routines and 
practices? 

A. Culture 
B. Locus of control 
C. Bodily surface area 
D. Diaphoresis 

Correct Response: A 
Explanation: There are a wide variety of different factors that influence and impact our clients’ hygiene 
habits and routines. For example, cultural practices and beliefs, ethical factors, religious practices and 
beliefs, and the client’s level of growth and development

Although the locus of control, bodily surface area, and diaphoresis, in addition to other factors such as 
economic constraints, the client’s level of energy, the client’s level of cognition, and environmental 
factors can impact on hygiene, these are not factors that impact the client’s hygiene and hygiene 
practices; they do not typically impact the lifelong development of hygiene and hygiene practices. (See 
Assessing Clients' Personal Hygiene Habits and Routines)
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9. The nurse cares for a client demonstrating typical symptoms of Parkinson’s disease. The Client 
states they can not get any special equipment to use at home. Which equipment does the nurse 
advocate for the client to have at home? Select all that apply.

A. Electric can opener
B. Oversized handle eating utensils
C. A small-sized computer
D. Shower chair
E. Medication organizer 

Correct Response: A, B, D and E
Explanation: For a client with Parkinson disease (PD), symptoms such as shakiness, rigid muscles, slow 
movements, and unsteadiness can affect your daily life. As the disease progresses, it can turn routine 
tasks—such as eating, dressing, and writing—into daunting chores. Assistive devices make these tasks 
easier so they are able to do more.

Special equipment is not only for ease of use but for safety as well. Rather than the client using a turn 
hand help can open that is very difficult to control and increases the risk of cutting the hand with the lid, 
an electric can open will do that work for the client. Enlarged handles allow the client to grip easier, 
which helps with self-feeding. It is very risky for PD clients to bathe in a tub or stand in a shower. Being 
able to sit allows the client more control of the process and eases fatigue. Clients with PD can become 
overwhelmed with the medication they are prescribed. It is safe if the medications are in segmented 
daily (or 3 times a day) containers and filled once a week.  Meanwhile, a client with PD can use a 
computer with enlarged keys, not small ones. The enlarged keyboards help the client remain social and 
connected. (See Empowering Clients with Assistive Devices and Prostheses for Enhanced Self-Care)

10. A licensed practical nurse is tasked with assessing and managing personal hygiene in a 
healthcare setting. Which of the following responsibilities align with the LPN's role in this 
context? Select all that apply.

A. Assess oral hygiene practices
B. Certifying the cause of death based on medical examinations
C. Evaluate the client's ability to feed themselves
D. Conduct in-depth consultations and education on adaptive techniques
E. Educate clients on the use of shower chairs for bathing

Correct Response: A, C, E
Explanation: (A), (C), and (E) are correct because they align with the LPN's role in assessing and 
managing personal hygiene, including oral care, evaluating activities of daily living (ADLs), and providing 
education on adaptive techniques. (B) and (D) are incorrect because they involve tasks that are usually 
performed by healthcare professionals with more advanced training and responsibilities. (See Personal 
Hygiene: Enhancing Well-Being Through Compassionate Care)
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Chapter 6: Physiological Integrity 
(Pharmacological Therapies)
Overview

Pharmacological and parenteral therapies encompass the care involved in administering various 
medications, including parenteral/IV therapy. The usage of generic medication names remains relatively 
uniform, while brand/trade names might differ. Hence, anticipate encountering generic medication 
names exclusively on the NCLEX-LPN® exam. Additionally, certain exam questions might pertain more 
broadly to general categories of medications.

In the NCLEX-LPN® exam, approximately 10-16% of the questions are dedicated to the subcategory of 
Pharmacological Therapies.

Learning Objectives

1. Demonstrate a comprehensive understanding of adverse effects, contraindications, side effects, 
and interactions associated with various medications.

2. Proficiently manage aspects related to blood and blood products, central venous access devices, 
dosage calculations, expected actions and outcomes of interventions, medication 
administration, handling, and maintenance.

3. Apply specialized knowledge in the areas of parenteral and intravenous therapies, 
pharmacological pain management, and total parenteral nutrition for effective client care.

A. Client Safety: Managing Medication E�ects and Interactions

When it comes to ensuring the well-being of clients, a thorough understanding of adverse effects, 
contraindications, side effects, and interactions associated with medications is crucial. Diligent 
assessment of both existing and potential effects is a vital role that nurses play in safeguarding the 
safety and health of their clients.

Medication Administration: A Comprehensive Approach

Medication administration involves more than just delivering prescribed drugs to a client. It requires the 
nurse to integrate critical thinking skills, exercise professional judgment, possess knowledge of 
pathophysiology, and have a deep understanding of the client's individual condition. Medications can 
include prescription drugs, over-the-counter solutions, and even herbal remedies. Assessing them 
demands a comprehensive knowledge of all medications the client is currently taking, as well as 
information about their preexisting medical conditions.

When medications are prescribed, the nurse's competence extends to understanding the indications, 
contraindications, potential side effects, adverse reactions, and interactions linked with the medication. 
This essential information is typically obtained from reliable sources such as the Physician's Desk 
Reference. In cases where the nurse's understanding of these aspects and the client's health status do 
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not align harmoniously, it becomes imperative for the nurse to raise questions about the order and 
engage in a dialogue with the prescribing physician or other licensed independent practitioners, such as 
physician assistants or nurse practitioners.

Moreover, the nurse's responsibilities extend beyond mere administration. Vigilance remains integral 
post-administration, necessitating close monitoring of the client for any emergence of side effects or 
adverse events. This comprehensive oversight underscores the nurse's accountability and commitment 
to ensuring the client's safety and well-being.

In this context, it's essential to be aware of the Institute for Safe Medication Practices (ISMP) and its 
2022-2023 Targeted Medication Safety Best Practices for Hospitals. These Best Practices aim to 
identify, inspire, and mobilize widespread, national adoption of consensus-based strategies in hospitals 
to address recurring problems that continue to cause fatal and harmful errors. They represent 
high-leverage error-reduction strategies, many of which have already been successfully adopted by 
hospitals.

The 2022-2023 list includes 19 Best Practices, including three new ones:

Best Practice 1: Dispense vinCRIStine and other vinca alkaloids in a minibag of a compatible solution 
and not in a syringe.

Best Practice 2: 

● Use a weekly dosage regimen default for oral methotrexate in electronic systems when 
medication orders are entered.

● Require a hard stop verification of an appropriate oncologic indication for all daily oral 
methotrexate orders.

● Provide specific client and/or family education for all oral methotrexate discharge orders.

Best Practice 3: 

● Weigh each client as soon as possible on admission and during each appropriate* outpatient or 
emergency department encounter. Avoid the use of a stated, estimated, or historical weight.

● Measure and document client weights in metric units only.

Best Practice 4: Oral liquid medications not commercially available in unit dose packaging are 
dispensed by pharmacy in an oral/ENFit syringe. (Archived)

Best Practice 5: Purchase oral liquid dosing devices (oral syringes/cups/droppers) that only display the 
metric scale. (Archived) 

Best Practice 6: Eliminate glacial acetic acid from all areas of the hospital. (Archived)

Best Practice 7: Segregate, sequester, and differentiate neuromuscular blocking agents from other 
medications, wherever they are stored.
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Best Practice 8: Administer medication infusions via a programmable infusion pump utilizing dose 
error-reduction systems.

Best Practice 9: Ensure all appropriate antidotes, reversal agents, and rescue agents are readily 
available. Have standardized protocols and/or coupled order sets in place that permit the emergency 
administration of all appropriate antidotes, reversal agents, and rescue agents used in the facility. Have 
directions for use/administration readily available in all clinical areas where the antidotes, reversal 
agents, and rescue agents are used.

Best Practice 10: Eliminate all 1,000 mL bags of sterile water (labeled for “injection,” “irrigation,” or 
“inhalation”) from all areas outside of the pharmacy. (Archived)

Best Practice 11: When compounding sterile preparations, perform an independent verification to 
ensure that the proper ingredients (medications and diluents) are added, including confirmation of the 
proper amount (volume) of each ingredient prior to its addition to the final container.

Best Practice 12: Eliminate the prescribing of fentaNYL patches for opioid-naïve clients and/or clients 
with acute pain. (Now in Best Practice 15)

Best Practice 13: Eliminate injectable promethazine from the formulary.

Best Practice 14: Seek out and use information about medication safety risks and errors that have 
occurred in other organizations outside of your facility and take action to prevent similar errors.

Best Practice 15: 

● Verify and document a client’s opioid status (naïve versus tolerant*) and type of pain (acute 
versus chronic) before prescribing and dispensing extended-release and long-acting opioids.

● Default order entry systems to the lowest initial starting dose and frequency when initiating 
orders for extended-release and long-acting opioids.

● Eliminate the prescribing of fentaNYL patches for opioid-naïve clients and/or clients with acute 
pain.

● Eliminate the storage of fentaNYL patches in automated dispensing cabinets or as unit stock in 
clinical locations where acute pain is primarily treated

Best Practice 16:

● Limit the variety of medications that can be removed from an automated dispensing function 
(ADC) via override.

● Require a modification order prior to removing any medication from an ADC, including those 
removed via override.

● Monitor ADC overrides to verify appropriateness.
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● Periodically review the list of medications available via override.

New Best Practice 17: Safeguard against errors with oxytocin use.

● Require the use of standard order sets for prescribing oxytocin antepartum and/or postpartum.

● Standardize oxytocin concentration/bag size.

● Standardize how oxytocin doses, concentrations, and rates are expressed.

● Boldly label oxytocin bags.

● Avoid bringing oxytocin infusion bags to the client's bedside until prescribed and needed.

New Best Practice 18: Maximize the use of barcode verification prior to medication and vaccine 
administration.

● Target clinical areas with a short client stay.

● Regularly review compliance and other metric data.

New Best Practice 19: Layer numerous strategies throughout the medication-use process to 
improve safety with high-alert medications.

● Outline a robust set of processes for each high-alert medication.

● Address system vulnerabilities in each stage of the medication-use process.

● Avoid reliance on low-leverage risk-reduction strategies.

● Limit the use of independent double-checks.

These Best Practices are essential to reducing medication errors and improving client safety.

In addition, the ISMP has compiled a list of high-alert medications in acute care settings. These are 
drugs that bear a heightened risk of causing significant client harm when used in error. Nurses should 
pay special attention to these medications and employ strategies such as standardizing the ordering, 
storage, preparation, and administration of these products, improving access to information about 
these drugs, limiting access to high-alert medications, using auxiliary labels, employing clinical 
decision support and automated alerts, and using redundancies such as automated or independent 
double checks when necessary. It's important to note that manual, independent double checks may not 
always be the optimal error-reduction strategy and may not be practical for all of the medications on the 
list.
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By staying informed about these ISMP guidelines and practicing the recommended safety measures, 
nurses can contribute significantly to the reduction of medication errors and ensure the safety and 
well-being of their clients.

Recognizing Administration to a Client

Contraindications are intrinsic to nearly all medications. Among the frequently encountered 
contraindications are:

● Sensitivity or Allergy to the Medication: Individuals with known hypersensitivity or allergic 
reactions to a specific medication or its components must not receive that medication.
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● Pregnancy: Certain medications pose risks to a developing fetus, particularly during specific 
stages of pregnancy. In such cases, the potential harm to the fetus outweighs the benefits of 
medication administration.

● Lactation: Medications can be transferred through breast milk to an infant. If a medication is 
known to have adverse effects on an infant or is not considered safe for breastfeeding, it is 
contraindicated in lactating individuals.

● Renal Disease: Medications that are primarily excreted through the kidneys may accumulate in 
individuals with compromised renal function, potentially leading to toxicity. These medications 
are contraindicated in clients with renal impairment.

● Hepatic Disease: The liver metabolizes many medications, and hepatic dysfunction can impede 
this process, resulting in accumulation and potential harm. Medications contraindicated in 
individuals with hepatic disease can exacerbate liver impairment.

Before administering any medication, the nurse assumes the responsibility of being well-versed in both 
the medication's contraindications and the client's specific condition. When a nurse knows that a 
medication is contraindicated for a particular client, immediate communication with the prescribing 
physician becomes imperative to seek clarification and ensure appropriate care.

Recognizing Actual and Potential Incompatibilities of Prescribed Client 
Medications

In the realm of medication administration, the compatibility of different medications and solutions is a 
crucial consideration. While some medications and intravenous fluids can be combined safely, others 
may result in incompatible mixtures. It's essential to distinguish between compatible and incompatible 
substances to ensure client safety and effective treatment.

● Compatible Medications: These can be safely mixed together, often for purposes like 
intramuscular administration. The combination of these medications doesn't lead to adverse 
effects or changes in physical appearance, such as color shifts, cloudiness, or precipitation.

● Non-Compatible Medications: Conversely, non-compatible medications should not be mixed 
together due to the potential for adverse reactions or unintended changes in chemical 
properties. Mixing non-compatible medications may lead to visible changes in the mixture, or it 
might cause incompatibilities that aren't easily detectable.

To ascertain compatibility, nurses need to consult compatibility or incompatibility charts before 
combining medications or solutions. These charts provide guidance on which medications and solutions 
can be safely mixed and which should be administered separately. Such resources help prevent 
potential negative interactions and ensure client safety.

The presence of observable changes like altered color, cloudiness, or the formation of precipitates may 
indicate incompatibility. However, not all instances of incompatibility are visually detectable, making 
reference to established compatibility guidelines essential. Ultimately, nurses must exercise diligence 

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                393



and adhere to established protocols when preparing and administering medications to avoid any risks 
associated with incompatible combinations.

Recognizing Symptoms and Indications of an Allergic Reaction

Being able to identify the signs and symptoms of an allergic reaction is an indispensable skill for nurses. 
Allergic reactions can manifest in various ways, including:

● Skin: Redness, itching, swelling, blistering, weeping, crusting, rash, eruptions, or hives (itchy 
bumps or welts)

● Lungs: Wheezing, tightness, cough, or shortness of breath

● Head: Swelling of the face, eyelids, lips, tongue, or throat; headache

● Nose: Stuffy nose, runny nose (clear, thin discharge), or sneezing

● Eyes: Red (bloodshot), itchy, swollen, or watery

● Stomach: Pain, nausea, vomiting, diarrhea, or bloody diarrhea

Allergic responses to medications can span from mild to severe, potentially life-threatening situations. 
Hence, it is imperative for nurses to conduct thorough assessments of clients and ascertain any potential 
allergies to prescribed drugs. Such allergies can be evaluated by reviewing the client's medical history or 
when administering a medication that they haven't encountered allergically before.

Incorporating these allergies into the nursing assessment and the medication administration record, in 
compliance with the facility's protocols, is a standard practice. Many healthcare institutions employ tools 
such as allergy bands or barcodes containing embedded allergy information. These tools empower 
nurses to promptly identify any medication-related allergies.

Frequently encountered medication allergies encompass sensitivities to penicillin, which can carry 
significant danger, along with reactions to sulfonamides and cephalosporin medications. Approximately 
10% of individuals are estimated to have experienced a penicillin reaction. These reactions can either be 
allergic responses or mere side effects of the drug.

The initial exposure to penicillin, referred to as the "sensitizing dose," primes the body to react upon 
subsequent exposure. Indications of this allergic response following the "sensitizing dose" include a 
generalized rash and itching. When observed, the nurse's course of action involves discontinuing the 
medication, notifying the physician, and comprehensively documenting the reaction in the medical 
records.

Administering medication after the "sensitizing dose" can lead to anaphylaxis or anaphylactic shock, a 
type of distributive shock. Manifestations of anaphylaxis and anaphylactic shock encompass reduced 
cardiac output, a marked decline in blood pressure, tachycardia accompanied by a strong pulse, 
extensive constriction of small blood vessels in the circulatory system, histamine release, accumulation 
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of venous blood, laryngeal swelling, respiratory difficulty, and potential fatality if intervention is not 
done promptly.

All instances of allergic reactions, inclusive of those attributed to medication, necessitate immediate 
documentation and communication with the physician and the healthcare team, adhering to the facility's 
specific guidelines. Furthermore, clients and their family members should be informed about allergic and 
adverse reactions to drugs, enabling seamless transfer of this critical information to other healthcare 
providers throughout the client's lifetime.

Providing Information to Clients About Medications and Notifying the Primary 
Health Care Provider

Empowering clients with knowledge about the common side effects of their medications and how to 
effectively manage them is a cornerstone of nursing care. Providing information about when to contact 
their primary healthcare provider regarding side effects is invaluable. In addition to comprehensive 
client and family education, it is essential to provide clients and their families with complete information 
regarding the medications they are currently taking or will be prescribed. This educational process 
should cover the following key aspects:

1. Medication Name and Purpose: The name of the medication and its intended purpose.

2. Dosage and Administration:

● The prescribed dosage of the medication

● When and how frequently the medication should be taken

3. Contraindications: Any contraindications or situations in which the medication should not be 
used.

4. Side Effects:

● Possible side effects of the medication

● The signs and symptoms associated with these side effects.

5. Adverse Effects:

● Potential adverse effects of the medication.

● The signs and symptoms indicative of adverse effects.

6. Drug Interactions: Information on how the medication may interact with other medications, 
including both prescription and over-the-counter drugs, as well as interactions with food and 
supplements.

7. Special Instructions: Specific instructions, such as whether the medication should be taken 
with a meal or between meals.
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8. When to Notify the Primary Health Care Provider: Clear guidance on when to contact the 
primary health care provider. This includes situations involving possible allergic reactions, 
adverse effects, or significant side effects.

Monitoring for Expected Interactions Among Prescribed Medications and Fluids

In addition to having a comprehensive understanding of potential interactions between various 
medications in different routes and forms, nurses should also be knowledgeable about interactions 
involving medications and fluids. With this knowledge, nurses can diligently monitor and assess clients 
for any anticipated interactions and intervene appropriately.

Assessing and Documenting Client Responses to Counteract Medication Side E�ects 
and Adverse E�ects

Nurses must assess and document how clients respond to interventions designed to mitigate side 
effects and adverse reactions to medications and parenteral therapy. For example, if a client experiences 
nausea and vomiting due to a new medication, they may receive an antiemetic to alleviate these side 
effects. Similarly, a client facing anaphylactic shock from medication may be administered epinephrine 
and a bronchodilator to address the life-threatening emergency, with close reassessment and 
monitoring of their response to these critical interventions.

Notifying the Primary Health Care Provider and Documenting Side E�ects, Adverse 
E�ects, and Contraindications

Nurses who observe that a client is experiencing side effects or adverse effects from medications or 
parenteral therapy must promptly report and document this information. They should also temporarily 
withhold the medication until receiving further guidance from the prescribing physician. Depending on 
the assessment, the medication may either continue with monitoring or be discontinued and replaced 
with an alternative.

Implementing Counteractive Measures

Nurses must be well-versed in appropriate procedures for counteracting adverse effects caused by 
medication or parenteral therapy. Understanding how to effectively execute these measures can make 
a significant difference in a client's well-being. Documenting a client's response to interventions, 
assessing medication effects, and managing side effects and adverse reactions are central to a nurse's 
responsibilities. This multifaceted approach contributes to the overall safety, comfort, and health of the 
clients under their care.
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B. Blood Product Administration: Ensuring Safety and Ef�iciency

Managing blood products is a critical endeavor that demands precision and careful consideration. 
Properly identifying clients to ensure accurate product usage lies at the heart of this process. 
Administering blood products safely involves a structured procedure that ensures both accuracy and 
client well-being. Here’s an overview of the steps that should be meticulously followed:

1. Verify client consent.

2. Assess the client's baseline vital signs.

3. Confirm the physician's order.

4. Select an appropriate needle gauge and 
vein.

5. Set up the equipment and initiate the IV 
infusion.

6. Obtain the correct blood component 
from the blood bank.

7. Double-check client identification and 
related information (involving a second 
nurse).

8. Initiate the blood transfusion at a slow 
rate (2 mL per minute).

9. Monitor client vital signs after the initial 
15 minutes and as per facility policy.

10. Increase the infusion rate after the 
initial 15 minutes.

11. Monitor the client's vital signs and lung 
sounds for one-hour post-transfusion.

12. Document all steps in the client's 
medical record

Additionally, adhering to facility or agency policies for client identification prior to the administration of 
blood products is important. This involves a series of well-defined steps that include securing client 
consent, reviewing the administration prescription, confirming blood type compatibility, verifying the 
client's identity, and ensuring cross-matching completion.

Preparing for Administration

Before embarking on the administration of any blood products, several preparatory measures are 
imperative. Ensuring appropriate venous access for product infusion is a crucial step. Selecting the 
appropriate needle gauge, as well as examining the integrity of the access site, contribute significantly 
to the procedure's success. Understanding the circumstances under which a client can be considered an 
autologous donor–utilizing their own blood–is equally important. 

This is applicable in situations such as:

● Four to six weeks before surgery

● Every three days if hemoglobin levels are satisfactory

● For rare blood types, prevention of transfusion reactions, and blood-borne disease prevention

● Not suitable for clients with acute infections, low hemoglobin counts, or cardiovascular disease
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Understanding Blood Types and Components

Blood transfusions are indicated for clients with hypovolemia due to hemorrhage, anemia, or other 
conditions linked to a deficiency in clotting or other blood components. While hypovolemia can be 
managed with fluid replacement, only blood provides the oxygen-carrying elements.

There are four blood types: A (with A antigens), B (with B antigens), AB (with both A and B antigens), 
and O (with neither A nor B antigens). Type O is the universal donor, but it can only receive type O blood. 
Each type also has antibodies (agglutinins): type A has B agglutinins, type B has A agglutinins, type AB 
has no antibodies, and type O has both A and B agglutinins.

People also have an Rh factor (Rh positive or Rh negative). Members of Christian Science and Jehovah's 
Witness religions may not accept blood transfusions, but they can use plasma expanders without blood 
products. Clients typically receive blood and blood products from the blood bank, but some may choose 
to donate their own blood before elective surgery (autologous blood donation).

Blood and blood components are selected based on the client's specific needs:

● Packed red blood cells: Used to increase oxygen transport, such as postoperatively or in acute 
hemorrhage.

● Platelets: Administered for platelet deficiency or bleeding disorders requiring clotting factors.

● Fresh frozen plasma: Given for clotting factors or increased blood volume, as in hypovolemia 
and hypovolemic shock. It doesn't need typing and cross-matching because it lacks red blood 
cells.

● Albumin: Used to expand blood volume and plasma proteins.

● Clotting factors and cryoprecipitate: Given to treat clotting disorders, including fibrinogen 
deficiency.

● Whole blood: Reserved for severe hemorrhage, containing clotting factors, red/white blood 
cells, plasma, platelets, and plasma proteins.

Understanding blood types, compatibility, and the purposes of various blood components is crucial. This 
knowledge extends to client identification, blood typing, antibody screening, crossmatching, and the use 
of specialized bracelets for matching donor numbers or identification tags on blood units.

Ensuring Accurate Client Identi�ication Before Blood Transfusions

Accurate client identification is paramount when administering red blood cells and blood products. 
Misidentification can lead to transfusion reactions and errors. To prevent this, the facility or agency must 
follow strict protocols, including:

● Matching Protocols: Ensure that the client's identity matches the order, and verify that the 
blood matches the client and the order. Implement a two-person verification technique, 
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involving two nurses who cross-check the blood, order, and client's identity using at least two 
unique identifiers.

● Verification Steps: The two nurses must cross-check various details, including the blood against 
the order, the client's identity, the client's blood type against the transfusion type, the blood's 
expiration date, and the client's identification against the blood product number. Additionally, 
visually inspect the blood for any unusual characteristics like color, precipitates, or clumping.

● Complete Orders: Ensure that the order for blood or blood components is complete and 
specific, detailing exactly what will be administered. The client's informed consent for the 
transfusion is also mandatory.

● IV Catheter and Infusion Set: Use an 18-gauge intravenous catheter, and administer the 
blood with a Y infusion set designed for blood and blood product administration. Normal saline 
is the recommended solution for compatibility. Other incompatible solutions, such as Ringer's 
lactate or dextrose, should not be used. If a blood filter is employed, verify its suitability for the 
specific blood product.

● Timely Initiation: Blood should not remain in the client care area for more than 30 minutes, so 
be prepared to start the transfusion shortly after its delivery to the client care area.

● Baseline Vital Signs: Before initiating the transfusion, record baseline vital signs. During the first 
15 minutes, remain with and closely monitor the client as transfusions are typically associated 
with the most severe reactions and complications during this period. Transfusions must be 
completed within 4 hours.

● Authorized Personnel: Only registered nurses and licensed practical nurses are qualified to 
initiate, monitor, and maintain blood transfusions. These responsibilities cannot be delegated to 
unlicensed assistive nursing staff members. Facility-specific policies may further restrict blood 
transfusions to registered nurses, so adherence to these policies is crucial.

Always consult the facility's policies and procedures regarding the administration of blood and blood 
products to ensure full compliance.

Ensuring Adequate Venous Access for Red Blood Cell and Blood Product 
Administration

For the safe administration of red blood cells and blood products, the nurse must ensure the following:

● Venous Line Patency: Confirm that the intravenous (IV) line is clear and patent. Any blockages 
or obstructions in the line must be addressed promptly to prevent interruptions in the 
transfusion.

● Appropriate Catheter Size: Utilize an 18 or 20-gauge catheter to ensure adequate venous 
access. These larger gauge catheters are preferred for blood transfusions to facilitate the 
smooth flow of blood products and reduce the risk of hemolysis or clotting within the catheter.
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Comprehensive Documentation for Red Blood Cell and Blood Product 
Administration

Accurate documentation of red blood cell and blood product administration is crucial for client safety 
and legal compliance. This documentation should include:

● Start Date and Time: Record the date and time when the blood transfusion was initiated. This 
provides a clear timeline of the procedure.

● Second Nurse Verification: Document the name of the second nurse involved in the two-person 
verification process. This ensures accountability and confirms that proper checks were 
conducted.

● Transfusion Details: Include the name and amount of the specific blood product being 
administered, such as "1 unit of packed red cells." This information helps in tracking the type 
and volume of blood products given to the client.

● Blood Product Number: Document the unique identification number associated with the blood 
product to maintain traceability.

● IV Site Location: Specify the site where the intravenous (IV) catheter was inserted to administer 
the blood product. This helps in monitoring the insertion site for any complications.

● Angiocath Size: Mention the size of the angiocatheter (e.g., 18-gauge or 20-gauge) used for 
venous access. This information is essential for assessing the appropriateness of the catheter 
size.

● Transfusion Duration: Record the total duration of the transfusion, including the time it started 
and when it was completed. This establishes the timeframe of the procedure.

● Vital Signs: Document all vital signs that were taken during the transfusion, including blood 
pressure, heart rate, respiratory rate, and temperature. Note the specific times when these 
readings were recorded. Monitoring vital signs helps identify any adverse reactions or changes in 
the client's condition during the transfusion.

● Client Education: Include documentation confirming that the client was informed about when 
and why to contact the nurse after the initial 15-minute monitoring period. This ensures that the 
client understands their role in their own care and safety.

Comprehensive and accurate documentation not only supports client care but also facilitates 
communication among healthcare providers and ensures compliance with regulatory standards.

Addressing Blood Transfusion Complications

Understanding and effectively managing potential complications arising from blood transfusions is a vital 
aspect of nursing practice. This includes dealing with transfusion reactions (allergic, febrile, or 
hemolytic), circulatory overload, blood-borne infections, electrolyte imbalances, and iron overload. 
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Promptly documenting any complications in the client's medical record ensures a comprehensive record 
of their care journey.

Administering blood products and monitoring client responses is a critical responsibility for nurses 
involved in transfusion therapy. Here are some key points to keep in mind:

● Pre-Transfusion Assessment: Before starting a blood transfusion, the nurse should verify the 
client's identity and ensure compatibility of the blood product. This involves checking the client's 
ID, the blood product label, and the compatibility of blood types. A second nurse should ideally 
cross-verify these checks to minimize errors.

● Close Observation: Throughout the transfusion, the nurse should closely monitor the client for 
any signs of a transfusion reaction. This includes vital signs, general well-being, and any 
subjective symptoms the client might report.

● Common Signs and Symptoms of Transfusion Reactions: 

○ Fever

○ Chills

○ Flushing

○ Tachycardia (rapid heart rate)

○ Hypotension (low blood 
pressure)

○ Dyspnea (shortness of breath)

○ Back pain

○ Chest pain

○ Nausea and vomiting

○ Headache

● Immediate Response: If a transfusion reaction is suspected, the nurse's immediate response is 
to halt the blood or blood product infusion. The safety of the client is the top priority.

● Notifying the Healthcare Team: After stopping the transfusion, the nurse should promptly 
notify the blood bank and the treating clinician. The healthcare team will need to assess the 
client and determine the appropriate course of action.

● Treatment of Reactions: The treatment of transfusion reactions depends on the specific type of 
reaction and its severity. Some mild reactions may resolve with minimal intervention, while 
others may require more extensive treatment, such as administering medications to manage 
symptoms.

● Documentation: Thorough and accurate documentation of the transfusion, including vital signs 
and client responses, is crucial for the client's medical record. This documentation helps in 
evaluating the client's response and managing any future transfusions.

● Returning Blood and Tubing: In the event of a suspected transfusion reaction, the blood and 
tubing must be returned to the blood bank for analysis. This is important for identifying the 
cause of the reaction and ensuring client safety in future transfusions.
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Common complications associated with blood and blood component administration are detailed below:

● Febrile Reactions: These are the most frequently encountered adverse reactions during blood 
transfusions. While they can occur with any blood product, they are most commonly associated 
with packed red blood cells and are typically not accompanied by hemolysis. Signs and 
symptoms of a febrile reaction include fever, nausea, anxiety, chills, and warm, flushed skin.

● Hemolysis: This results from an incompatibility between the donor's and recipient's blood, often 
referred to as ABO incompatibility. This incompatibility can arise from errors in the laboratory's 
typing and cross-matching processes or mistakes in verifying the blood and matching it to the 
client's blood type. Indicators of hemolysis include flank pain, chest pain, restlessness, oliguria 
or anuria, respiratory distress, brown urinary output, hypotension, fever, low blood pressure, and 
tachycardia. 

○ Treating hemolysis involves administering normal saline after discontinuing the 
transfusion and changing all tubing to prevent kidney failure and circulatory collapse. 
Although rare, a delayed hemolytic reaction can occur up to about 4 weeks after the 
transfusion, characterized by jaundice, discolored urine, and anemia.

○ Intravenous tubing, blood filter, and the blood bag with its remaining contents are 
retained and sent to the laboratory for evaluation. Samples of the client's blood and 
urine are also taken for diagnostic testing.

● Allergic Reactions: Allergic reactions to blood transfusions can vary in severity. Mild allergic 
reactions typically result from an allergy to plasma proteins in the blood, while severe reactions 
stem from a severe antibody-antigen response. Mild allergic reactions may include itching, 
pruritic erythema, swelling of the lips, tongue, pharynx, eyelids, and flushing of the skin. Severe 
allergic reactions can manifest as chest pain, decreased oxygen saturation, loss of 
consciousness, flushing, shortness of breath, and respiratory stridor. These can be managed 
with corticosteroids and/or antihistamines, while severe reactions necessitate supplemental 
oxygen and medications. In some cases, a severe allergic reaction can be life-threatening.

● Sepsis: This is characterized by fever, hypotension, oliguria, chills, nausea, and vomiting and 
occurs as a result of contamination in the blood. Treatment involves administering intravenous 
fluids and antibiotics. As with hemolytic reactions, the intravenous tubing, blood filter, and the 
blood bag with its remaining contents are retained and sent to the laboratory. Samples of the 
client's blood and urine are also collected for diagnostic testing.
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C. Central Venous Access Devices (CVADs): Enhancing Care and 
Knowledge

Types of Central Venous Access Devices (CVADs)

CVADs come in various forms, each designed to cater to specific medical needs. Familiarizing oneself 
with these types can empower an LPN to better address their client's needs:

● Tunneled Catheter: This type involves placing a catheter in a central vein, tunneling it beneath 
the skin, and then guiding it out through the skin. Well-known examples include Hickman and 
Broviac catheters.

● Implanted Port: An implanted port is positioned under the subcutaneous tissue and connected 
to a catheter that is threaded into the superior vena cava. Prominent examples encompass 
Mediport and Port-a-Cath.

● Peripherally Inserted Central Catheter (PICC): PICCs are inserted into a basilic or cephalic 
vein just above or below the antecubital space of the client's right arm. This procedure is usually 
performed by a doctor or a specialized IV therapy nurse. The catheter terminates in the superior 
vena cava, and PICCs are often retained for extended periods.

Accessing and Caring for CVADs

Being well-versed in accessing and caring for CVADs is vital for maintaining client comfort and safety. 
This involves adhering to a set of important procedures:

● Maintaining Sterile Procedures: The aseptic technique is pivotal to minimizing the risk of 
infections associated with CVADs. Rigorously adhering to strict sterile procedures when 
accessing or caring for these devices is non-negotiable.

● Flushing the Line: Regularly flushing the CVAD line with a normal saline solution helps prevent 
occlusions and maintain proper functioning. This procedure aids in ensuring that the line 
remains unobstructed and ready for medication administration or fluid delivery.

● Checking Port Placement: Verifying the proper placement of the port is a critical step to avoid 
complications. Ensuring that the port remains positioned correctly helps ensure optimal function 
and safety.

● Changing Dressings: Regular dressing changes are essential for preventing infection and 
promoting hygiene. Adhering to the recommended frequency for dressing changes maintains a 
clean environment around the CVAD insertion site.

The effective management of CVADs is an integral component of nursing practice. By understanding the 
different types of CVADs, accessing them appropriately, and providing meticulous care, nurses 
contribute to the comfort and well-being of their clients. Employing sterile techniques, regular flushing, 
verifying port placement, and attending to dressing changes all collectively play a crucial role in 
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maintaining the integrity and functionality of CVADs. For more detailed steps in administering 
intravenous therapies, refer to “Selecting the Appropriate Vein” and “Inserting a Peripheral 
Intravenous Catheter” in the next section.

Venous Access 

Venous access is achieved through various methods, including peripheral intravenous devices and 
central venous access devices. Peripheral intravenous devices are typically utilized for short-term 
intravenous therapy involving fluids, electrolytes, medications, and chemotherapy when suitable veins 
are accessible. It's important to note that peripheral intravenous catheters should be of minimal length, 
usually around 3 inches for adults, and their use should be brief to reduce the risk of catheter-related 
infections. Meanwhile, short peripheral catheters can usually remain in place for up to 72 hours, while 
longer peripherally inserted midline catheters, ranging up to 8 inches in length, can be used for up to 
about 4 weeks. These midline catheters are advanced into the brachial, basilic, or cephalic veins.

The choice of intravenous catheter size depends on the client's condition and anticipated needs. For 
example, an 18-gauge catheter is employed for blood transfusions, while larger 16-gauge catheters are 
used for clients with major trauma whose needs may be unpredictable. Smaller 22 or 24-gauge 
intravenous catheters suffice when clients only require intravenous fluids and medication via their 
peripheral venous catheter. Butterflies are suitable for short-term peripheral intravenous access of less 
than 24 hours, whereas angiocatheters are employed for peripheral intravenous therapy lasting longer 
than 24 hours.

After successful intravenous catheter insertion, the nurse monitors and maintains the intravenous line 
and insertion site. The intravenous line is observed to ensure it remains patent and the flow rate 
matches the prescribed rate. The intravenous site is checked for any signs of infiltration and infection. 
Dressings are changed and dated according to the healthcare facility's policy, usually every 24 hours.

Central Venous Catheters

Central venous catheters are inserted into the right atrium of the heart via the central venous superior 
vena cava. These catheters can be advanced into the superior vena cava through a peripheral vein, such 
as a peripherally inserted central venous catheter (PICC), or into the central venous system through 
the subclavian or jugular vein. Some of these catheters have multiple lumens, up to three, and their 
duration in place varies. For instance, a percutaneous, non-tunneled subclavian catheter is used for 
immediate and short-term treatments, while other central venous catheters are tunneled and cuffed. An 
implanted tunneled and cuffed central venous catheter may have a subcutaneously placed port 
accessed with a non-coring needle into the port's reservoir. Central venous catheters are often 
preferred for venous access when:

● Suitable peripheral veins for necessary therapies are lacking.

● The client requires continuous or intermittent multiple therapies such as chemotherapy, blood 
transfusions, medications, and total parenteral nutrition.

● There is a long-term chronic disease or condition, such as cancer.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                404



Providing Care and Educating the Client on Venous Access Devices

Client and family education regarding venous access devices begins with the informed consent 
procedure and continues throughout the client's use of these devices. Key components of this education 
should include:

● The purpose of the venous access device

● Associated risks

● Available alternatives

● Maintenance and care of the venous access device

● Reporting any issues or discomfort, such as burning or redness at the site

While both peripheral and central venous access devices demand sterile techniques for management 
and maintenance, additional precautions are essential when dealing with central venous lines due to 
their heightened infection risk compared to peripheral intravenous lines. Complications associated with 
central venous catheters may include infection, pneumothorax, hemothorax, thrombosis, emboli, and 
accidental cardiac perforation during insertion.

D. Mastering Medication Dosage Calculation and Administration

Proficiency in medication dosage calculation and administration is a cornerstone of nursing practice, 
ensuring accurate and safe client care. A solid grasp of calculation methods, appropriate rounding rules, 
and varying dosage needs across different client populations is essential. Let's delve into the key 
concepts and techniques involved in medication dosage calculation and administration.

Calculation Formulas for Dosages

Three common calculation formulas stand at the core of precise medication dosage administration:

● Ratio and Proportion: This formula involves establishing a ratio between two quantities and 
using it to calculate the desired dose.

● "Desired over Have": By setting the desired dose over the available dose and cross-multiplying, 
the LPN can calculate the accurate dosage.

● Dimensional Analysis: A systematic approach that employs conversion factors to manipulate 
units and calculate dosages.
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Understanding rounding rules is equally vital, as it ensures precise administration and avoids dosing 
errors.

Dosage Calculation Based on Body Weight

Dosages are frequently calculated using body weight in kilograms. Conversion between pounds and 
kilograms is crucial. The common approach involves multiplying the client's weight by the prescribed 
dosage per kilogram. Standard pharmaceutical math calculations can also be used to determine 
volume. For single dosages, divide the total daily dose by the number of doses per day. For more 
complex calculations based on body surface area, a nomogram (graph) might be employed.

Pediatric Dosages and Special Considerations

Differentiating between adult and pediatric dosages is crucial. Knowledge of how to calculate pediatric 
dosages, facilitate pill swallowing in children, and administer medications to infants is a fundamental 
aspect of nursing care.

Administration of Oral Medications

Tablet administration involves understanding which tablets can be broken for partial dosing, while 
extended-release tablets must never be broken or crushed. Familiarity with abbreviations like CR, LA, 
SA, and XR aids in accurate administration.

Enteral Medications: Tubes and Administration

Administering medications via enteral tubes requires knowledge of proper tube placement:

● Nasogastric (through the nose and into the stomach).

● Nasointestinal (past the stomach and into the small intestine).

● Percutaneous (directly into the stomach).

Flushing the tube with water before medication, and utilizing solution/elixir forms when possible, 
ensures effective delivery.

Injectable Medications: Steps and Precautions

Administering injectable medications involves several critical steps:

1. Needle selection based on factors like 
volume, type of medication, destination 

site, client size, and medication 
viscosity.
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2. Maintaining sterility during syringe and 
needle assembly.

3. Withdrawing medication from 
vial/ampule.

4. Using anatomical landmarks for 
injection site determination.

5. Practicing proper hand hygiene and 
wearing gloves.

6. Cleaning the area and allowing it to dry 
before injection.

7. Injection of medication.

8. Proper disposal of syringes and 
needles.

9. Handwashing and glove removal.

Topical and Inhaled Medications

Understanding how to administer different topical medications, such as skin, nasal, optical, otic (ear), 
vaginal, and rectal, is essential. Explaining the use of metered-dose inhalers (MDIs) and employing 
spacers to enhance lung delivery of inhaled medication also forms a vital part of nursing care.

Performing the Calculations Needed for Medication Administration

Ensuring safe nursing care necessitates precision in calculating dosage and solution rates. In this 
section, you will find a concise overview of fundamental arithmetic calculations and a refresher on the 
ratio and proportion methods employed for such calculations.

Pharmacology employs three measurement systems: the household measurement system, the metric 
system, and the apothecary system.

The household measurement system is generally reserved for clients in non-hospital settings, primarily 
in residential environments. Units of measurement within this system encompass teaspoons, 
tablespoons, drops, ounces, cups, pints, quarts, gallons, and pounds.

Unit of measurement Approximate Equivalent(s)

1 teaspoon 1 teaspoon = 60 drops
1 teaspoon = 5 mL

1 tablespoon 1 tablespoon = 3 teaspoons
1 tablespoon = 15 mL

1 fluid ounce 1 fluid ounce = 2 tablespoons
1 fluid ounce = 30 mL

1 ounce (weight) 16 ounces = 1 pound
1 ounce 30 g

1 cup
1 cup = 8 ounces
1 cup = 16 tablespoons
1 cup = 240 mL
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1 pint 1 pint = 2 cups
1 pint = 480 mL

1 quart 1 quart = 2 pints
1 quart = 4 cups

1 gallon
1 gallon = 4 quarts
1 gallon = 8 pints
1 gallon = 3,785 mL

1 pound 1 pound = 16 ounces
1 pound = 480 g

The apothecary measurement system incorporates weight measurements such as dram, ounce, grain 
(gr), scruple, and pound. In terms of volume units, it employs measurements like a fluid ounce, a pint, a 
minim, a fluid dram, a quart, and a gallon.

This system utilizes lowercase Roman numerals, which are positioned after the unit of measurement. 
For instance, one would write "4 grains" as "gr iv."

The table below presents the weight and volume measurements in the apothecary system, along 
with their approximate equivalents:

Weight Approximate 
Equivalent(s) Volume Approximate 

Equivalent(s)

1 grain (gr) Weight of a grain of wheat 
60 mg

1 minim Quantity of water in a 
drop 1 grain

1 scruple 20 grains (gr xx)  fluid dram 60 minims

1 dram 3 scruples 1 fluid ounce 8 fluid drams

1 ounce 8 drams 1 pint 16 fluid ounces

1 pound 12 ounces 1 quart 2 pints

1 gallon 4 quarts

The metric measurement system encompasses volume measurements such as liters (L), cubic 
milliliters (ml), and cubic centimeters (cc). Its units for weight include kilograms (kg), grams (g), 
milligrams (mg), and micrograms (mcg).

The table below illustrating the metric measurements for length, volume, and weight, along with their 
corresponding equivalents:

Length Equivalent Volume Equivalent Weight Equivalent
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1 millimeter 
(mm)

0.001 meter 1 milliliter (mL) 0.001 liter 1 milligram (mg) 0.001 gram (g)

centimeter (cm) 0.01 meter 1 centiliter (cl) 0.01 liter 1 centigram (cg) 0.001 gram(g)

1 decimeter 
(dm)

0.1meter 1 deciliter (dl) 0.1 liter 1 decigram (dm) 0.1 gram (g)

1 kilometer (km) 1000 meters 1 kiloliter (kl) 1000 liters 1 kilogram (kg) 1000 grams (g)

1000 milliliters 
(mL)

1 liter 1 kilogram (kg) 2.2 pounds (lbs)

1 milliliter (mL)
cubic 

centimeter (cc)
1 pound (lb)

43,592 
milligrams (kg)

10 millimeters 
(mm)

1 centimeter 
(cm)

10 milliliters 
(mL)

1 centiliter (cl) 1 pound (lb)
45,359.237 

centigrams (cm)

10 centimeters 
(cm)

1 decimeter 
(dm)

10 centiliters 
(cl)

1 deciliter (dl) 1 pound (lb)
4,535.9237 

decigrams (dg)

10,000 
decimeters (dm)

1 kilometer (km)
10,000 

deciliters (dc)
1 kiloliter (kl)

Converting From One Measurement System to Another

One will need to engage in the process of converting between different measurement systems when 
presented with a doctor's prescription that specifies a medication dosage in grains (gr), while the 
available medication is measured in milligrams (mg). In such instances, it becomes necessary to 
perform a mathematical conversion from grains to milligrams.

Furthermore, the table presented below provides a comprehensive set of conversion equivalents 
between the metric, apothecary, and household measurement systems for reference.
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Conversions Among the Systems of Measurement

Metric Apothecary Household

1 milliliter 15-16 minims 15-16 drops

4-5 milliliters 1 fluid dram 1 teaspoon or 60 drops

15-16 milliliters 4 fluid drams 1 tablespoon or 3-4 teaspoons

30 milliliters 8 fluid drams or 1 fluid ounce 2 tablespoons

240-250 milliliters 8 fluid ounces or ½ pint 1 glass or cup

500 milliliters 1 pint 2 glasses or 2 cups

1 liter 32 fluid ounces or 1 quart 4 glasses, 4 cups or 1 quart

1 milligram 1/60 grain

60 milligrams 1 grain

300-325 milligrams 5 grains

1 gram 15-16 grains

1 kilogram 2.2 pounds

Clinical Decision Making in Medication Calculations

In the realm of healthcare, nurses play a critical role in ensuring client safety when calculating 
medication dosages and solution rates. This process demands clinical decision-making and professional 
thinking skills, which are honed through experience and education. Nurses understand that errors in 
these calculations can lead to serious consequences. Sometimes, these errors may seem glaringly 
inaccurate, while others may appear deceptively plausible. However, a skilled nurse can promptly 
recognize when a calculated result is incorrect.

For example, if a nurse calculates an intravenous flow rate and arrives at an answer like 250 drops per 
minute, they instinctively realize that this result is implausible. It's simply not feasible to accurately 
count such a high number of drops in a minute. In this scenario, the nurse knows to reevaluate and 
recalculate the flow rate.

Another facet of clinical decision-making involves drawing upon pharmacological knowledge and 
familiarity with standard pediatric and adult medication dosages. Suppose a nurse is computing the 
dosage for a medication like digoxin, and their calculation suggests administering 2 1/2 milligrams. In 
this instance, the nurse's clinical judgment kicks in. They're aware that this dosage far exceeds the 
typical amount for digoxin. This prompts them to revisit their calculations to ensure accuracy.
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In essence, nurses blend their mathematical proficiency with clinical acumen to deliver precise and 
safe medication administration. Their ability to recognize implausible results and cross-reference with 
their pharmacological knowledge forms a fundamental pillar of client care.

E. E�ective Medication Management: Actions, Outcomes, & 
Administration

Nurses play a pivotal role in the safe and effective administration of medications, encompassing several 
crucial steps and principles. Let's delve into the key aspects of medication management, ensuring clarity 
and eliminating redundancy.

Gathering Medication Information

● Obtaining Information: Initiate the process by gathering comprehensive data on prescribed 
medications. This can be achieved through formulary review and consultations with pharmacists 
if needed.

● Understanding Effects and Outcomes: Acquire a deep understanding of the expected effects 
and outcomes associated with various medication types, such as oral, intradermal, 
subcutaneous, intramuscular, and topical medications. This knowledge empowers nurses to 
provide clients and their families with accurate explanations regarding medication effects.

Evaluation and Documentation

● Continuous Evaluation: Regularly assess and meticulously document a client's medication 
usage, including prescribed drugs, over-the-counter medications, and home remedies. This 
evaluation should encompass effects, outcomes, and potential side effects.

● Clear Communication: Effectively communicate medication effects and outcomes to clients and 
their families, ensuring their comprehension and engagement in the care process.

Pharmacological Understanding

● Pharmacokinetics: Grasp the process of how medications are absorbed, distributed, 
metabolized, and excreted by the body.

● Absorption Routes: Understand how medications are absorbed through various routes, 
including the gastrointestinal tract, respiratory tract, and skin.

● Distribution: Comprehend how drugs move from the absorption site to their intended action 
site.

● Metabolism and Excretion: Understand the conversion of drugs by enzymes into less-active 
substances and their elimination from the body.
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Adjusting Dosages and Titration

Tailor dosages to each client's unique physiological parameters. This may involve insulin administration 
based on blood glucose levels or adjusting medication to maintain specific blood pressure levels.

Client Education and Disposal

● Educate clients comprehensively about their medications, covering potential side effects, proper 
administration techniques, and how to manage side effects or allergic reactions.

● Adhere to facility/agency policies for the proper disposal of unused medications.

Incorporating these principles into nursing practice ensures the efficient and safe management of 
medications, contributing significantly to client care.

Educating Clients on Medications: A Comprehensive Approach

Clients and their caregivers should receive a thorough education on various facets of medication 
management to ensure their safety and adherence to treatment plans. Here's a comprehensive list of 
what this education should encompass:

● Medication's Purpose: Explain why the medication is prescribed and how it will benefit the 
client's health.

● Dosage Guidance: Provide clear instructions on the correct dosage, including the amount and 
frequency of medication intake.

● Side Effects: Educate clients about potential side effects of the medication, both common and 
rare, and how to manage them.

● Possible Adverse Effects: Discuss serious adverse effects that may occur and when to seek 
immediate medical attention if they do.

● Storage Instructions: Specify how and where the medication should be stored, whether it 
needs refrigeration, protection from light, or other specific conditions.

● Checking Labels: Emphasize the importance of regularly checking the medication's label for the 
correct name, dose, and expiration date.

● Special Instructions: Highlight any special instructions for medication administration, such as 
whether to shake the medication, take it with or between meals, or on an empty stomach.

● Reporting Side Effects: Explain when clients should contact their healthcare provider regarding 
any medication side effects.

● Adherence Importance: Stress the significance of taking the medication exactly as prescribed 
to ensure its effectiveness.
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● Continuation of Medication: Clarify that clients should continue taking the medication unless 
their healthcare provider instructs otherwise.

● Medication Interactions: Inform clients about potential interactions between the prescribed 
medication, other medications, over-the-counter drugs, supplements, or specific foods.

● Safe Medication Disposal: Educate clients on the proper disposal of unused and expired 
medications to prevent misuse and environmental harm.

● Securing Medications: Emphasize the importance of keeping medications out of reach of 
children and in a secure place inaccessible to anyone who should not take them.

● Biohazardous Equipment: If applicable, provide guidance on the safe disposal of biohazardous 
materials, such as used needles for insulin or other medications.

Additionally, clients may require specific instructions for self-administration of medications or medical 
procedures, such as using inhalers, self-administering insulin, mixing insulins, performing intramuscular 
injections, or administering tube feedings. These specialized procedures should be taught as needed 
based on the individual's healthcare needs. By delivering comprehensive medication education, 
healthcare providers empower clients to take an active role in their treatment, promoting safety and 
better health outcomes.

Ensuring Safe Medication Administration: Rights, Routes, and Considerations

Guiding Principles of Medication Administration

Administering medications safely is a core responsibility for healthcare professionals. This involves 
adhering to the "Ten Rights of Medication Administration" to prevent errors:

● Right Medication: Familiarize oneself with both generic and brand names of medications and 
double-check prescriptions for accuracy.

● Right Dose: Verify the accurate dosage. 

● Right Time: Administer medications at the correct time, adhering to specific instructions, such 
as taking them with meals or at designated times.

● Right Client: Utilize two methods for client identification, avoiding sole reliance on room 
numbers. Always confirm their identity through an armband and direct confirmation of their 
name.

● Right Route: Confirm the appropriate administration route.

● Right Site: Ensure that the medication is suitable for the specific site on the body and rotate 
sites when necessary.

● Right Documentation: Promptly document medication administration details to maintain 
accurate records.
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● Right to Refuse: Respect the client's right to refuse medication.

● Client Education: Provide necessary information to the client.

● Assessment: Assess the client's condition before administering.

● Evaluation: Evaluate the medication's effectiveness and any side effects.

Additional principles include:

● Scrutinize medication orders for accuracy, ensuring they are signed by the prescribing physician.

● Conduct thorough assessments of clients for allergies and potential medication interactions.

● Calculate dosages meticulously.

● Check medication expiration dates.

● Properly label all medications.

To enhance medication safety even further, the LPN can consider incorporating barcode scanning into 
their workflow. Barcode scanning is a highly efficient and accurate method for confirming the client's 
identity and tracking medication storage. Here's how an LPN can integrate barcode scanning into their 
medication safety procedures:

● Unique Identifiers: Utilize barcode scanning as one of the unique identifiers to confirm the 
client's identity. This can be done by attaching a unique barcode to the client's identification 
wristband and the medication packaging. When administering medications, the healthcare 
professional can scan both barcodes to ensure a match, reducing the risk of errors.

● Medication Storage: Implement barcode scanning for medication storage and retrieval. Each 
medication container or shelf can have a barcode that corresponds to the specific medication it 
holds. This allows for easy tracking and inventory management. When storing or retrieving 
medications, healthcare staff can scan the barcode to ensure they are accessing the correct 
medication.

● Narcotics Security: For narcotics, employ an advanced barcode scanning system with restricted 
access. Only authorized personnel should have the capability to unlock the narcotics storage. 
The use of individualized access codes or biometric verification, such as fingerprint scanning, 
can enhance security. Each time narcotics are accessed, the system can log the event with a 
timestamp and the responsible individual's identity.

● Child-Proof Medication Storage: Barcode scanning can be used to manage child-proof 
medication storage as well. A barcode can be attached to the child-resistant cabinet or 
container. Whenever a staff member needs to access medications, they can scan the barcode 
and, if authorized, open the storage. This ensures that child-proof measures are maintained 
while allowing easy access for authorized users.
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● Refrigerated Medications: For medications that require refrigeration, the LPN can utilize 
barcode scanning to monitor temperature and expiration dates. Sensors inside the refrigerator 
can record the temperature and send alerts if it falls outside the safe range. Barcode labels on 
the medication can also include expiration dates that are scanned before administration to 
ensure medications are not past their shelf life.

Special Considerations

Certain client populations are at a higher risk of medication errors:

● Developmental Disorders: Tailor medication administration considering the degree of 
developmental delay.

● Psychiatric Disorders: Be cautious with psychotropic medications, as some can cause sedation 
or confusion.

● Age-specific considerations:

○ Infants: Due to their inability to communicate and identify themselves, vigilance and 
family involvement are crucial for error prevention. Administer oral liquids with syringes, 
and use specific muscle sites for intramuscular injections based on weight.

○ Toddlers: Offer liquid medications with spoons or cups, and use appropriate muscle 
sites for injections based on weight.

○ Preschool and School-Age: These children can usually take capsules and tablets, and 
more muscle sites are suitable for intramuscular injections.

○ Adolescents: Generally receive adult dosages and routes.

○ Elderly: Due to age-related changes in metabolism, renal and hepatic function, and drug 
distribution, they may require lower initial dosages and slower titration. Monitoring is 
crucial to prevent side effects, adverse reactions, and toxicity.

● Language Barriers: Use interpreters, visual aids, and family assistance to overcome language 
barriers.

● Cognitive Impairments: Clients with impaired cognition require careful client identification and 
family involvement.

● Decreased Consciousness: Clients who are not fully alert are at risk; involve visiting family 
members or friends in the identification process.

● Sensory Disorders: Ensure sensory aids like eyeglasses and hearing aids are provided for the 
sensory impaired.

Administering medications safely involves a thorough understanding of these principles and 
consideration of the specific needs of each client. Medications come in various forms (tablets, capsules, 

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                415



ointments, etc.) and routes of administration (oral, subcutaneous, etc.). The preferred route is oral 
unless contraindicated. Crushed medications can be mixed with food or liquid for clients with swallowing 
difficulties, except for time-release capsules, enteric-coated tablets, irritants, and sublingual 
medications, which should not be crushed. 

Mixing Two Medications

For diabetic clients who require both long-acting (basal) and short-acting (bolus) insulins, it's possible to 
mix these medications from two vials to reduce the number of subcutaneous injection sites. Here is the 
step-by-step procedure for safely mixing insulins:

1. Preparation: Begin by preparing the top of the vial containing the longer-acting insulin (e.g., 
NPH insulin) with an alcohol swab.

2. Inject Air into the Longer-Acting Insulin Vial: Using an insulin syringe, inject an amount of air 
that is equal to the ordered dosage of the longer-acting insulin into the vial. Do not withdraw the 
longer-acting insulin at this point.

3. Preparation for the Shorter-Acting Insulin: Next, prepare the top of the vial containing the 
shorter-acting insulin (e.g., regular insulin) with an alcohol swab.

4. Inject Air into the Shorter-Acting Insulin Vial: Using the same insulin syringe, inject an amount 
of air equal to the ordered dosage of the shorter-acting insulin into this vial.

5. Withdraw the Shorter-Acting Insulin: After injecting air into the shorter-acting insulin vial, 
withdraw the ordered dosage of the shorter-acting insulin into the syringe.

6. Withdraw the Longer-Acting Insulin: Finally, withdraw the ordered dosage of the longer-acting 
insulin into the same insulin syringe.

7. Administration: The insulin syringe now contains both the shorter-acting and longer-acting 
insulins. Administer the combined dose subcutaneously as prescribed.

For example, if a client has orders for 10 units of NPH insulin (long-acting) in the morning and an 
additional 3 units of regular insulin (short-acting) based on a sliding scale, they would follow this 
procedure to draw up and inject a total of 13 units, which combines both NPH and regular insulins in one 
syringe. This technique can reduce the number of injections needed, enhancing client comfort and 
compliance. However, it's crucial to ensure that both insulins are compatible before attempting to mix 
them. Always follow specific institutional policies and procedures for medication administration.

Administering and Documenting Medications Administered Through Common 
Routes

Below, we briefly outline procedures for administering medications through various routes. Please note 
that the following steps must be completed before administering any medication to a client:
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Oral Route Administration

● Administer the medication to the client.

● Stay with the client until the medication is swallowed, as some clients may hold medications in 
their cheeks rather than swallowing them.

Buccal and Sublingual Route Administration

● Put on gloves.

● Place buccal medication between the teeth and the inner cheek, and sublingual medication 
beneath the tongue.

● Instruct the client not to chew or swallow the medication but rather to let it dissolve.

Topical Route Administration

● For topical medications, ensure they are suitable for intact skin or for treating wounds.

● Open the tube or container.

● Place the top upside down on a table to avoid inner cap contamination.

● Don gloves.

● Apply the topical medication to the prescribed area using a gloved hand, tongue depressor, 
cotton-tipped applicator, or sterile gauze.

● Apply the medication in long, even strokes following hair growth direction when the application 
area has hair.

Transdermal Route Administration

● If needed, remove the old transdermal 
patch.

● Clean the site with soap and water, 
ensuring it's dry.

● Put on gloves.

● Measure the prescribed dose onto the 
patch or strip without allowing it to 
touch the skin.

● Gently apply the medication against the 
skin, moving the strip over a 3-inch area 
without rubbing it in.

● Secure the site with a semipermeable 
membrane or tape the patch if it lacks 
adhesive.

● Record the date, time, and your initials 
on the dressing.

Ophthalmic Route Medication Administration

● Don gloves. ● Position the client sitting or supine.
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● Instruct the client to tilt their head back 
and look up and away to prevent the 
medication from entering the tear duct.

● For drops, pull down the lower lid and 
instill the prescribed number of drops 
into the conjunctival space.

● For ointment, pull down the lower lid 
and apply it from the inner to the outer 
canthus.

● Advise the client to close their eyes, roll 
them, and blink to evenly distribute the 
medication.

● Gently remove excess drops or 
ointment with a tissue.

Otic Route Administration

● Warm ear drops to body temperature.

● Have the person lie on their side with 
the treated ear upright.

● Straighten the ear canal (pull up and 
back for adults, down and back for 
infants and young children).

● Administer the prescribed number of 
drops against the inner ear side.

● Instruct the person to remain in the 
side-lying position with the treated ear 
up for at least 10 minutes.

Inhalation Route Administration: There are two types of inhalers: metered-dose inhalers and turbo 
inhalers.

For metered-dose inhalers:

● Shake the bottle and remove the cap.

● Instruct the client to exhale fully.

● Have them firmly place their lips around 
the mouthpiece after exhaling.

● Press the bottle while they take a slow, 
deep inhalation.

● Advise rinsing their mouth to prevent 
fungal infection.

For turbo inhalers

● Slide the sleeve from the mouthpiece.

● Turn the mouthpiece to open it.

● Place the colored part of the medication 
into the stem.

● Rescrew the inhaler.

● Slide the sleeve down to puncture the 
capsule.

● Instruct the client to fully exhale, 
deeply inhale, and hold their breath.

Nasogastric Tube Bolus Administration Using Gravity

● Position the client in a Fowler's 
position, elevated at least 30 degrees.

● Confirm tube placement using residual 
aspiration or pH testing.
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● Prepare the prescribed medication(s).

● Insert a syringe without the piston into 
the tube's end.

● Pour the medications into the syringe 
and allow them to flow using gravity.

● Follow with 30 to 50 ml of water for 
adults (15 to 30 ml for children) to clear 
and maintain tube patency.

● Keep the client in a Fowler's position for 
at least 30 minutes or elevate their 
head if they can't maintain this position.

Vaginal Route Administration

● Assist the client in the lithotomy 
position.

● Drape the client, exposing only the 
perineum.

● Remove the suppository from the 
wrapper and lubricate it.

● Don gloves.

● Insert the suppository about 3 to 4 
inches into the vagina, spreading the 
labia.

Rectal Route Suppository Administration

● Position the client on their left side in 
the Sim's position.

● Drape the client, exposing only the 
buttocks.

● Remove the suppository from the 
wrapper and lubricate it.

● Don gloves.

● Insert the suppository into the rectum 
for about 3 inches beyond the sphincter, 
instructing the client to take deep 
breaths to relax.

Rectal Ointment Administration

● Drape the client, exposing only the buttocks.

● Don gloves.

● Apply the ointment on a gauze pad and administer it to the rectum.

Subcutaneous Route Injections

● Subcutaneous injections can be given in the abdomen, upper arms, and front thighs, commonly 
used for insulin, heparin, and other medications.

● Select the site.

● Don gloves.

● Clean the site in a circular pattern.
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● Gently pinch to form a 1-inch fat fold.

● Insert the needle at a 45-degree angle (or 90 degrees if unable to pinch an inch).

● Check for blood, slowly inject the medication, and withdraw the needle.

● Cover the site and dispose of the needle and syringe properly.

Intramuscular Route Administration

● Intramuscular sites include the gluteus maximus, deltoid, vastus lateralis, rectus femoris, and 
ventrogluteal muscles.

● Select the appropriate site using landmarks.

● Don gloves.

● Clean the site in a circular pattern.

● Insert the needle at a 90-degree angle, check for blood, inject the medication, and withdraw the 
needle.

● Cover the site, massage gently, and dispose of the needle and syringe.

Z Track Intramuscular Injections

● Z-track injections prevent skin staining and ensure complete intramuscular medication 
administration.

● Select the appropriate site.

● Don gloves.

● Pull the skin to the side, inject the medication into the muscle, release the skin, and avoid 
massaging.

Intravenous Route Bolus Administration (IV Push)

For IV push without an existing line:

○ Select the largest suitable vein.

○ Don gloves.

○ Apply a tourniquet, locate the vein, and insert the needle.

○ Check for blood flow, remove the tourniquet, and inject the medication.

○ Withdraw the needle, apply pressure, and bandage.

For IV push with an existing line:
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○ Ensure medication compatibility.

○ Don gloves.

○ Close the flow clamp or pinch the tubing above the injection port.

○ Prep the port with alcohol, inject the medication slowly, and readjust the flow rate.

Intravenous Piggyback or Secondary Line Administration

● Ensure medication compatibility.

● Hang the secondary IV set (piggyback).

● Clean the injection port on the primary line with alcohol.

● Insert the secondary set into the primary IV tubing's injection port.

● Adjust the primary IV to run only the piggyback medication.

● Remove the secondary set when the medication is administered.

Documenting Medication Administration Across All Routes

Nurses bear legal and ethical responsibilities for ensuring the accurate and comprehensive 
administration, observation, and documentation of medications. In healthcare settings, various methods 
are employed to secure controlled substances, such as double-locked cabinets or advanced barcoded 
entry systems. 

When utilizing the traditional double-locked narcotics cabinet, nurses must conduct an inventory check 
at the start of their shift, comparing it with the documented count from the prior shift. Any disparities are 
promptly investigated, addressing and rectifying any simple oversights or mathematical errors. In cases 
where the narcotics count cannot be rectified, the facility's policies and procedures dictate that a report 
must be filed. Occasionally, inconsistent narcotics counts may result from illegal drug diversion.

In contrast, facilities employing a barcoded entry system for narcotics and controlled substances 
automatically process and record access by nurses. Each nurse's identification is validated before they 
can access these medications. However, in scenarios where automated systems are not in use, a 
designated nurse retains "narcotic keys." If another nurse needs to administer controlled substances, 
they must enter the narcotics cabinet accompanied by the nurse holding the keys.

Most facilities have a Pyxis or Omnicell to store medication. Removal of the medication requires a nurse 
to sign in or use a fingerprint to access these automated medication dispensing systems. These 
systems enhance medication security and streamline the administration process, ensuring that 
medications are administered accurately and in compliance with legal and ethical standards. The use of 
Pyxis or Omnicell systems further contributes to the comprehensive documentation of medication 
administration, as they automatically record access and dispense medications, facilitating real-time 
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tracking and accountability. This additional layer of security and documentation helps to minimize the 
risk of medication errors and diversion while promoting client safety.

Documentation practices mandate that all controlled substances be recorded on the narcotics record 
as soon as they are removed. Additionally, like all other medications, controlled substances must be 
promptly documented on the client’s medication record once administered. In instances where a 
controlled substance is wasted, whether in full or partially, this wastage necessitates witnessing or 
documentation by both the nurse administering the medication and another nurse. Both nurses are 
responsible for documenting this wastage.

Comprehensive documentation extends to all medications given, omitted, held, or refused by the client. 
This includes vital sign measurements, apical rates, PT and/or PTT values, as indicated by the 
medication's actions or the doctor's orders.

In addition to these documentation responsibilities, nurses must engage in thorough client assessment 
prior to medication administration. This includes observing and evaluating the client's response to the 
medication, encompassing therapeutic effects, side effects, and adverse drug reactions. These 
observations are crucial components of a nurse's professional responsibilities in the context of 
medication administration.

Engaging in the Medication Reconciliation Process: A Vital Role for Physicians

According to the Institute of Medicine's Preventing Medication Errors report, over 40% of medication 
errors can be attributed to communication breakdowns concerning a client's medications. These errors 
can be effectively averted through the meticulous execution of the medication reconciliation process, 
particularly for clients who are newly admitted, transferred, or discharged from one healthcare facility or 
setting to another.

The medication reconciliation process encompasses all types of medications, including prescription 
medications, over-the-counter drugs, vitamins, herbal remedies, nutritional and dietary supplements, 
vaccinations, blood derivatives, diagnostic and contrast agents, as well as radioactive medications. The 
objective is to compile a comprehensive list containing all current medications and treatments.

Physicians, primarily the MDs, bear the critical responsibility in this process. The steps involved in this 
medication reconciliation process are as follows:

1. Compile a List of Current Medications: Gather a comprehensive inventory of the client's 
existing medications, drawing upon the physician's deep knowledge of the client's medical 
history.

2. Compile a List of Newly Prescribed Medications: Document any medications newly prescribed 
for the client, ensuring they align with the client's current health status and treatment plan.

3. Compare the Two Lists: Thoroughly scrutinize both lists, taking note of any disparities or 
inconsistencies between them, a task that requires the clinical judgment of the physician.
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4. Employ Critical Thinking and Professional Judgment: Utilize critical thinking skills and 
professional judgment to assess the compatibility and coherence of the two medication lists. 
The physician's clinical expertise is instrumental in making informed decisions.

5. Communicate and Document the New List of Medications: Once the medication reconciliation 
is complete and any discrepancies have been addressed, the physician communicates the 
updated list of medications to the relevant healthcare providers. This updated list is 
meticulously documented for reference, ensuring continuity of care.

By following these steps and embracing the medication reconciliation process, with physicians at the 
forefront, healthcare professionals can significantly reduce the risk of medication errors stemming from 
communication gaps, ultimately enhancing client safety and quality of care.

Adjusting Medication Dosages through Titration: Responding to Assessment and 
Ordered Parameters

Titration refers to the process of fine-tuning the dosage of medication in alignment with specified and 
ordered parameters or criteria. One of the most common instances of medication titration is observed in 
the administration of insulin to manage blood glucose levels. For instance, a prescribed insulin regimen 
might dictate that a client takes 2 units of regular insulin when their blood glucose levels range from 200 
to 260 mg/dL before a meal.

Intravenous medications can also be subject to titration. Take, for example, an intravenous 
antihypertensive medication such as Hyperstat. The dosage of this medication is adjusted in direct 
response to the client's blood pressure readings, ensuring that it remains within acceptable and safe 
ranges. This dynamic approach to medication administration, rooted in careful assessment and 
adherence to specific guidelines, enables healthcare providers to tailor treatment precisely to each 
client's unique needs, promoting optimal therapeutic outcomes and minimizing potential risks or 
adverse effects.

Proper Disposal of Unused Medications: Facility and Home Environment

The approach to disposing of unused medications can differ between healthcare facilities and agencies. 
It is crucial to consult your specific facility's policies and procedures regarding the proper disposal of 
medications that are no longer needed, especially after a client has been discharged or no longer 
requires a particular medication.

Even in a home environment, clients should receive guidance on the safe and appropriate disposal of 
unused and expired medications. This helps prevent accidental or intentional use by others and 
contributes to environmental protection. Various resources may be available for medication disposal:

● National Prescription Drug Take-Back Days: The U.S. Drug Enforcement Administration (DEA) 
periodically organizes National Prescription Drug Take-Back events. These provide opportunities 
for individuals to safely dispose of prescription drugs.
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● Local Law Enforcement Programs: Some local law enforcement departments run programs for 
the safe disposal of prescription drugs. Check if such a program is available in your area.

● Healthcare Agencies and Pharmacies: Certain local healthcare agencies or pharmacies may 
accept unwanted medications for proper disposal.

In cases where none of these resources are accessible, clients receiving home care should be advised to 
contact their local solid waste department for guidance on appropriate medication disposal methods.

Regarding controlled substances, stringent measures are in place to ensure their secure handling and 
documentation. When a controlled substance is wasted, the process must be observed and documented 
by both the nurse administering the medication and another nurse. This dual documentation serves to 
maintain accountability and prevent misuse.

Moreover, controlled substances, including narcotics, are meticulously recorded in the narcotic record as 
soon as they are removed from secure, double-locked cabinets. This record-keeping is performed before 
administration, not afterward. During shift changes, two nurses conduct a thorough count of all narcotics 
and controlled substances. Any discrepancies are immediately reported for further investigation, 
ensuring the integrity of medication management and administration processes.

Assessing Medication Orders for Accuracy and Appropriateness

Nurses play a vital role in ensuring the accuracy and appropriateness of medication orders for their 
clients. Several critical factors are considered and evaluated during this process:

● Completeness of the Medication Order: The nurse assesses if the medication order is 
complete. This includes checking for any missing information, such as drug name, dosage, route, 
frequency, and duration of treatment.

● Accuracy of the Medication Order: The nurse meticulously reviews the medication order for 
accuracy. This involves confirming that the information provided aligns with best practices and 
guidelines. Any discrepancies or errors must be addressed promptly.

● Appropriateness of the Medication Order: The nurse evaluates whether the prescribed 
medication is appropriate for the client's condition. This assessment is based on the client's 
medical history, diagnosis, and current health status.

● Client Allergies: The nurse verifies the client's allergy profile to ensure that the prescribed 
medication does not contain any substances to which the client is allergic. Allergies should be 
communicated clearly to the healthcare team.

● Client's Health Condition: The nurse considers the client's overall health, including 
comorbidities and any existing medical conditions. Medication orders are assessed to ensure 
they do not contraindicate or negatively interact with the client's health status.
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● Pertinent Laboratory Findings: If applicable, the nurse reviews recent laboratory results, such 
as blood tests or diagnostic reports, to ensure that the medication order is in line with these 
findings.

● Other Client Data: Vital signs, such as blood pressure, heart rate, and respiratory rate, are taken 
into account when evaluating medication orders. Any significant deviations from normal ranges 
may warrant adjustments to the medication plan.

● Communication with the Physician: If the nurse identifies any concerns or problems with the 
medication order during the evaluation, it is their responsibility to promptly communicate these 
issues to the prescribing physician. This open line of communication ensures that any necessary 
modifications or clarifications can be made promptly to safeguard the client's well-being.

In summary, nurses play a crucial role in safeguarding the health and safety of their clients by carefully 
evaluating medication orders for completeness, accuracy, and appropriateness. Effective 
communication with the healthcare team is essential when concerns or issues arise, enabling 
collaborative decision-making to benefit the client's care.

F. Pharmacological Pain Management: Ensuring E�ective Relief

In the realm of nursing, providing effective pain management is a crucial aspect of holistic client care. 
Understanding the nuances of pain assessment, tailoring pain management to different client 
populations, and adhering to documentation and regulatory guidelines are key components of this 
endeavor. Let's explore the intricacies of pharmacological pain management.

Administering Pharmacological Measures for Pain Management

Pharmacological pain management involves the use of various analgesic medications to alleviate pain. 
These medications can be broadly categorized into opioid analgesics, non-opioid analgesics, and 
adjuvant medications, all of which play specific roles in pain relief.

Opioid Analgesics

Opioids, often referred to as narcotics, are used to treat moderate to severe pain. They are potent pain 
relievers and include drugs like Codeine, OxyContin, Darvon, Dilaudid, Demerol, and Percocet. 
Common side effects of opioid analgesics include constipation, sedation, nausea, dizziness, pruritus 
(itching), and respiratory depression. Severe side effects can include hepatic damage, anaphylactic 
reactions, circulatory collapse, and cardiac arrest.
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Non-Opioid Analgesics

Non-opioid analgesics are non-narcotic medications used to treat mild pain, and they can also serve as 
adjuvant medications for pain relief. They include:

● Tylenol (Acetaminophen): Side effects can include hepatotoxicity (liver toxicity), renal damage, 
and, in severe cases, hepatic failure.

● NSAIDs (Non-Steroidal Anti-Inflammatory Drugs): Examples include Ibuprofen, Advil, 
Motrin, Naprosyn, and Naproxen.

○ Side effects may encompass nausea, indigestion, headache, fecal occult blood, and 
anorexia.

○ Severe side effects can include aplastic anemia, gastrointestinal tract bleeding, edema, 
and renal failure.

● Selective COX-2 Inhibitors (e.g., Celebrex): Common side effects include abdominal pain, 
gastrointestinal gas, headache, insomnia, nausea, and bloating.

○ Serious side effects may include gastrointestinal hemorrhage, stroke (cerebrovascular 
accident), and heart attack (myocardial infarction).

● Salicylate NSAIDs (e.g., Aspirin): Side effects range from abdominal pain and ulcers to 
heartburn.

○ Severe reactions include hemolytic anemia, bronchospasm, and anaphylactic shock.

● Centrally Acting Non-Opioid Analgesics (e.g., Clonidine): Side effects can involve oral 
dryness, drowsiness, sedation, constipation, hypotension, and fatigue.

It's essential for nurses to assess the client's pain, determine its intensity, and consider any underlying 
conditions before administering appropriate pain management medications. Careful monitoring of side 
effects and adverse reactions is crucial for client safety and well-being. Documentation of medication 
administration, including the type, dosage, route, time, and the client's response, is a critical aspect of 
the nursing process in pain management.

Assessing the Client's Need for PRN Pain Medication

Some pain medication orders are prescribed as "PRN" (pro re nata), indicating that the client should 
receive the medication as needed based on the nurse's assessment of pain or discomfort. PRN pain 
medications can be administered via various routes, including intramuscular, intravenous, oral, 
subcutaneous, and topical (for skin irritation or itchiness).

As previously discussed in the section titled "Assessing the Need for Pain Management," pain can be 
categorized in different ways, such as acute or chronic, nociceptive or neuropathic, and by location, 

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                426



intensity, and type. Uncontrolled pain can have serious consequences for the client, affecting their 
psychological and emotional well-being, physical health, and overall quality of life.

It's important to note that external regulatory bodies like the Joint Commission and the American 
Nurses Association emphasize the need for effective pain management. Various methods can be used 
to assess pain, including:

● PQRST Method: This approach considers precipitating events, the quality of pain (e.g., dull, 
sharp, burning), region and location of pain, severity of pain, and triggers and timing of pain.

● Standardized Pain Assessment Scales: These scales are tailored for adults, children, and 
infants, such as the CRIES and McGill Pain Assessment tools.

● Numerical Pain Rating Scale: Using a scale from 0 to 10, clients may rate their pain numerically 
or using visual cues (e.g., facial expressions).

● Behavioral Signs and Symptoms: Observing physiological indicators like tachycardia, 
hypertension, and diaphoresis can provide insights into pain levels.

Effective pain assessment is vital for ensuring clients receive appropriate pain relief. Nurses should 
regularly evaluate their clients for pain, use appropriate pain assessment tools, and administer PRN pain 
medication as needed based on their professional judgment and assessment findings. This approach 
promotes better pain management and overall client well-being.

Administering and Documenting Age-Appropriate Pharmacological and 
Nonpharmacological Pain Management

Pain management, whether pharmacological or non-pharmacological, requires careful consideration of 
age-specific implications and the client's underlying diagnoses and conditions. Different age groups, 
including infants, children, the elderly, and individuals undergoing normal developmental changes like 
pregnancy, have distinct needs that nurses should be aware of when administering pain medications and 
nonpharmacological interventions.

Neonates and Infants

● Dosages for neonates and infants are typically calculated based on their weight in kilograms or 
body surface area.

● Oral pain medications are often administered as a liquid using a dropper or nipple to ensure 
accurate dosing.

● Nonpharmacological approaches for neonates and infants are particularly important and may 
include:

○ Swaddling and Gentle Touch: Swaddling the infant in a cozy blanket and providing 
gentle, soothing touch can provide comfort and reduce the perception of pain.
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○ Non-Nutritive Sucking: Allowing infants to suck on a pacifier or their thumb can have a 
calming and pain-reducing effect.

○ Kangaroo Care: Skin-to-skin contact between the infant and a parent can help reduce 
pain and promote bonding.

Young Children

● Young children also receive pain medications based on their weight in kilograms or body surface 
area.

● Some children may be capable of taking oral pills or tablets.

● For intramuscular injections, sites like the vastus lateralis, rectus femoris, and ventrogluteal 
areas are preferred until the child has been walking for at least a year, allowing the gluteus 
maximus muscle to develop for safe intramuscular injections.

● Nonpharmacological interventions for young children are crucial and may include:

○ Distraction Techniques: Engaging children with games, toys, or music can help them 
cope with pain during procedures.

○ Child Life Specialists: These professionals are trained to help children understand and 
manage medical procedures, making the experience less intimidating.

○ Play Therapy: Incorporating play into pain management can help children express their 
feelings and reduce anxiety.

○ Imagery and Visualization: Guided imagery and storytelling can be used to distract and 
comfort children during painful procedures.

Elderly Population:

● Aging-related changes, such as decreased renal, hepatic, and gastrointestinal function, 
impact how the elderly metabolize medications.

● Elderly clients are at higher risk of experiencing side effects, adverse drug reactions, toxicity, and 
over-dosage.

● Nurses should initiate new medications at the lowest possible dosage and titrate them slowly to 
achieve the desired therapeutic effect. Initial dosages may be as low as half of the 
recommended adult dosage.

● Nonpharmacological pain management for the elderly is especially important and may include:

○ Physical Therapy: Tailored exercise programs to improve mobility and reduce 
musculoskeletal pain.
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○ Psychological Interventions: Relaxation techniques and cognitive-behavioral therapy 
to address the emotional aspects of pain.

○ Heat and Cold Therapy: Application of heat or cold packs for relief from various types of 
pain.

○ Massage and Bodywork: Therapeutic massage, acupuncture, or acupressure can help 
alleviate pain and promote relaxation.

○ Distraction Techniques: Engagement in activities, hobbies, or social interactions can 
help reduce the perception of pain.

Pregnancy and Lactation

● Many pain management medications are contraindicated during pregnancy and breastfeeding.

● Opioids used during pregnancy can lead to complications like premature births, miscarriages, 
and fetal withdrawal symptoms.

● It is essential for nurses to be aware of the safety profiles of medications during pregnancy and 
lactation and ensure that alternative pain management strategies are considered for pregnant or 
breastfeeding clients.

● Nonpharmacological approaches during pregnancy are vital and may include techniques such 
as:

○ Prenatal Yoga: This practice can help with pain relief and relaxation during pregnancy.

○ Breathing Exercises: Techniques such as Lamaze can assist with pain management 
during labor.

○ Hydrotherapy: Soaking in a warm bath or using a warm compress can alleviate pain in a 
gentle and nonpharmacological manner.

○ Acupressure and Reflexology: These methods can help reduce pain and discomfort.

○ Massage Therapy: Prenatal massage from trained professionals can provide relief from 
musculoskeletal pain.

Incorporating nonpharmacological approaches into your pain management plan is crucial for providing 
holistic care. When administering pharmacological pain management, nurses must not only consider 
the client's age and diagnoses but also their unique physiological characteristics and any potential 
contraindications, ensuring safe and effective pain relief. Documentation of the administration, 
including the dosage, route, time, and client's response, is critical to maintaining a comprehensive 
record of pain management interventions.
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Administering Controlled Substances Within Regulatory Guidelines

Pharmacological pain management is a vital aspect of nursing care that demands a comprehensive 
approach. By skillfully assessing pain, tailoring pain management to different age groups and diagnoses, 
and adhering to documentation and regulatory standards, nurses ensure that their clients receive 
appropriate and effective pain relief.

● Documenting Pain Medication Administration: Properly document the administration of pain 
medications according to your facility's policies. Accurate documentation is essential for 
tracking pain relief and ensuring continuity of care.

● Controlled Substances: Adhere to regulations governing controlled substances. This includes 
precise counting and documentation of narcotics, as well as proper disposal when necessary.

● Evaluation and Documentation: Regularly evaluate and document how clients use and respond 
to pain medications. Tracking their response over time aids in determining the efficacy of the 
pain management plan.

Moreover, the administration of controlled substances, particularly narcotic drugs, is subject to 
stringent regulatory guidelines to prevent diversion and ensure their proper handling. When using 
non-automated systems, several requirements must be met:

● Nurse Signature for Narcotic Pickup: The nurse picking up narcotics from the pharmacy must 
sign to confirm the receipt of these medications.

● Narcotics Sheet: A narcotics sheet is typically delivered to the nursing care unit along with the 
narcotics. This sheet helps track the movement of narcotics within the facility.

● Secure Storage: Controlled substances must be securely locked and stored to prevent diversion 
or theft.

● Accountable Nurse Assignment: An accountable nurse is assigned to count and verify the 
narcotics at the beginning and end of each shift.

● Removal and Administration Signature: When a nurse removes narcotics from the locked 
cabinet for administration, they must sign to document this action.

● Witnessing and Signatures for Wasting: When controlled substances are wasted or discarded, 
the process must be witnessed by and documented with the signatures of two nurses.

Evaluating and Documenting the Client's Use and Response to Pain Medications

Nurses play a crucial role in assessing, evaluating, and documenting the client's response to pain 
medications. This involves using various methods to measure pain levels and determining the 
effectiveness of pain interventions. Key considerations include:
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● Pain Rating Scales: Using standardized pain rating scales, nurses can assess the client's pain 
level before and after administering pain medication.

● Verbal Reports: Clients often verbally communicate their pain levels and any changes after 
receiving medication.

● Physical and Behavioral Cues: Nurses also observe physical and behavioral cues that indicate 
pain, such as facial expressions, body language, and vital sign changes.

Effective pain management should result in positive outcomes and client responses, which can include:

● Pain Reduction: The client reports a decrease in pain by a certain level (e.g., 3 on a scale).

● Absence of Pain Signs in Infants: Behavioral and physiological signs of pain are absent in 
infants.

● Improved Functionality: The client can perform activities like transferring, ambulating, or 
sleeping without pain after medication.

The evaluation and documentation of pain management are crucial for adjusting treatment plans, 
ensuring client comfort, and maintaining accurate records of pain interventions. This information helps 
healthcare providers make informed decisions about pain management strategies.

G. Total Parenteral Nutrition (TPN): Comprehensive Management and 
Care

In the previous section, "Administering Enteral Nutrition Through Tube Feedings," we discussed the 
use of enteral nutrition methods for clients unable to meet their nutritional needs. However, in situations 
where enteral nutrition is contraindicated, TPN becomes necessary. TPN can be delivered via various 
routes, including nasointestinal, nasojejunal, nasoduodenal, jejunostomy, gastrostomy, or percutaneous 
endoscopic gastrostomy (PEG) tubes.

While TPN, often referred to as hyperalimentation, is effective, it's essential to note that it's costlier and 
carries a higher infection risk compared to enteral nutrition. This higher risk is primarily due to TPN's 
invasive nature and its high dextrose content. Consequently, TPN is typically reserved for cases where 
enteral feeding is not possible due to contraindications, aspiration risk, gastrointestinal obstruction, or 
impaired gastrointestinal function.

Additionally, TPN often includes the administration of lipids to provide essential fatty acids and 
additional calories. It's important to remember that TPN requires filtered tubing to prevent particulate 
matter from entering the bloodstream, while lipids typically do not require filtering.
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Identifying TPN-Related Side E�ects and Adverse Events

TPN can lead to several complications, including:

● Insertion Complications: These can include pneumothorax, hemothorax, or hydrothorax if the 
TPN catheter inadvertently punctures a vein, causing fluid to enter the pleural space. Signs 
include chest pain, shortness of breath, and pain.

● Infection: Infection is a common TPN complication. Strict sterile technique during insertion, 
care, and maintenance is crucial to prevent infection. Signs include fever, swelling, redness at 
the insertion site, diaphoresis, chills, and pain.

● Fluid Overload: Rapid TPN infusion can lead to fluid overload, resulting in hypertension, edema, 
adventitious breath sounds (crackles and rales), shortness of breath, and bulging neck veins. 
Monitoring and adjusting the infusion rate can prevent this complication.

● Hyperglycemia: High dextrose content in TPN and inadequate insulin administration can cause 
hyperglycemia, leading to high blood glucose levels, thirst, increased urination, headaches, 
nausea, and fatigue. Continuous monitoring and insulin titration based on glucose levels can 
prevent this.

● Hypoglycemia: TPN-related hypoglycemia exhibits symptoms similar to poorly managed 
diabetes, including headache, low blood glucose levels, shakiness, cool and clammy skin, blurry 
vision, diaphoresis, and even unconsciousness and seizures. Monitoring glucose levels and 
adjusting insulin dosages are preventive measures.

● Embolism: Air entering the closed TPN system during tubing changes or solution additions can 
cause an embolism. Instructing clients to perform the Valsalva maneuver and rapid tubing 
changes in open-air environments can prevent this. Symptoms include dyspnea, coughing, chest 
pain, and respiratory distress.

Educating Clients on TPN

Clients receiving TPN should receive a thorough education on its purpose, necessity, catheter insertion 
procedure, delivery method, sterile technique, and associated risks and complications. TPN is typically 
administered via a surgically placed catheter in a larger vein, often the subclavian vein, delivering 
essential nutrients, vitamins, and minerals.

Applying Nursing Procedures and Psychomotor Skills in TPN Care

When caring for clients receiving TPN, nurses must apply a range of psychomotor skills:

● Sterile Asepsis: Ensuring a sterile environment during TPN administration, tubing changes, and 
catheter site care to prevent infection

● Tubing and Dressing Changes: Regularly changing TPN tubing (usually every 24 hours) and 
dressings (especially in the first few days) according to facility-specific policies
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● Catheter Site Maintenance: Properly maintaining the catheter insertion site, preventing 
complications

● Infusion Rate Control: Adjusting the TPN infusion rate based on client needs while avoiding 
fluid overload

Applying Physiology and Mathematics in TPN Interventions

Nurses caring for clients on TPN must incorporate their knowledge of client physiology and 
mathematical principles:

● Infection Prevention: Employing sterile techniques to prevent infections, understanding the 
impact of osmolarity on fluid balance, and monitoring blood glucose levels continuously

● Flow Rate Calculations: Applying mathematical principles to calculate the TPN flow rate is 
similar to calculating intravenous flow rates.

Administering TPN and Evaluating Client Responses

Total parenteral nutrition (TPN) is administered much like intravenous infusions, but with specific 
considerations:

● TPN solutions are refrigerated until 
use.

● Strict sterile technique is paramount.

● Regular insulin may be added to 
prevent hyperglycemia.

● The Valsalva maneuver should be 
performed by the client during any 
open-air changes.

● Tubing should be changed every 24 
hours, and dressing changes should 
adhere to facility-specific policies.

TPN is a critical intervention for clients unable to tolerate oral or enteral feedings. Nursing expertise in 
TPN administration, monitoring, and potential complications is vital for ensuring client well-being and 
recovery. By carefully managing the TPN process, maintaining diligent monitoring, and evaluating client 
responses, nurses contribute significantly to the success of TPN therapy.

H. Safe Medication Handling, Storage, & Administration: Best Practices

In the realm of nursing, ensuring the proper handling, storage, and administration of medications is 
important. This involves not only observing the core "rights" of medication administration but also 
safeguarding medications throughout their journey. Let's delve into the essential guidelines and 
considerations for safe medication management.
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Controlled Medication Storage

● Medication Carts: Medication carts offer mobility, but maintaining a controlled environment for 
medication storage is crucial. Most carts feature individual drawers for each client's 
medications. When not in use, carts should be stored in designated secure areas.

● Controlled Substances: Controlled substances require heightened security. They should never 
be placed in regular medicine drawers. Instead, they should be stored in medication carts 
equipped with double-locking drawers, designed specifically for controlled substances.

● Automated Drug Dispensing Systems: Many healthcare facilities use automated drug 
dispensing systems. These systems provide enhanced security through usernames, passwords, 
and barcodes for access. Records are automatically kept, contributing to medication 
accountability.

● Unused Medication Disposal: Disposing of unused medications varies by facility. Follow your 
organization's policies and procedures for proper disposal of unused medications.

Parenteral and Intravenous Therapies

● Basics of Intravenous Therapy: Understand the fundamentals of intravenous therapy, including 
its indicators, types of fluids used (isotonic, hypertonic, and hypotonic solutions), and equipment 
involved (catheters, needles, infusion pumps, electronic delivery devices, regulators, controllers, 
mechanical infusion devices, and tubing).

● Types of Infusion Therapy: There are four types of infusion therapy: peripheral, central, 
continuous, and intermittent. Familiarize yourself with when each should be utilized.

● Mathematical Calculation: Apply mathematical concepts for administering intravenous and 
parenteral therapy. To calculate an IV drip rate, use the formula: (Total milliliters + total minutes) 
X drip factor = drops per minute. The drip factor will be provided in the question on the exam.

● Vein Selection and Catheter Insertion: Know which veins are suitable for different therapies. 
You should be proficient in preparing clients for intravenous catheter insertion, inserting and 
removing peripheral intravenous lines, and monitoring intravenous or client-controlled analgesia 
(PCA) infusion.

● Intermittent Parenteral Fluid Therapy: For clients requiring intermittent parenteral fluid 
therapy for nutritional purposes, provide education, evaluate client response, and maintain 
infusion sites. Track infusion rates to ensure accuracy.
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Selecting Appropriate Veins for Intravenous Therapies

Nurses play a critical role in identifying and selecting appropriate veins for various intravenous therapies. 
Several key factors are considered when choosing the optimal vein for intravenous access:

● Distal Veins on the Nondominant Hand: Whenever possible, nurses prefer to use distal veins on 
the non-dominant hand. This approach allows clients to retain the full use of their dominant 
hand for everyday activities. The veins in this location are often accessible and suitable for 
intravenous therapies.

● Upper Extremities Over Lower Extremities: The upper extremities, such as the arms, are 
typically preferred over the lower extremities (legs) for intravenous access. This choice helps 
prevent lower extremity phlebitis and the risk of emboli.

● Avoiding Specific Areas: Certain areas should be avoided for intravenous access. These 
include:

○ The side of a client's mastectomy: This area is sensitive, and intravenous access can be 
uncomfortable.

○ Paralyzed limbs: Intravenous access in paralyzed limbs may be challenging and less 
reliable.

○ Dialysis access sites: These areas are reserved for specialized access and should not 
be used for routine intravenous therapies.

○ Areas distal to previous phlebitis or infiltration sites: To minimize complications, veins 
distal to sites with a history of inflammation or infiltration should be avoided.

● Consideration of Therapy Type: The choice of vein should align with the type of therapy the 
client requires. Larger intravenous catheters are needed for specific therapies, such as blood 
transfusions. For example:

○ An 18-gauge catheter is typically used for blood transfusions.

○ Major trauma cases in the emergency department may require a larger 16-gauge 
catheter to address various needs.

○ Smaller 22 or 24-gauge catheters are suitable for clients receiving intravenous fluids 
and medications through peripheral venous access.

Inserting a Peripheral Intravenous Catheter

The procedure for inserting a peripheral intravenous catheter is as follows:

1. Explain the procedure to the client, and maintain sterile supplies and techniques for starting an 
intravenous line.
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2. Perform hand hygiene

3. Select a suitable vein.

4. Apply a tourniquet about 3 to 4 inches above the chosen site on the client's arm.

5. Palpate the vein.

6. Clean the site using an alcohol prep pad in a circular pattern from the venipuncture site outward. 
Allow the area to dry.

7. Ask the client to make a fist or use warm compresses to dilate the vein. Do not allow the client to 
pump the limb.

8. Pull the skin taut to expose the vein.

9. Insert the catheter needle into the vein at a 15 to 30-degree angle with the bevel up.

10. Look for blood flashbacks into the catheter.

11. Lower the angle of the catheter needle.

12. Gently advance the catheter until it is level with the surrounding skin.

13. Remove the tourniquet and connect the intravenous tubing to the catheter hub.

14. Secure and stabilize the catheter using a manufactured catheter stabilization device to prevent 
vein irritation and accidental dislodgement.

15. Adjust the infusion rate per the doctor's order.

16. Discard supplies appropriately

17. Perform hand hygiene

Educating Clients on Intermittent Parenteral Fluid Therapy

Nurses are responsible for educating clients about the necessity of intermittent parenteral fluid therapy. 
This education should include the following key points:

● Purpose of Therapy: Clients should understand why intermittent parenteral fluid therapy is 
prescribed. It may be required to maintain hydration, deliver medications, or address specific 
medical conditions.

● Monitoring Signs: Clients should be educated about the importance of monitoring for signs of 
complications or discomfort, such as pain, swelling at the insertion site, changes in flow rate, or 
alarms from infusion devices.
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● Communication: Clients must know when and how to contact the nurse or healthcare provider. 
If they experience any concerning symptoms or issues related to the therapy, they should 
promptly inform the healthcare team.

● Safety Precautions: Clients should be informed about safety measures related to their therapy, 
including the proper care of the infusion site, maintaining cleanliness, and keeping the infusion 
system intact.

● Understanding Equipment: If the therapy involves specialized equipment, clients should 
receive instructions on its use and care.

Effective client education empowers clients to actively participate in their care, promotes safety, and 
ensures that they receive the intended benefits of intermittent parenteral fluid therapy while minimizing 
risks and complications.

Utilizing Knowledge, Mathematical Concepts, Nursing Procedures, and 
Psychomotor Skills

Nurses employ their knowledge of mathematics, nursing procedures, and psychomotor skills when 
caring for clients receiving intravenous and parenteral therapy. Here's a breakdown of how these aspects 
are applied:

Mathematics Concepts

Nurses use mathematical calculations to determine intravenous flow rates. The formula for calculating 
flow rates is:

gtts/min = (Number of mLs to be delivered × Drip factor of the IV tubing) ÷ Number of minutes

For instance, if a doctor's order calls for administering a 0.9% NaCl solution at 100 mL per hour through 
tubing with a drip factor of 20 gtt/mL, nurses would calculate the rate as follows:

gtts/min = (100 × 20) ÷ 60 = 2000 ÷ 60 = 33.3 gtt/min, rounded to 33 gtt/min.

Nursing Procedures

● Nurses are responsible for the monitoring and maintenance of intravenous lines. This includes 
verifying the patency of the line and ensuring that the flow rate matches the physician's orders.

● Routine assessment of the intravenous site is conducted to detect signs of infiltration or 
infection. Dressings are changed and dated according to the facility's policy, typically every 24 
hours.

These nursing procedures, including intravenous care and assessment, can only be performed by 
licensed nurses and not unlicensed assistive staff.

Psychomotor Skills
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Nurses possess the necessary psychomotor skills for venipuncture and initiating intravenous lines. 
Detailed step-by-step guidance on these skills can be found in the section titled "Providing Care and 
Educating the Client on Venous Access Devices."

Preparing Clients for Intravenous Catheter Insertion

Preparing clients for intravenous catheter insertion involves educating them about several key aspects, 
including:

● The purpose of the intravenous catheter: Clients should understand why the catheter is 
needed and how it will benefit their treatment.

● The procedure for inserting the intravenous catheter: Clients should receive an explanation 
of what to expect during the insertion process, including any potential discomfort.

● Care and maintenance of the intravenous catheter: Clients need to know how to care for the 
catheter site, including hygiene practices and any specific instructions.

● Identifying complications: Clients should be informed about signs of potential complications 
or malfunctions related to their intravenous therapy and when to notify the nurse or healthcare 
provider.

By integrating these aspects of mathematics, nursing procedures, and psychomotor skills, nurses can 
ensure the safe and effective administration of intravenous and parenteral therapy while promoting 
client education and involvement in their care.

Monitoring the Function of Infusion Pumps

Infusion pumps should never replace the vigilant monitoring and maintenance conducted by nurses. 
Despite their reliability, infusion pumps can still experience malfunctions or breakdowns, necessitating 
continuous monitoring for accuracy and proper operation.

There are a couple of straightforward methods to monitor these pumps. One involves a drop count 
check, or mathematically calculating the expected number of drops per minute and then visually 
counting the actual drops delivered by the infusion pump. Alternatively, in addition to the drop count 
check, nurses can return to the client's bedside and calculate the expected milliliters or cubic 
centimeters (cc) that should have been administered during their absence. For instance, if a client is 
supposed to receive 125 cc of fluid per hour and there were 650 cc remaining in the IV bag 2 1/2 hours 
ago, but now there are 550 cc remaining, it's clear that only 312 cc should be left, indicating a deviation 
from the prescribed infusion rate. When there's a discrepancy in the amount of intravenous fluid 
delivered by the infusion pump, immediate correction and necessary actions are vital. Client-controlled 
analgesia pumps also require monitoring for functionality and accuracy.

Additionally, it's important to note that many infusion pumps are equipped with drug libraries. These 
libraries contain pre-programmed settings for a wide range of medications, specifying the correct 
dosages and infusion rates for each. Nurses can select the medication and dose from the drug library, 
reducing the potential for manual programming errors. This feature enhances client safety by ensuring 
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that the right medication is administered at the correct rate. Monitoring and verifying the settings in the 
drug library is an essential part of infusion pump maintenance and accuracy, further underlining the 
importance of vigilant monitoring by healthcare professionals.

Monitoring Intravenous Infusions and Site Maintenance

All types of intravenous lines, such as central lines, PICC lines, and venous access devices, are invasive 
and pose a risk of catheter-associated healthcare-related infections if not cared for properly. 
Consequently, only nurses are authorized to monitor, maintain, and attend to these lines and sites, and 
these responsibilities cannot be delegated to unlicensed assistive staff members like nursing assistants 
or client care technicians. The care and maintenance protocols for these sites are outlined in the 
facility's policies and procedures, which typically incorporate sterile techniques and encompass the 
following:

Peripheral Intravenous Lines

● Regular monitoring of the intravenous line is necessary to ensure patency and correct flow rate.
● Routine assessment and inspection of the insertion site to detect signs of infiltration or 

infection.
● Dressing changes are made in accordance with the facility's policy (usually every 24 hours).

Central Venous Access Devices

● Sterile technique, including the use of sterile gloves and personal protective face masks for both 
the client and the nurse.

● Cleansing of the insertion site with chlorhexidine
● Application of sterile dressings, often impregnated with chlorhexidine, with dressing changes 

every 48 hours (except for occlusive transparent dressings, which can remain for up to 72 
hours).

● Cap changes and line flushing after each access
● Avoidance of blood pressure measurements and invasive procedures on the side of the central 

venous access device

Evaluating the Client's Response to Intermittent Parenteral Fluid Therapy

Intermittent parenteral fluid therapy is employed for the administration of intravenous medications 
and fluid replacement. Since intravenous medication acts swiftly and can lead to rapid adverse 
reactions, including allergies and potentially life-threatening complications like anaphylaxis, nurses 
must diligently assess and monitor the client's response during intermittent medication administration. 
Clients undergoing intermittent fluid replacement also require close monitoring. Evaluation includes 
scrutiny of the client's laboratory data, fluid balance, and vigilance for signs and symptoms of fluid 
overload.

For all clients receiving intravenous therapy, whether intermittent or continuous, a thorough evaluation 
and monitoring of potential complications associated with intravenous lines is essential. These 
complications may comprise:
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● Infection: Signs and symptoms of intravenous therapy-related infection include swelling, 
tenderness, redness at the insertion site, pain, and fever. This complication can be mitigated by 
limiting intravenous therapy to necessary cases, promptly discontinuing catheters and 
intravenous therapy, and adhering to strict sterile asepsis during site care and dressing changes. 
In response to infection, nurses should document the complication, inform the physician, cease 
the intravenous flow, elevate the affected limb, apply warm compresses, and administer 
prescribed antipyretic and/or antibiotic medications.

● Infiltration: This occurs when intravenous fluid is mistakenly infused into subcutaneous tissues 
rather than the vein. Signs of infiltration include site pain, localized swelling, coolness of the skin 
near the site, decreased infusion rate, and skin pallor around the insertion site. The nurse's 
response involves halting the infusion, removing the catheter, elevating the affected limb, and 
applying warm compresses.

● Extravasation: This is a severe form of infiltration and occurs when caustic medications infiltrate 
the surrounding tissue. Symptoms include lack of blood return, slowed infusion rate, burning, 
tingling, severe limb pain, erythema, swelling, redness, and blistering. In advanced cases, 
extravasation can lead to necrosis. Immediate actions include stopping the infusion, aspirating 
any blood and fluid, limb elevation, warm compresses followed by cold compresses to reduce 
swelling, and administering specific medications like dexrazoxane.

● Hematoma: Related to intravenous therapy and other injuries present with ecchymosis 
(bruising). Treatment involves discontinuing intravenous therapy, catheter removal, applying 
pressure and a pressure dressing, limb elevation, and warm compresses. Hematomas from 
intravenous therapy typically do not lead to serious complications.

● Phlebitis: Linked to intravenous therapy manifests as redness, swelling, pain, fever, slowed 
infusion, and sometimes a palpable red streak extending from the insertion site. Management 
includes halting the intravenous therapy, limb elevation, warm compresses, and administering 
analgesics and/or antipyretics as needed.

● Embolus Formation: Signs of embolus formation may include chest pain and shortness of 
breath. Nurses must immediately notify the physician, monitor for life-threatening 
complications, and apply a tourniquet above the site to prevent further migration of catheter 
fragments.

● Fluid Overload: This can occur if the intravenous fluid rate surpasses the client's capacity to 
handle the volume. Indications include hypertension, abnormal breath sounds (e.g., rales and 
crackles), tachycardia, shortness of breath, distended neck veins, and edema. Elderly clients 
and those with heart failure are particularly at risk. Nurses who suspect fluid overload should 
notify the physician and reduce the intravenous fluid rate to prevent further overload.
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Chapter 6: Quiz & Answer Key
1. Which statement about total parenteral nutrition is true? 

A. Clients are at high risk for infection when they are getting TPN because they are 
immunocompromised 

B. Clients are at high risk for hyperglycemia when they are getting TPN because they are diabetic
C. The client should perform the Valsalva maneuver when the nurse changes the TPN tubing 
D. The client should perform the Valsalva maneuver when the nurse changes the TPN dressing 

Correct Response: C 
Explanation: The client should perform the Valsalva maneuver when the nurse changes the TPN tubing 
to prevent embolism, which can occur when the tubing is opened to the air while it is being changed. A 
mask, not the Valsalva maneuver, is indicated for TPN dressing changes.

Lastly, clients are at risk for infection secondary to TPN because these solutions are high in dextrose and 
because TPN is an invasive sterile procedure; and clients are at high risk for hyperglycemia when they 
are getting TPN because these solutions are high in dextrose and not because the client is already a 
diabetic client. (See Identifying TPN-Related Side Effects and Adverse Events)

2. Select the opioid classification that is accurately coupled with an example of it AND a side 
effect or adverse reaction to it.

A. Opioid Agonist: Dilaudid: Constipation 
B. Opioid Agonist: Naloxone: Constipation 
C. Opioid Antagonist: Dilaudid: Anaphylaxis 
D. Opioid Antagonist: Oxycontin: Anaphylaxis

Correct Response: A 
Explanation: Dilaudid is an opioid agonist that can cause constipation. Other opioid agonists are 
codeine, OxyContin, Darvon, Dilaudid, Demerol, and Percocet. The side effects and adverse reactions to 
this classification of drugs include constipation, sedation, nausea, dizziness, pruritus, sedation, 
respiratory depression and arrest, hepatic damage, an anaphylactic reaction, circulatory collapse, and 
cardiac arrest.

Opioid antagonists, also referred to as opioid receptor antagonists, such as naloxone and naltrexone, can 
have side effects such as hepatic damage, joint pain, insomnia, vomiting, anxiety, headaches, and 
nervousness. (See Opioid Analgesics)

3. The best way to determine whether or not a medication is compatible with a particular 
intravenous fluid is to: 

A. Mix a small amount of the medication in a small amount of the intravenous fluid and then 
examine this mixture for color changes 

B. Refer to a compatibility chart 
C. Call the doctor and ask if the medication is compatible with the particular intravenous fluid 
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D. Mix a small amount of the medication in a small amount of the intravenous fluid and then 
examine this mixture for any precipitates

Correct Response: B 
Explanation: The best way to determine whether or not a medication is compatible for a particular 
intravenous fluid is to refer to a compatibility chart. Although, at times, incompatibility can be evidenced 
with changes such as those related to color changes and the formation of a cloudy solution or obvious 
precipitate, at other times, incompatibility may not be noticeable. For this reason, nurses must refer to a 
compatibility or incompatibility chart before they mix medications or medications and solutions.

Lastly, there is no need to call the doctor for compatibility when you have and should use a compatibility 
chart. (See Recognizing Actual and Potential Incompatibilities of Prescribed Client Medications)

4. Select the complication of intravenous therapy that is accurately paired with one of its 
interventions. 

A. Infection: Lowering the limb to promote circulation 
B. Infiltration: The application of cold to the site 
C. Extravasation: The aspiration of contents including blood from the IV cannula 
D. Hematoma: The administration of dexrazoxane

Correct Response: C
Explanation: In addition to other interventions, intravenous fluid contents including blood are aspirated 
from the IV cannula. Other interventions include immediate cessation of the infusion, elevating the limb, 
applying warm compresses initially to rid the area of any remaining drug that is in the tissues which is 
then followed by cool compresses to reduce any swelling, and the administration of an ordered 
substance specific medication such as dexrazoxane.

One of the interventions for infection include the elevation, not lowering, of the affected limb; infiltration 
is treated with the application of warm, not cold, compresses and one of the interventions for hematoma 
is the application of pressure and heat and not the administration of dexrazoxane. (See Evaluating the 
Client's Response to Intermittent Parenteral Fluid Therapy)

5. Place these steps of the reconciliation process in the correct sequential order from #1 to #5. Do 
NOT include steps that are not part of the medication reconciliation process. 

#1: Compile a list of newly prescribed medications and other preparations. 
#2: Compile a list of current medications and other preparations. 
#3: Compile a list of only current vitamins, over-the-counter medications, herbal remedies, nutritional 
supplements, and dietary supplements. 
#4: Compare two lists and make note of any discrepancies or inconsistencies. 
#5: Employ critical thinking and professional judgments during the comparisons of the two lists. 
#6: Communicate and document the new list of medications with the appropriate healthcare 
providers. 
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A. 3,2,1,4,6 
B. 2,1,4,5,6
C. 1,2,3,5,4
D. 4,1,3,2,6 

Correct Response: B 
Explanation: The procedure for this medication reconciliation process is:

2. Compile a list of current medications and other preparations

1. Compile a list of newly prescribed medications

4. Compare the two lists and make note of any discrepancies or inconsistencies

5. Employ critical thinking and professional judgments during the comparisons of the two lists

6. Communicate and document the new list of medications to the appropriate healthcare providers (See 
Engaging in the Medication Reconciliation Process: A Vital Role for Physicians)

6. Place the following steps for mixing NPH and regular insulin in the proper order from #1 to #6 
below. 

#1 - Prep the top of the shorter-acting insulin with an alcohol swab. 
#2 - Inject air that is equal to the ordered dosage of the shorter-acting insulin using the same insulin 
syringe. 
#3 - Withdraw the ordered dosage of the shorter-acting insulin using the same insulin syringe.
#4 - Prep the top of the longer-acting insulin vial with an alcohol swab. 
#5 - Inject air that is equal to the ordered dosage of the longer-acting insulin using the insulin syringe. 
#6 - Withdraw the ordered dosage of the longer-acting insulin using the same insulin syringe. 

A. 1,5,4,2,3,6
B. 4,3,2,6,1,5 
C. 4,2,5,3,1,6
D. 1,5,3,6,4,2 

Correct Response: A
Explanation: The steps for mixing NPH, the long-acting insulin, with regular insulin and short acting 
insulin in the correct sequential order are:

1. Prep the top of the longer-acting insulin vial with an alcohol swab.
2. Inject air that is equal to the ordered dosage of the longer-acting insulin using the insulin 

syringe. Do NOT withdraw the longer-acting insulin yet.
3. Prep the top of the shorter-acting insulin with an alcohol swab
4. Inject air that is equal to the ordered dosage of the shorter-acting insulin using the same insulin 

syringe.
5. Withdraw the ordered dosage of the shorter-acting insulin using the same insulin syringe.
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6. And, lastly, withdraw the ordered dosage of the longer-acting insulin using the same insulin 
syringe. (See Mixing Two Medications)

7. Which of the following is NOT considered one of the “Ten Rights of Medication Administration”? 

A. The “right” verification 
B. The “right” to refuse 
C. The “right” documentation 
D. The “right” client education 

Correct Response: A 
Explanation: The “right verification” is not one of the “Ten Rights of Medication Administration”. The 
verification of the doctor’s order for medication is to confirm the right paint, medication, dose, route, and 
time or frequency, it, in itself, is not one of the “10 Rights”. The “Ten Rights of Medication 
Administration” are the right, or correct:

1. Medication
2. Dose
3. Time or frequency
4. Client
5. Route
6. Client education

7. Documentation
8. Right to refuse
9. Assessment and 
10. Evaluation (See Guiding Principles of 

Medication Administration)

8. One of the primary purposes of formal medication reconciliation is to: 

A. Prevent polypharmacy 
B. Conserve financial resources 
C. Prevent interactions 
D. Prevent allergies 

Correct Response: C
Explanation: The medication reconciliation process to ensure that the nurse is aware of all medications 
that the client is taking, some of which may have been ordered by a physician other than the client’s 
primary care doctor and some of which are over the counter or alternative therapies that the client has 
added. The complete and current list of medications is then reviewed by the nurse, and possible 
interactions are identified and addressed with the client.

Although this medication reconciliation process can also save costs by eliminating unnecessary 
medications, particularly when the client is taking multiple medications (polypharmacy), this is not a 
primary purpose. Lastly, medications that the client is allergic to should never be given, therefore, these 
medications should not appear during the medication reconciliation process; they should never have 
been given to or taken by the client. (See Engaging in the Medication Reconciliation Process)

9. You will be administering packed red blood cells to your client. Which of the following principles 
should you apply to this blood administration? 
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A. You must ensure that the client has a patent intravenous catheter that is at least 20 gauge 
B. You will need the help of another nurse prior to the administration of these packed red blood 

cells
C. The unit of packed red blood cells should start no more than 1 hour after it is picked up
D. You must remain with and monitor the client for at least 30 minutes after the transfusion begins 

Correct Response: B 
Explanation: Two nurses must check the blood, the doctor’s order, the ABO compatibility, and the 
client’s identity using at least two unique identifiers prior to the administration of this blood. You must 
ensure that the client has a patent intravenous catheter that is at least 18 gauge and not 20 gauge; you 
will be using normal saline and a Y infusion set for the administration of the blood because Ringer’s 
lactate and other intravenous solutions are not compatible with blood; blood should not remain in the 
client care area for more than 30 minutes so it is important that the nurse is prepared to begin the 
transfusion shortly after the blood is delivered to the client care area; and, lastly, the nurse should 
remain with and monitor the client for at least 15 minutes after the transfusion begins at a slow rate 
since most serious blood reactions and complications occur shortly after the transfusion begins. (See 
Ensuring Accurate Client Identification Before Blood Transfusions)

10. You are preparing to administer a PRN medication for pain. After your assessment of the client 
for pain, you open the narcotics cabinet with the special key. Your calculations indicate that the 
client will be getting 0.8 mLs of the medication, and the unit dose vial is 1 mL. You discard the 
excess of 0.2 mLs into the sink drain and enter the client’s room. After you identify the client 
using two unique identifiers, the client refuses the medication. You then discard the 0.8 mLs 
into the sink and document the client’s refusal on the narcotics count record. What have you 
failed to do during this process? 

A. You have failed to have another nurse witness the 0.8 mLs and the 0.2 mLs of waste 
B. You have failed to have another nurse witness the 0.8 mLs of waste 
C. You have failed to have another nurse witness the 0.2 mLs of waste 
D. You have failed to ask another nurse to verify the calculation of the dosage

Correct Response: A 
Explanation: All controlled substances are documented on the narcotics record as soon as they are 
removed, and all controlled substances that are wasted for any reason, either in their entirety or only 
partially, must be witnessed or documented by the wasting nurse and another nurse. Both nurses 
document this waste.

It should not be necessary for you to ask another nurse to verify this calculation; the nurse is 
accountable and responsible for accurate dosage calculations. (See Documenting Medication 
Administration Across All Routes)

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                445



Chapter 7: Physiological Integrity (Reduction of 
Risk Potential)
Overview

Enhancing client safety involves proactively reducing the chances of complications from existing 
conditions, diagnostics, treatments, and procedures. On the NCLEX-LPN® exam, expect 9-15% of 
questions to focus on this risk reduction aspect.

Learning Objectives 

1. Showcase an in-depth grasp of adverse effects, contraindications, side effects, and interactions 
linked to diverse medications.

2. Demonstrate adeptness in handling blood and blood products, central venous access devices, 
dosage calculations, anticipated intervention outcomes, medication administration, as well as 
maintenance procedures.

3. Apply expert knowledge in parenteral and intravenous therapies, pharmacological pain 
management, and total parenteral nutrition, contributing to proficient and impactful client care.

A. Assessing and Responding to Changes in Vital Signs

Vital signs encompass essential physiological parameters, including pulse rate, body temperature, 
respiratory rate, blood pressure, and oxygen saturation—a relatively recent addition to the roster. These 
indicators are pivotal tools for promptly evaluating a client's overall physiological well-being.

Baseline Vital Signs: A Crucial Benchmark

Baseline vital signs are fundamental reference points taken prior to various medical procedures, such as 
admission to an acute care facility, medication administration, blood transfusions, surgery, and other 
invasive interventions. These initial measurements serve as a vital foundation for comparing subsequent 
readings during and after treatments or significant changes in the client's condition. The responsiveness 
of vital signs to even subtle variations in a client's status underscores their importance in acute care, 
necessitating routine monitoring.

Physiological Insights: Unveiling Bodily Functions

Vital signs offer a window into the adequacy or inadequacy of basic bodily functions. Blood pressure, for 
example, reflects cardiac output and systemic vascular resistance, while respiration rate involves 
intricate mechanisms such as chemoreceptors and baroreceptors in the brainstem, aorta, and carotid 
arteries. Pulse readings mirror the complex interplay of the parasympathetic nervous system, autonomic 
nervous system, and cardiovascular function.
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Interpreting Changes: The Nurse's Role

Recognizing and responding to alterations in vital signs constitute a core nursing competency. When 
clients exhibit abnormal vital signs, like fever, hypertension, bradycardia, or tachypnea, effective 
intervention is paramount.

To excel in this role, nurses must grasp the client's underlying pathophysiology. This knowledge 
empowers them to not only assess vital signs but also understand the significance of abnormalities 
within the context of the client's health.

Furthermore, nurses should be proficient in evaluating invasive monitoring data, such as pulmonary 
artery pressure and intracranial pressure. This advanced interpretation equips them to provide targeted 
and informed interventions, ensuring comprehensive and responsive client care.

Documentation and Reporting

Lastly, all significant changes in vital signs must be diligently documented and reported. Many healthcare 
facilities utilize graphical flow charts to track clients' vital signs over time. This meticulous 
record-keeping is vital for continuity of care and enables healthcare providers to make informed 
decisions based on trends and deviations from baseline measurements.

B. Nursing Procedures and Psychomotor Skills in Vital Sign Assessment

Temperature Assessment

Body temperature results from the balance between heat production and heat loss. The normal body 
temperature is 98.6 degrees Fahrenheit or 36.7 to 37 degrees Celsius, with minor variations among 
children, influenced by factors such as stress, circadian rhythms, hormonal changes, and the external 
environment.

Temperature can be measured at various sites, including the mouth, rectum, ear, axillae, temporal area, 
and forehead, depending on the type of thermometer used. However, oral temperatures are not 
recommended for neonates, infants, young children, or adults with confusion, agitation, or altered 
consciousness. Similarly, rectal temperatures are contraindicated for clients with seizure disorders, 
heart disease, or rectal conditions.

Respiration Assessment

Respiratory status is evaluated through inspection of chest or abdominal movement and by gently 
placing a hand on the chest or abdomen to assess the rate, regularity, depth, and quality of respirations.

A decreased respiratory rate may signal various conditions, including central nervous system depression 
due to opioids or damage, coma, planned sedation, medication side effects, or alkalosis. Increased 
respiratory rates can result from fever, pain, acidosis, or anxiety.
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Normal respiratory rates across the lifespan are as follows:

● Neonate: 30 to 60 breaths per minute

● Infant: 30 to 60 breaths per minute

● Toddler: 20 to 40 breaths per minute

● Preschool Child: 22 to 30 breaths per 
minute

● School Age Child: 20 to 26 breaths per 
minute

● Adolescent: Same as adults, 16 to 22 
breaths per minute

● Adult: 16 to 22 breaths per minute

Pulse Assessment

Pulse is assessed through palpation and auscultation. Peripheral pulses are typically assessed through 
palpation, including the radial, femoral, brachial, popliteal, dorsalis pedis, and posterior tibial pulses. 
During palpation, the index or middle finger counts the beats and assesses pulse characteristics like 
regularity, fullness, or volume. In some cases, a Doppler Device is used to assess challenging peripheral 
pulses.

The apical pulse is assessed by auscultation, with the point of maximum intensity for adults at the left 
side of the chest, fifth intercostal space. This point varies somewhat across the lifespan, particularly 
during adolescence and later years due to heart changes.

Normal pulse rates across the lifespan are:

● Neonate: 80 to 180 beats per minute

● Infant: 100 to 160 beats per minute

● Toddler: 90 to 140 beats per minute

● Preschool Child: 80 to 110 beats per 
minute

● School Age Child: 70 to 100 beats per 
minute

● Adolescent: 60 to 100 beats per minute

● Adult: 60 to 100 beats per minute

Blood Pressure Assessment

Blood pressure reflects the force of blood flow through the arteries, determined by factors like blood 
volume, peripheral vascular resistance, cardiac output, and blood viscosity.

Systolic blood pressure corresponds to the heart's contraction, while diastolic blood pressure reflects 
pressure during the heart's resting phase. Blood pressure is most commonly measured over the brachial 
artery, just above the antecubital space.

Normal blood pressure values across the lifespan are:

● Neonate: Diastolic 40 to 50 mm Hg, 
Systolic 60 to 80 mm Hg

● Infant: Diastolic 50 to 70 mm Hg, 
Systolic 74 to 100 mm Hg
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● Toddler: Diastolic 50 to 80 mm Hg, 
Systolic 80 to 112 mm Hg

● Preschool Child: Diastolic 50 to 78 mm 
Hg, Systolic 82 to 110 mm Hg

● School Age Child: Diastolic 54 to 80 mm 
Hg, Systolic 84 to 120 mm Hg

● Adolescent: < 120/80 mm Hg

● Adult: < 120/80 mm Hg

Note: Please consult institutional policies and guidelines for specific protocols related to vital sign 
assessments.

C. Utilizing Pathophysiological Understanding in Vital Sign Assessment

Nurses leverage their knowledge of client pathophysiology when evaluating vital signs. As previously 
mentioned, body temperature is influenced by heat production and loss, with deviations often stemming 
from pathophysiological factors such as brain disorders, central nervous system dysfunction, 
hypothalamic pathologies, inflammation, hormonal imbalances, and extreme environmental 
temperatures that can induce hyperthermia or hypothermia.

Pathophysiological changes affecting the cardiovascular system, parasympathetic nervous system, and 
autonomic nervous system can manifest as abnormal pulse rates, irregularities, variations in volume, 
and other pulse characteristics. Similarly, pathophysiological alterations involving the brainstem, carotid 
artery baroreceptors, aorta, and respiratory system can lead to deviations in the client's respiratory rate.

Furthermore, disruptions in cardiac rate, systemic vascular resistance, and venous return due to 
pathophysiological changes can result in variations in the client's blood pressure.

D. Interpreting Invasive Monitoring Data

Nurses play a crucial role in monitoring and interpreting invasive monitoring data, which includes 
assessing increased intracranial pressure (ICP) and hemodynamic parameters.

Increased Intracranial Pressure (ICP)

Intracranial pressure refers to the pressure within the cranial cavity, containing the brain, cerebrospinal 
fluid, and blood. The rigid nature of the skull leaves no room for expansion, making increased ICP a 
serious concern as it can lead to impaired cerebral perfusion, hypoxia, and compression of cerebral 
arteries. Conditions contributing to elevated ICP include closed head injuries, cerebral tumors, epidural 
and subdural hematomas, infections, hydrocephalus, cerebral infarctions, and status epilepticus.
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Normal ICP ranges from 5 to 15 mmHg. Cerebral perfusion pressure, which ensures adequate brain 
perfusion, is calculated as the mean arterial pressure minus ICP. The normal range for cerebral perfusion 
pressure is 60 to 100 mmHg.

Brain herniation can occur when ICP exceeds the skull's capacity, leading to central transtentorial, 
transtentorial, or cingulate herniation. Signs of increased ICP include a widened pulse pressure, 
decreased level of consciousness, headache, vomiting, seizures, abnormal posturing, dilated pupils, 
sensory and motor deficits, visual disturbances, Cheyne-Stokes respirations, and Cushing's reflex (late 
sign).

Monitoring methods include computed tomography (CT) scans for diagnosis and intraventricular 
catheters (ventriculostomy), subarachnoid bolts, and epidural bolts for direct ICP measurement and 
cerebrospinal fluid drainage. Treatment depends on the cause and severity and may involve medications 
like osmotic diuretics, corticosteroids, and anticonvulsants. In some cases, a barbiturate coma, 
cardiopulmonary resuscitation, and mechanical ventilation may be necessary.

E. Understanding and Administering Diagnostic Tests

Understanding diagnostic tests and their execution is crucial in ensuring accurate client assessment and 
effective intervention. Here are the key aspects to consider:

● Specimen Collection and Precautions: Grasp the principles of proper specimen collection. 
Morning collections before food or fluids are ideal. When fasting is necessary, it's typically for 8 
to 12 hours prior to the test. Employ standard precautions and aseptic techniques to ensure 
both your safety and your clients' protection from infection.

● Specimen Labeling and Laboratory Requisitions: Master the art of labeling specimens with 
vital details like client's name, date, collection time, and specimen type. Fill out the laboratory 
requisition slip comprehensively, including essential information such as client details, tests 
requested, and potential interfering factors. Specimen labeling must be completed at the 
bedside at the time of collection. 

● Interpreting Test Results and Critical Values: Gain proficiency in interpreting test results. 
Values within reference ranges are normal, while those falling outside are abnormal. Critical 
values, significantly deviating from the reference range, necessitate immediate action to 
safeguard the client. These values must be reported promptly to the RN and the physician. 
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● Knowledge of Diagnostic Tests: Acquire a solid understanding of various diagnostic tests, 
including those related to different body systems. These tests encompass a wide range, such as 
radiological procedures (X-rays, CT scans, MRI), cardiovascular assessments (ECG, 
angiography), and reproductive examinations (Pap smear, mammography).

● Performance of Electrocardiograms (ECGs): Learn the techniques to perform 
electrocardiograms. This test aids in detecting cardiac abnormalities and reflects electrolyte 
imbalances. Familiarize yourself with electrode placement, the painless nature of the procedure, 
and the impact of medications on the test results.

● Fetal Heart Monitoring: Fetal heart monitoring involves inserting a fetal scalp electrode for 
monitoring. A thorough understanding of the wave interpretation is vital. Additionally, be 
well-versed in monitoring maternal and fetal diagnostic test results, such as nonstress tests, 
amniocentesis, and ultrasounds.

Performing Nursing Procedures for Diagnostic Testing

Nurses play a vital role in both noninvasive and invasive diagnostic tests, ensuring the accurate 
collection of data for client assessment and treatment planning. Regardless of the specific test, certain 
general rules and procedures apply to all diagnostic tests:

● Verification of Doctor's Order: Confirm the specific diagnostic test is ordered by the physician.

● Client Identification: Validate the client's identity using at least two unique identifiers.

● Client Education: Explain the purpose, procedure, and any preparation required for the 
diagnostic test. This includes any fasting requirements.

● Informed Consent: Verify that the client provides informed consent for the test, where 
applicable.

● Infection Control: Adhere to universal precautions and appropriate aseptic techniques based on 
the test type.

● Hand Hygiene: Perform proper hand washing before and after specimen collection or bedside 
diagnostic testing.

● Labeling: Ensure complete and accurate labeling of all collected specimens, including the 
client's full name, date, and time of collection.

● Specimen Preservation: Properly preserve and transport specimens to the laboratory following 
established protocols.
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Now, let's delve into some specific nursing procedures for various diagnostic tests:

Performing an Electrocardiogram (ECG/ECG)

1. Assist the client into a comfortable 
supine position.

2. Instruct the client to remain as still as 
possible during the procedure.

3. Expose the client's chest, lower legs, 
and lower arms.

4. Cleanse and dry the skin where the ECG 
leads will be placed.

5. Attach the chest (precordial) leads and 
limb leads as per standard placement.

6. Secure the electrodes to flat areas on 
each of the client's extremities.

7. Run the ECG strip.

8. Print the electrocardiogram data and 
file it in the client's medical record.

9. Notify the physician of any unexpected 
or abnormal findings.

Oxygen Saturation Measurement

Oxygen saturation, reflecting arterial blood oxygen levels, is typically monitored using a pulse oximeter. 
The procedure involves:

1. Placing a sensor on the client's finger or an alternative site like the forehead, nose, or ear.

2. Continuously monitoring oxygen saturation, often in conjunction with vital signs.

3. This noninvasive procedure can also be performed by certified nursing assistants trained to take 
and record vital signs.

Fecal Occult Blood Testing (Guaiac Screening)

1. Collect two small portions of the client's 
stool and place them on a commercially 
prepared slide.

2. Apply a drop of reagent liquid on the 
slide.

3. Observe for a color change within 60 
seconds, indicating a positive result for 
occult blood.
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Blood Glucose Monitoring

1. Verify that the code strip matches the 
meter code.

2. Disinfect the client's finger using an 
alcohol swab.

3. Use a lancet to prick the side of the 
finger.

4. Allow blood to flow naturally by holding 
the finger downward.

5. Wipe off the first drop of blood with 
sterile gauze.

6. Apply the next drop onto the test strip.

7. Hold sterile gauze on the finger after 
specimen collection.

8. Read the blood glucose level on the 
monitor.

Routine Stool Specimens

1. Obtain the appropriate container for the 
stool specimen.

2. Ensure the client voids before stool 
collection to prevent urine 
contamination.

3. Collect the stool in a clean bedpan, 
bedside commode, or a high hat over 
the toilet.

4. Securely tighten the container lid.

5. Label the specimen at the bedside with 
required data.

6. Transport it promptly to the laboratory.

Routine Urine Specimens

1. Get the proper container for the urine 
specimen.

2. Ask the client to void into a clean 
bedpan, bedside commode, or toilet 
using a high hat.

3. Securely tighten the container lid.

4. Label the specimen at the bedside with 
required data.

5. Transport it promptly to the laboratory.

Clean Catch or Midstream Urine Specimen (Gender-Speci�ic)

For Males:

1. Get the proper container for the urine 
specimen.

2. Instruct the client to cleanse the penis 
from the urinary meatus to the 
peripheral area using circular motions.

3. Use a single disposable antiseptic wipe 
for each swipe.

4. Urinate a small amount into the toilet 
bowl, then stop the flow of urine. 
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5. Hold the urine cup a few inches (or a 
few centimeters) from the urethra and 
urinate until the cup is about half full. 

6. Securely tighten the container lid.

7. Label the specimen at the bedside with 
required data.

8. Transport it promptly to the laboratory

For Females:

1. Get the proper container for the urine 
specimen.

2. Instruct the client to use one antiseptic 
wipe for each swipe from front to back 
and inner to outer labia.

3. Keep the labia spread open, urinate a 
small amount into the toilet bowl, then 
stop the flow of urine. 

4. Hold the urine cup a few inches (or a 
few centimeters) from the urinary 
meatus and urinate until the cup is 
about half full. 

5. Securely tighten the container lid.

6. Label the specimen at the bedside with 
required data.

7. Transport it promptly to the laboratory.

Timed Urine Specimen (e.g., 24-Hour Urine)

Collect urine during a specified time period as directed in the doctor's order. Label and transport it to the 
laboratory after completion.

Sputum Specimen Collection

● Provide the client with a specimen collection container.

● Instruct the client to take a deep breath, cough, and expel sputum into the container, avoiding 
saliva contamination.

● Label and transport the specimen to the laboratory.

Throat Culture Collection

● Instruct the client to open their mouth widely and stick out their tongue.

● Insert a sterile swab into the back of the throat and wipe areas of redness, swelling, or exudate.

● Place the swab into a specimen container, tighten the lid, and send it to the laboratory.

Nurses also play a crucial role in educating clients about the purpose, preparation, procedures, results, 
and implications of diagnostic tests, ensuring they understand the importance of these tests for their 
health.
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F. Comprehensive Understanding of Laboratory Values

Navigating the intricate landscape of laboratory values is a crucial skill for effective nursing care. Here's 
what you need to know:

● Wide Range of Values: Familiarize yourself with various laboratory values spanning different 
aspects of health. These encompass arterial blood gases, electrolytes, glucose studies, 
coagulation studies, complete blood count, cardiovascular function studies, thyroid function 
studies, renal function studies, urinalysis, liver function studies, pancreatic enzymes, GI function 
studies, and immune function studies.

● Drug Level Monitoring: Understand the measurement of drug levels in the bloodstream. 
Trough levels are drawn at the drug's lowest concentration before the next dose, while peak 
levels are taken at the highest point after infusion. Maintaining drug levels within the therapeutic 
range is essential, and you should promptly notify the prescribing physician if deviations occur.

● Recognition of Abnormal Values: Recognize deviations from normal values of key indicators, 
including albumin, liver enzyme tests (ALT and AST), bilirubin, calcium, cholesterol (HDL and 
LDL), creatinine, digoxin, magnesium, partial thromboplastin time, INR, phosphorous, total 
protein, PT, and urinary components (albumin, pH, WBC count, differential).

● Specimen Collection Techniques: Master techniques for obtaining blood specimens through 
peripheral or central lines. Additionally, learn procedures for obtaining specimens beyond blood, 
including wound cultures, stool samples, and urine samples for diagnostic testing.

● Monitoring and Client Education: Monitor client laboratory values vigilantly. Provide clients with 
insights into the purpose and procedures of prescribed laboratory tests, fostering their 
understanding and active engagement in their healthcare journey.

By honing these skills, you enhance client care, facilitate accurate diagnosis, and contribute to informed 
decision-making within the healthcare setting. Here are some common laboratory values across various 
categories:

Arterial Blood Gases

● PaO2 (Partial pressure of oxygen): 75-100 mmHg

● PaCO2 (Partial pressure of carbon dioxide): 35-45 mmHg

● Arterial blood pH: 7.35-7.45

● Oxygen saturation (SaO2): 94-100%

● Bicarbonate (HCO3): 22-28 mEq/L

Electrolytes

● Sodium: 135-145 mmol/L
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● Potassium: 3.5-5 mmol/L

● Chloride: 95-105 mmol/L

● Calcium: 2-2.6 mmol/L

● Magnesium: 1.5-2 mEq/L

● Phosphate: 0.8-1.5 mmol/L

Hematology

● Hemoglobin: 13-17 g/dL (men), 12-15 g/dL (women)

● Hematocrit: 40%-52% (men), 36%-47% (women)

● White blood cells (WBC): 4-10 x 10^9/L

● Platelets: 150-400 x 10^9/L

Lipids

● Triglycerides: 50-150 mg/dL

● Total cholesterol: 3-5.5 mmol/L

● High-density lipoprotein (HDL): 40-80 mg/dL

● Low-density lipoprotein (LDL): 85-125 mg/dL

Acid Base Values

● pH: 7.35-7.45

● Bicarbonate (HCO3): 18-22 mmol/L

● pCO2 (Partial pressure of carbon dioxide): 35-45 mm Hg

Gastrointestinal Tests

● Albumin: 35-50 g/L

● Alkaline phosphatase: 50-100 U/L

● Alanine aminotransferase (ALT): 5-30 U/L

● Total bilirubin: 2-20 µmol/L

● Amylase: 30-125 U/L

● Lipase: 10-150 U/L
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Cardiac Enzymes

● Creatine kinase: 25-200 U/L

● Creatine kinase MB (CKMB): 0-4 ng/mL

● Troponin: 0-0.4 ng/mL

Hormones

● Thyroid-stimulating hormone (TSH): 0.5-5 mIU/L

● Free T4: 10-20 pmol/L

● Free T3: 0.2-0.5 ng/dL

● Testosterone (male): 10-25 nmol/L

● Estradiol: 1.5-5 ng/dL (male), 2-14 ng/dL (female, follicular), 2-16 ng/dL (female, luteal), < 3.5 
ng/dL (postmenopausal)

● Progesterone: 70-280 ng/dL (ovulation)

Vitamins

● Vitamin B12: 130-700 ng/L

● Vitamin D: 5-75 ng/mL

Tumor Markers:

● CA19.9: < 40 U/mL

● Carcinoembryonic antigen (CEA): < 4 ug/L

● Prostate-specific antigen (PSA): < 4 ug/L

Miscellaneous:

● C-reactive protein: < 5 mg/L

● Erythrocyte sedimentation rate (ESR): Varies by age (less than age/2 mm/hour)

● Lactate dehydrogenase (LDH): 50-150 U/L

● Rheumatoid factor: < 25 IU/ml

Please note that normal laboratory values can vary slightly between different laboratories and may 
depend on factors such as age, sex, and individual client characteristics. Always interpret laboratory 
results in the context of the client's clinical condition and medical history.
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Educating Clients About Laboratory Tests

Educating clients about the purpose and procedure of prescribed laboratory tests is an essential aspect 
of nursing care. The RN is responsible for client education, the LPN can assist with education 
reinforcement. It helps ensure that clients are informed, prepared, and comfortable with the testing 
process. Here are some key points to include when educating clients about laboratory tests:

● Purpose of the Test: Explain why the test is being ordered. Be clear about its significance in 
diagnosing or monitoring their health condition. Use simple language and avoid medical jargon.

● Procedure Overview: Describe how the test will be conducted. This includes details such as 
where and when the test will take place, what equipment will be used, and what the client needs 
to do during the test.

● Preparation Instructions: Provide any specific preparation requirements. For example, if the 
test requires fasting (NPO after midnight), explain the importance of fasting and how long they 
should abstain from food and drink.

● Duration: Let the client know how long the test is expected to take. Some tests are quick, while 
others may require more time.

● Discomfort: Be honest about any potential discomfort or pain associated with the test. Reassure 
the client that the healthcare team will do their best to minimize discomfort.

● Potential Risks: Discuss any potential risks or side effects associated with the test. Emphasize 
that these risks are typically minimal, but it's important for the client to be aware.

● Follow-up: Explain what will happen after the test, including when they can expect to receive 
the results and how those results will be communicated to them.

● Questions: Encourage the client to ask questions. Ensure they have a chance to clarify any 
doubts or concerns they may have.

● Consent: Confirm that the client understands the information provided and obtains their 
informed consent for the test. Informed consent means they are aware of the purpose, risks, and 
benefits of the test and agree to proceed.

● Documentation: Document the client's education about the laboratory test in their medical 
record. This ensures that other healthcare providers are aware of the education provided.

● Support: Offer emotional support to alleviate any anxiety or concerns the client may have about 
the test. Reiterate that the test is an important part of their care plan.

● Written Materials: Provide written instructions or educational materials that summarize the 
information discussed. This can serve as a reference for the client at home.
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Remember that effective communication and education are crucial in promoting client understanding 
and compliance. Tailor your approach to each client's individual needs and preferences, and ensure they 
feel empowered and informed about their healthcare journey.

Blood Sample Collection: Peripheral and Central Line

Collecting blood samples from different sources requires precise steps:

Peripheral Venous Blood Samples

1. Perform hand hygiene

2. Don gloves

3. Tube Preparation: Assemble the 
appropriate laboratory tubes for 
specimen collection.

4. Site Selection: Choose a suitable site for 
venipuncture.

5. Tourniquet Placement: Position the 
tourniquet on the client's arm, around 3 
to 4 inches above the selected site.

6. Vein Palpation: Gently feel for the vein 
to ensure proper placement.

7. Site Cleaning: Use an alcohol prep pad 
to clean the site in a circular pattern, 
extending from the puncture site to its 
surroundings.

8. Drying: Allow the cleaned area to air 
dry.

9. Client's Cooperation: Ask the client to 
form a fist to make the vein more 
accessible.

10. Needle Insertion: Insert a sterile needle 
into the vein at a 15 to 30-degree angle.

11. Tube Attachment: Attach the collection 
tube to the needle's tubing.

12. Tourniquet Removal: Remove the 
tourniquet once the last tube is filled.

13. Needle Removal: Carefully withdraw the 
needle.

14. Gauze Application: Apply sterile gauze 
with enough pressure to prevent 
bleeding for 1 to 2 minutes.

15. Gauze Removal: Afterward, remove the 
gauze.

16. Bandage Application: Cover the 
puncture site with an adhesive 
bandage.

17. Specimen Labeling: Ensure proper 
labeling of the specimen with all 
required data per facility protocols.

Central Line Blood Samples

Some central venous catheters have multiple lumens. To obtain a blood sample:

1. Port Cleansing: Cleanse the port that 
will be used for drawing the sample 
with alcohol. Scrub the hub for 10 -15 
seconds generating friction

2. Blood Disposal: Discard a small amount 
of blood to clear the line.
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3. Sample Collection: Collect the intended 
blood sample.

4. Flush the Line: After drawing the 
sample, flush the central line with 20 
mL of sterile saline.

These procedures are essential for accurate and safe blood sample collection, whether from peripheral 
veins or central lines.

Collecting Non-Blood Specimens for Diagnostic Testing

In addition to blood, various specimens are collected for diagnostic testing, including urine, stool, and 
wound samples. We've previously discussed urine and stool specimen collection in the section "Nursing 
Procedures and Psychomotor Skills in Vital Sign Assessment." Here, we'll focus on obtaining wound 
specimens.

Wound Specimens Collection

● Gentle Irrigation: Begin by gently 
irrigating the wound with sterile normal 
saline to remove debris and extraneous 
matter.

● Prepare the Swab: Remove the swab 
from the Culturette tube, ensuring it's 
ready for use.

● Swab the Wound: Gently place the swab 
on the wound's granulating tissue, 
rotating it to collect the specimen.

● Place in Culturette Tube: Carefully 
insert the swab into the Culturette tube.

● Soak the Swab: Crack the Culturette 
tube to allow the culture medium to 
soak into the swab.

Monitoring Client's Laboratory Values

Continuous monitoring of a client's laboratory values is essential, both before and after therapeutic 
interventions or treatments. For instance, diabetic clients require regular blood glucose level monitoring, 
which can be performed by nurses and clients at home. This monitoring helps evaluate the effectiveness 
of diabetes management.

Notifying the Primary Healthcare Provider of Abnormal Results

Immediate notification of the primary healthcare provider is crucial whenever abnormal laboratory test 
results are identified. Timely communication ensures that appropriate actions and interventions are 
initiated promptly for the client's well-being.

G. Anticipating Potential Body System Changes

An essential aspect of nursing practice involves anticipating potential changes in body systems and 
taking proactive measures. Here's what you should know:
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● Baseline Comparison: A critical skill is the ability to compare current client data with baseline 
data. This is particularly vital for evaluating symptoms of illness or disease. By doing so, you can 
effectively identify deviations and initiate appropriate interventions promptly.

● Identification of Risks: Recognize potential risks that clients might face, such as aspiration 
(related to feeding tube, sedation, and swallowing difficulties), skin breakdown due to 
immobility, nutritional concerns, incontinence, and inadequate vascular perfusion (notably in 
clients with immobilized limbs, post-surgery, or diabetes). Understanding these risk factors 
equips you to address them effectively.

● Provision of Tailored Care: Develop the capacity to provide treatments and care in response to 
identified risks. This ensures that clients receive personalized interventions that address their 
unique needs and vulnerabilities.

● Monitoring Changes: Monitor client output for changes from baseline, encompassing 
nasogastric tube drainage, emesis, stool characteristics, and urine volume. Detecting shifts 
allows for early intervention and prevents potential complications.

● Client Education: Educate clients about measures to avert complications tied to activity levels 
or diagnosed illnesses. This includes addressing concerns like contractures and emphasizing 
foot care for individuals with diabetes mellitus.

Assessment of Aspiration Risk

Definition of Aspiration Risk: The potential for the entry of gastrointestinal or oropharyngeal secretions, 
solids, or fluids into the tracheobronchial passages.

Identifying Risk Factors for Aspiration

● Impaired Cough and/or Gag Reflex: Clients with weakened or absent cough or gag reflexes 
may be at risk as they can't effectively protect their airway from foreign substances.

● Gastrointestinal Feeding Tubes with Residual: Feeding tubes, especially when there's leftover 
content (residual), can increase the risk of aspiration during feeding.

● Impaired Esophageal Sphincter: A dysfunctional esophageal sphincter may allow stomach 
contents to regurgitate into the throat.

● Impaired Gastrointestinal Tract Emptying and Motility: Conditions that affect the normal 
movement and emptying of the gastrointestinal tract can lead to the accumulation of contents, 
increasing the risk of aspiration.

● Dysphagia: Difficulty swallowing (dysphagia) can result in the improper passage of food or 
liquids, potentially leading to aspiration.

● Decreased Level of Consciousness: Clients with altered consciousness, such as those in a 
stupor or coma, may not have the protective reflexes needed to prevent aspiration.
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● Oral or Facial Surgery or Trauma: Post-surgical clients or those with facial trauma may have 
difficulty swallowing or controlling oral secretions.

● Endotracheal Tube or Tracheostomy Tube: Artificial airways, like endotracheal or tracheostomy 
tubes, bypass the natural defenses against aspiration, increasing the risk.

● Inability to Clear Airway Secretions: Clients unable to effectively manage or clear their airway 
secretions are at higher risk.

● Sedation: Medications that induce sedation can impair the client's ability to protect their airway.

Assessing these risk factors is crucial in preventing aspiration-related complications. Nurses should 
implement appropriate interventions, such as positioning, monitoring, and aspiration precautions, for 
clients at risk to minimize potential harm.

Assessment of Skin Breakdown Risk

Skin breakdown risk can be attributed to a combination of internal (intrinsic) and external (extrinsic) 
factors. It's crucial to consider both when assessing clients for skin integrity issues.

Internal (Intrinsic) Risk Factors

● Poor Nutritional Status: Inadequate nutrition can compromise skin health and impair tissue 
repair.

● Immobility: Clients who are immobile or bedridden are at higher risk due to prolonged pressure 
on specific areas.

● Decreased Level of Consciousness: Altered mental status, often induced by sedating 
medications, may result in clients being unable to reposition themselves to relieve pressure.

● Fecal and/or Urinary Incontinence: Exposure to moisture from incontinence can lead to skin 
breakdown, especially in perineal areas.

● Impaired Circulation and Tissue Perfusion: Conditions affecting blood flow can hinder the 
delivery of essential nutrients and oxygen to the skin, impairing its health.

● Alterations in Fluid Balance: Dehydration or fluid overload can affect skin hydration and overall 
integrity.

● Altered Neurological Sensory Functioning: Conditions that diminish sensory perception may 
prevent clients from feeling discomfort, leading to delayed intervention.

● Changes in Skin Turgor: Loss of skin elasticity can make the skin more vulnerable to damage.

● Bony Prominences: Areas with little soft tissue coverage, such as heels, elbows, and sacrum, 
are at higher risk due to direct pressure on bones.

External (Extrinsic) Risk Factors
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● Mechanical Forces (Pressure, Friction, Shearing): External forces like pressure from sitting or 
lying in one position for extended periods, friction from rubbing against surfaces, and shearing 
forces that occur when the skin's surface moves in one direction while underlying tissues move 
in another can cause skin breakdown.

● Moisture (Environmental Humidity, Bodily Fluids): Prolonged exposure to moisture, whether 
from high humidity, urine, or sweat, can soften the skin and make it more susceptible to injury.

● Radiation: Exposure to radiation, such as in cancer therapy, can damage skin cells.

● Hypothermia: Cold temperatures can constrict blood vessels and reduce blood flow to the skin, 
potentially leading to tissue damage.

● Hyperthermia: Excessive heat can cause sweating, leading to skin maceration and potential 
breakdown.

Using Standardized Scales

Healthcare professionals often use standardized scales like the Norton Scale and the Braden Scale to 
assess and quantify a client's risk of developing skin breakdown. These scales help in identifying 
high-risk clients, enabling the implementation of preventive measures and interventions to maintain skin 
integrity.

Understanding Ine�ective Tissue Perfusion

Ineffective tissue perfusion refers to a condition where there is a reduced delivery of oxygen to tissues at 
the capillary level, leading to insufficient nourishment. This condition can affect various body systems, 
including the renal system, brain, heart, gastrointestinal tract, and peripheral vascular system.

Identifying Risk Factors for Impaired Tissue Perfusion

Several risk factors contribute to the development of inadequate tissue perfusion, which should be 
assessed to identify clients at increased risk:

● Hypervolemia: An excess of circulating blood volume can lead to increased pressure within 
blood vessels, potentially affecting tissue perfusion.

● Hypovolemia: A decrease in blood volume due to factors like dehydration, bleeding, or fluid loss 
can result in reduced cardiac output, compromising tissue perfusion.

● Low Hemoglobin: Low hemoglobin levels indicate decreased oxygen-carrying capacity, affecting 
tissue oxygenation.

● Immobile Limb: Prolonged immobility or limb immobilization can lead to decreased blood flow 
and impaired tissue perfusion.

● Hypotension: Low blood pressure reduces the force pushing blood through the circulatory 
system, potentially leading to poor tissue perfusion.
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● Hypoxia: Insufficient oxygen supply to tissues can result from various factors, including 
respiratory disorders or inadequate oxygen intake.

● Decreased Cardiac Output: Conditions like heart failure or cardiogenic shock can reduce the 
heart's ability to pump blood effectively, affecting tissue perfusion.

● Diabetes: Diabetes can lead to vascular complications, increasing the risk of inadequate tissue 
perfusion.

● Impaired Oxygen Transportation: Conditions affecting the transport of oxygen in the blood, 
such as anemia or carbon monoxide poisoning, can compromise tissue oxygenation.

● Hypoventilation: Inadequate ventilation or shallow breathing can reduce the exchange of 
oxygen and carbon dioxide in the lungs, impacting tissue oxygenation.

Assessing these risk factors is essential for healthcare providers to identify clients who may be at 
increased risk for ineffective tissue perfusion. Early recognition of these factors allows for timely 
interventions to improve tissue oxygenation and prevent complications.

Assessing Cancer Risk Factors

Understanding Common Risk Factors for Cancer

Cancer is a complex disease with various risk factors that increase the likelihood of its development. 
Assessing these risk factors is crucial for healthcare providers to identify clients at an increased risk of 
cancer. Here are some of the most common risk factors associated with different types of cancer:

● Tobacco Use and Secondhand Smoke: Smoking and exposure to secondhand smoke are linked 
to several types of cancer, including lung, bladder, mouth, esophagus, pancreas, and larynx 
cancers.

● Age: Advanced age, particularly individuals over 65 years old, is a significant risk factor for 
various types of cancer.

● Family History: A family history of cancer, along with genetic and familial tendencies, can 
increase the risk of developing cancer. Common familial cancers include colon, breast, ovarian, 
and uterine cancers.

● Chemicals and Substances: Exposure to carcinogenic substances like asbestos, benzene, 
benzidine, cadmium, nickel, and vinyl chloride in the workplace or environment can elevate the 
risk of cancer.

● Ionizing Radiation and Radon Gas: Exposure to ionizing radiation (e.g., from x-rays or 
therapeutic radiation) and radon gas (found in many buildings) is associated with increased 
cancer risk.
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● Sunlight and Ultraviolet Radiation (UV): Excessive exposure to sunlight and UV radiation can 
lead to skin cancer, especially in individuals with fair skin.

● Viruses and Bacteria: Infections with certain viruses and bacteria can contribute to cancer 
development. Examples include human papillomaviruses (HPV) linked to cervical, vaginal, 
penile, anal, and mouth cancers; hepatitis B and C associated with liver cancer; Helicobacter 
pylori implicated in stomach cancer; and the Epstein-Barr virus associated with Burkitt's 
lymphoma.

● Hormones: Hormonal imbalances or treatments can increase cancer risk. For instance, prostate, 
breast, and uterine cancers are influenced by hormonal factors.

● Alcohol: Excessive alcohol consumption is a known risk factor for liver cancer.

● Lifestyle Factors: Poor diet, lack of physical activity, and being overweight or obese are 
modifiable risk factors that can contribute to cancer development. Affected organs may include 
the colon, rectum, pancreas, kidney, prostate, gallbladder, ovary, uterus, breast, and esophagus.

Assessing and Identifying Risk

Healthcare providers should assess clients' exposure to these risk factors, especially if they have a 
family history of cancer or engage in high-risk behaviors. Identifying individuals at greater risk allows for 
targeted cancer prevention strategies, screening, and early detection efforts to reduce the impact of this 
disease.

Empowering Clients: Preventing Complications Through Education

One of the fundamental roles of healthcare providers is to empower clients and their families with 
knowledge and skills to prevent complications associated with their activity level, diagnosed illness, or 
disease. Educating clients on preventive measures is vital for improving health outcomes and enhancing 
their quality of life. Here are some essential educational strategies for various potential nursing 
diagnoses:

Preventing Impaired Skin Integrity

● Encourage clients to change their positions regularly, especially if they are immobile or 
bedridden.

● Teach clients and caregivers proper skin care techniques, emphasizing the importance of 
keeping the skin clean and dry.

● Educate on the use of pressure-relieving devices such as specialized mattresses or cushions.

● Emphasize the importance of adequate nutrition and hydration for maintaining skin health.

● Teach clients to recognize early signs of skin breakdown, such as redness, and to report them 
promptly to healthcare providers.
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Preventing Contractures due to Immobility

● Demonstrate and guide clients through a range of motion exercises for all affected joints.

● Encourage clients to perform these exercises regularly to maintain joint flexibility.

● Educate clients on the use of assistive devices, such as splints or braces, if prescribed by 
healthcare providers.

● Stress the importance of proper body alignment and positioning when sitting or lying down.

● Discuss the risks of prolonged immobility and the benefits of staying as active as possible within 
their physical limitations.

Preventing Diabetic Complications

● Educate diabetic clients about the importance of glycemic control through diet, medication, and 
regular blood glucose monitoring.

● Emphasize the significance of daily foot care, including inspecting feet for any cuts, sores, or 
changes in skin condition.

● Instruct clients on appropriate footwear and the need to protect their feet from injury.

● Provide guidance on managing diabetes-related complications, such as neuropathy and vascular 
issues.

● Encourage clients to communicate openly with their healthcare team about any concerns or 
challenges in managing their diabetes.

Tailoring Education to Individual Needs

● Recognize that each client's situation is unique, and education should be tailored to their 
specific needs and abilities.

● Involve family members and caregivers in the educational process to ensure consistent support 
and care.

● Use clear, plain language and visual aids to enhance understanding, especially for clients with 
limited health literacy.

● Assess the client's readiness to learn and provide information at an appropriate pace.

● Offer ongoing reinforcement and follow-up to address questions and concerns.

Empowering clients through education not only helps prevent complications but also fosters a sense of 
autonomy and active participation in their healthcare. It is a collaborative effort between healthcare 
providers and clients to promote well-being and reduce the impact of diagnosed illnesses or conditions.
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Assessing Client Progress: Comparing Current Data to Baseline Data

One of the critical responsibilities of healthcare providers is to continuously assess and monitor their 
clients' health. Comparing current client data to baseline client data serves as a valuable tool in this 
ongoing process. Here's why this comparison is essential and how it contributes to effective healthcare:

Monitoring Therapeutic Progress

● Healthcare providers establish baseline data during the initial assessment when a client's health 
condition is first documented.

● By comparing current data to this baseline, providers can assess whether the client is making 
progress toward their therapeutic goals.

● Positive changes in vital signs, laboratory values, or clinical assessments may indicate that the 
therapeutic plan is effective.

Detecting Health Trends

● Regularly comparing current and baseline data helps identify health trends, whether improving 
or deteriorating.

● Trend analysis allows healthcare providers to intervene promptly in cases where a client's health 
is declining, preventing potential complications.

Early Problem Identification

● Any significant deviations from baseline data can signal emerging health issues or 
complications.

● Detecting problems early enables timely interventions, reducing the severity and impact of 
health-related challenges.

Adjustment of Care Plans

● When healthcare providers observe changes in a client's condition compared to their baseline, 
they can adjust the therapeutic plan accordingly.

● Personalized care plans can be modified to address the evolving needs and goals of the client.

Evaluating the Impact of Risk Factors

● For clients with identified risk factors for certain conditions, comparing current data to baseline 
data helps assess whether these risk factors are leading to complications.

● Providers can implement preventive measures or additional interventions as needed.

Enhancing Client-Centered Care
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● By continuously monitoring and comparing data, healthcare providers can provide 
client-centered care that addresses individual needs and responses to treatment.

● Clients benefit from care plans that are regularly reviewed and adapted based on their progress.

Ensuring Quality Healthcare

● The regular assessment and comparison of data contribute to the overall quality of healthcare 
services.

● It helps prevent adverse events and promotes evidence-based practice.

In summary, comparing current client data to baseline client data is a fundamental aspect of healthcare 
assessment and management. It enables healthcare providers to track progress, detect trends, identify 
potential problems, and make informed decisions to optimize the health and well-being of their clients. 
This process is essential for delivering safe, effective, and client-centered care.

Monitoring Client Output: Detecting Changes from Baseline

Monitoring client output is a crucial aspect of healthcare assessment, and comparing current output 
data to baseline data can reveal important insights into a client's health. Here's why tracking changes 
from baseline is essential and how it helps in providing effective healthcare:

Identifying Abnormalities

● Baseline data provides a reference point for what is typical or normal for a specific client.

● By regularly comparing current output data to this baseline, healthcare providers can quickly 
detect any deviations or abnormalities.

Early Symptom Recognition

● Changes in output, such as increased emesis (vomiting), decreased urinary output, or altered 
stool patterns, can be early signs of underlying health issues.

● Detecting these changes promptly allows for timely intervention and symptom management.

Evaluating Treatment Response

● In healthcare, various treatments and medications are prescribed to clients to address their 
specific conditions.

● Comparing current output data to baseline data helps assess how well a client is responding to 
treatment.

● Positive changes may indicate that the prescribed interventions are effective.

Preventing Complications

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                468



● Many conditions, such as dehydration, kidney disease, or gastrointestinal infections, can 
manifest through changes in output.

● Early detection of these changes can help prevent complications and secondary health issues.

Individualized Care

● Each client is unique, and their baseline data serves as a personalized reference point.

● Healthcare providers can tailor their care plans based on the client's baseline, ensuring that 
interventions are customized to meet individual needs.

Client Education

● Monitoring and discussing changes from baseline data with clients can empower them to take an 
active role in their healthcare.

● Clients can learn to recognize and report changes in output, facilitating early intervention when 
necessary.

Data-Driven Decision-Making

● Healthcare providers rely on data to make informed decisions.

● Comparing current output data to baseline data adds a data-driven dimension to clinical 
assessments, enhancing the accuracy of diagnoses and treatment plans.

Quality of Care

● Ensuring that clients receive appropriate and timely care is fundamental to healthcare quality.

● Monitoring output changes and acting upon them helps maintain and improve the quality of care 
provided.

In conclusion, monitoring client output and comparing it to baseline data is a fundamental practice in 
healthcare. It aids in the early identification of abnormalities, supports individualized care, and promotes 
the well-being of clients. By recognizing changes from baseline, healthcare providers can intervene 
effectively, manage symptoms, and enhance the overall quality of care.

H. Potential Complications of Diagnostic Procedures and Treatments

Managing potential complications arising from diagnostic tests, treatments, and procedures is a vital 
nursing skill. Here's what you need to know:

● Complication Assessment: After diagnostic procedures, keenly assess clients for complications 
or abnormal reactions. Monitoring for signs of bleeding, among other issues, is critical. Know 
how to reposition clients to prevent complications, such as elevating the head of the bed or 
immobilizing extremities.
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● Responsive Interventions: When complications arise, recommend adjustments to tests, 
procedures, or treatment based on the client's initial response. Reacting swiftly can prevent 
exacerbation and ensure appropriate care.

● Tube Management: Master the insertion and maintenance of oral/nasogastric tubes. Recognize 
circulatory complications like hemorrhage, embolus, and shock, and intervene accordingly. 

● Electroconvulsive Therapy (ECT) Care: Provide thorough care to clients undergoing ECT. 
Monitor airway, assess side effects, and educate the client about the procedure. Prevent 
aspiration and potential neurological complications, documenting responses diligently.

● Surgical Complications and Health Alterations: Leverage your pathophysiological knowledge 
to monitor complications post-surgery and due to health changes. Detect signs of conditions like 
thrombocytopenia and assess responses to interventions for preventing postoperative 
complications.

● System-Specific Assessments: After procedures, assess peripheral pulses and neurological 
status. Evaluate consciousness level, muscle strength, and mobility. Assess for peripheral 
edema, hypoglycemia, and hyperglycemia. Identify factors affecting wound healing and apply 
appropriate treatment or notify the primary care provider.

● Risk Assessments and Focused Evaluations: Perform comprehensive risk assessments for 
sensory impairment, falls, mobility, and skin integrity. Following initial assessments, conduct 
focused evaluations and reassessments based on the initial findings. This iterative approach 
ensures continuous and thorough client care.

Assessing Clients for Abnormal Responses After Diagnostic Tests/Procedures

Diagnostic tests and procedures, while essential for diagnosis and treatment, can sometimes result in 
complications, especially when they involve invasive methods. These complications can vary widely 
depending on the specific test or procedure.

● Cardiac Catheterization: This procedure may lead to cardiac dysrhythmias, requiring close 
monitoring for any abnormal heart rhythms.

● Radiation Therapy: Cancer treatment involving therapeutic radiation carries risks like radiation 
pneumonitis, skin erythema, and skin sloughing, as well as the potential for multiple systems 
fibrosis.

● Chemotherapy: Chemotherapy can result in side effects such as alopecia (hair loss), ulcerations 
of the oral mucous membranes, and an increased susceptibility to infections.

Nurses play a vital role in caring for clients undergoing these procedures and should apply their 
knowledge of nursing procedures and psychomotor skills to ensure safe and effective care:

● During a cardiac catheterization, vigilant monitoring is crucial to promptly identify any cardiac 
arrhythmias.
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● Clients with casted extremities should be assessed for limb-threatening compartment 
syndrome.

● Maintaining strict aseptic techniques is essential, especially for clients at risk of infection due to 
chemotherapy.

● When administering tube feedings, nurses should ensure the client is positioned at a minimum 
of 30 degrees to prevent aspiration.

Monitoring Clients for Signs of Bleeding

Bleeding and hemorrhage are potential complications associated with various surgical procedures, 
medical treatments, and underlying health conditions such as leukemia, cirrhosis, ulcers, and 
coagulation disorders. Severe bleeding can lead to hypovolemic shock, which progresses through 
several stages.

● Initial Stage: characterized by hypoxia and anaerobic cell respiration leading to lactic acidosis

● Compensatory Stage: characterized by the employment of neural, hormonal, and biochemical 
mechanisms in the body’s attempt to reverse the condition

● Progressive Stage: compensatory mechanisms will begin to fail. If the crisis is not treated 
successfully, vital organs might be compromised

● Refractory and Irreversible Stage: vital organs have failed and the shock can no longer be 
reversed, leading to imminent death

Signs and symptoms of hypovolemic shock vary with its stage and include hypotension, tachycardia, 
poor tissue perfusion, hyperventilation, reduced cardiac output, decreased urinary output, metabolic 
acidosis, increased blood viscosity, and multi-organ failure.

Effective treatment strategies aim to address the underlying cause and may include:

● Fluid replacement with solutions like lactated Ringer's and blood products.

● Placement of the client in the Trendelenburg position.

● Administration of plasma expanders (albumin, hetastrach, and hespan).

Failure to provide timely and appropriate treatment can result in fatal outcomes.

Ongoing Assessments and Reassessments

Nurses must conduct continuous assessments and reassessments to monitor client well-being 
effectively. Key areas of focus include:

● Regular monitoring of diagnostic laboratory results (lactate, arterial blood gas, complete blood 
count, BUN and Creatinine)
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● Tracking intake and output.

● Assessing vital signs.

● Evaluating central venous pressure.

● Analyzing arterial blood gases.

● Monitoring renal function.

● Hemodynamic monitoring to assess cardiac performance.

Positioning Clients to Prevent Complications

Positioning clients correctly during and after tests, treatments, and procedures is crucial for their safety 
and comfort:

● Elevating the head of the bed for clients receiving tube feedings.

● Keeping clients in a supine position after a spinal tap.

● Ensuring proper protection and immobilization of extremities with casts until they are fully dry.

By adhering to these positioning guidelines, nurses contribute to the prevention of potential 
complications and promote optimal client outcomes.

Administering, Caring for, and Removing a Gastric Tube

Inserting a Nasogastric Tube: Before initiating the procedure, the nurse should ensure they have 
received the appropriate order, confirm the client's identity using two unique identifiers, and 
communicate the procedure to the client. The necessary supplies include gloves, the nasogastric tube, 
water-soluble jelly, topical anesthetic, tape for securing the tube, a small cup of water, a drinking straw, 
a 60 mL catheter-tipped syringe, and suction equipment with tubing if prescribed. The steps are as 
follows:

1. Perform hand hygiene

2. Don gloves

3. Position the client in a high Fowler's 
position and inspect both nares.

4. Select the most suitable nare for tube 
insertion.

5. Measure the nasogastric tube from the 
nose to the earlobe to the tip of the 
xiphoid process and mark it with tape.

6. Apply topical anesthetic and 
water-soluble lubricant to the tube's tip.

7. Provide the client with a small cup of 
water and a straw if they can safely 
drink.

8. Instruct the client to look up, 
hyperextending their neck.

9. Gently advance the nasogastric tube 
until you encounter resistance at the 
nasopharynx.
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10. Continue to advance the tube below the 
nasopharynx curve while the client 
takes small sips of water, leaning 
forward.

11. Confirm the correct placement of the 
nasogastric tube.

12. Secure the tube to the nose with tape 
and attach the tubing to the client's 
gown using a safety pin.

13. Clamp the tube or connect it to the 
suction device if ordered.

Removing the Nasogastric Tube: Once again, ensure that you have the appropriate order, confirm the 
client's identity using two unique identifiers, and explain the procedure to the client. Follow these steps:

1. Perform hand hygiene

2. Don gloves

3. Remove the securing tape anchor from 
the nose.

4. Disconnect the tubing from suction 
and/or clamp it.

5. Ask the client to take a deep breath as 
you gently remove the tube.

6. Clean the client's nares and provide oral 
hygiene.

Maintaining a Nasogastric Tube: Nasogastric tube maintenance involves several aspects:

● Perform daily nare care and mouth care.

● Monitor the tube's patency regularly.

● Measure and document all nasogastric drainage, including its amount, color, and other 
characteristics.

● If the tube is used for feedings or medication administration, irrigate it before and after each 
feeding or medication.

Following these steps ensures the safe and effective use of nasogastric tubes for various medical 
purposes.

Maintaining Tube Patency

Nurses play a crucial role in ensuring the patency of various tubes and catheters, including nasogastric 
tubes, chest tubes, and artificial airway tubes. Maintaining tube patency is essential for proper client 
care and preventing complications. Here's how it's done:

Preventing Tube Obstruction: The simplest way to prevent tube or line obstruction is to ensure they are 
not kinked or obstructed in any way. Regular visual checks are essential.

Nasogastric Tube Patency

● Nasogastric tubes should be irrigated both before and after each medication administration and 
intermittent tube feeding.
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● Continuous tube feeding may require additional irrigation per facility policy and procedure.

Chest Tube Patency

● After the first 24 hours post-placement, chest tubes are assessed at least hourly for functioning, 
patency, fluid levels, and drainage characteristics.

● Subsequently, assessments are performed at least every eight hours following the initial 
24-hour period.

Artificial Airway Tube Patency - Endotracheal and Tracheostomy Tubes

● Endotracheal and tracheostomy tubes are regularly monitored for correct placement and 
patency.

● Patency is ensured through proper placement validation, the provision of humidity and 
suctioning as needed.

Suctioning Procedure

● Suctioning is performed with a suitable vacuum source, either a central suctioning system or a 
portable machine.

● Suctioning catheters come in various sizes, with the largest appropriate size preferred.

● Catheter size varies by age group: adults and pediatric clients (10 to 16 Fr), Neonates and 
infants (5 to 8 Fr).

● Suctioning is performed using a sterile technique.

Open vs. Closed Airway Suctioning

● Open airway suctioning is performed when the client breathes room air without supplemental 
oxygen.

● Closed airway suctioning is preferred when the client receives supplemental oxygen to prevent 
hypoxia during suctioning.

● Suctioning should be done as quickly as possible to avoid client anxiety and hypoxia.

Confirming Proper Endotracheal Tube Placement

● Various methods are used to validate endotracheal tube placement, including capnography, 
chest x-rays, breath sound auscultation, esophageal detection devices, and observing chest rise 
and fall symmetrically.

Managing Airway Obstruction for Tracheostomy Tubes

If a client with a tracheostomy tube experiences a partial or complete airway obstruction:
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● Deflate the cuff if the catheter cannot be passed into the airway.

● Attempt to advance the suction catheter with the cuff deflated. If it still encounters resistance, a 
mucous plug may be obstructing the airway.

● Remove the inner cannula of the tube and address the mucous plug if necessary.

Maintaining tube patency is a critical nursing responsibility to ensure safe and effective client care.

Implementing Precautions to Prevent Injury and Complications in Procedures and 
Diagnoses

In healthcare, specific precautions are often employed to safeguard clients from injuries and 
complications associated with certain procedures or diagnoses. These precautions are crucial for 
ensuring client safety and well-being. Here are some examples of such precautions:

Semi Fowler's Position for Continuous Tube Feedings

● Clients receiving continuous tube feedings are positioned in a semi Fowler's position, typically at 
an angle of at least 30 degrees.

● This positioning helps prevent aspiration, ensuring that the feeding solution enters the stomach 
rather than the respiratory tract.

Cast Application for Extremity Fractures

● After applying a cast for an extremity fracture, clients are closely monitored for compartment 
syndrome.

● Clients are advised not to exert pressure on the cast until it has fully dried to prevent denting, 
which can lead to circulatory and neurological complications.

Preoperative NPO Status

● All preoperative clients are required to be NPO (nothing by mouth) before surgery.

● This practice reduces the risk of aspiration during surgery, where stomach contents could enter 
the respiratory system.

Seizure Precautions

● Clients with seizure disorders require specific precautions to minimize the risk of injury during 
seizures.

● These precautions may include padding the client's surroundings, ensuring bed rails are up, and 
providing immediate supervision during and after a seizure.

Bedside Suctioning Equipment
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● Suctioning equipment and supplies are kept readily accessible at the client's bedside when 
there is a risk of aspiration.

● This ensures quick intervention in case of airway obstruction.

Preventing Skin Breakdown and Falls

● Special screenings and assessments are conducted to identify clients at risk for skin breakdown 
or falls.

● Preventive measures, such as repositioning bedridden clients, using pressure-relieving devices, 
and implementing fall prevention strategies, are then implemented.

Preventing Complications of Immobility

● Clients who are immobile require various preventive measures to avoid complications like 
contractures, urinary stasis, and venous thrombosis.

● These measures may include range-of-motion exercises, compression stockings, and early 
ambulation when possible.

Bleeding Precautions

● By implementing these precautions, healthcare providers can significantly reduce the risk of 
injury and complications associated with specific procedures or diagnoses, ensuring the safety 
and well-being of their clients.

Intervening to Manage Potential Circulatory Complications

Various medical procedures and conditions can lead to circulatory complications, which require specific 
interventions for effective management. These complications may include thrombosis, hemorrhage, 
hypovolemic shock, cardiogenic shock, anaphylactic shock, neurogenic shock, septic shock, and 
obstructive shock. Here are the interventions for each:

Interventions for Thrombosis

● Superficial thrombosis: Bed rest, extremity elevation, local heat, and NSAIDs are used to 
prevent emboli and deep vein thrombosis (DVT).

● Deep vein thrombosis: Treatment involves anticoagulants, thrombin inhibitors, thrombolytics, 
vena cava filters if indicated, and graduated compression stockings to improve venous return.

Interventions for Hypovolemic Shock and Hemorrhage

● Correct the underlying cause of shock.

● Administer blood and blood products, plasma expanders, and fluids (e.g., lactated Ringer's 
solution).

● Place the client in the Trendelenburg position if appropriate.
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Interventions for Cardiogenic Shock

● Address the underlying cause, such as cardiac arrhythmia, myocardial infarction, or 
cardiomyopathy.

● Implement emergency cardiopulmonary resuscitation (CPR) if necessary.

● Provide oxygen supplementation and mechanical ventilation as needed.

● Administer medications like aspirin, clopidogrel, thrombolytics, anticoagulants, inotropes, or 
perform procedures like angioplasty or stenting.

● Consider ventricular assist devices or heart transplantation if severe.

Interventions for Anaphylactic Shock

● Discontinue the offending medication or allergen.

● Perform emergency CPR if indicated.

● Administer adrenaline or noradrenaline.

● Provide supplemental oxygen.

● Administer cortisone, antihistamines, and beta-agonists like albuterol.

Interventions for Neurogenic Shock

● Maintain airway and breathing.

● Administer fluids and vasopressor drugs (e.g., dopamine, norepinephrine, phenylephrine) to 
address hypotension and bradycardia.

● Treat the underlying cause, such as spinal cord injury or spinal anesthesia.

Interventions for Septic Shock

● Address the underlying infection with appropriate antibiotics or antifungal agents.

● Administer fluid replacement.

● Provide oxygen supplementation and mechanical ventilation as necessary.

● Correct metabolic acidosis and respiratory alkalosis.

● Consider dialysis if indicated.

Interventions for Obstructive Shock

● Correct the underlying condition causing the obstruction (e.g., chest tube for pneumothorax, 
pericardiocentesis for cardiac tamponade).
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● Administer fluid replacement therapy as needed.

Timely and appropriate interventions are crucial for managing circulatory complications effectively, 
improving client outcomes, and preventing further deterioration. Nurses play a vital role in recognizing 
these complications and initiating the necessary interventions promptly.

Intervening to Prevent Aspiration

Aspiration, the inhalation of foreign substances into the airways, is a concern for individuals of all age 
groups. Preventative measures should be tailored to specific age groups and situations. Here are some 
strategies to prevent aspiration in various age groups:

Infants and Children

● Avoid Bottle Propping: Never prop up baby bottles as this can lead to aspiration of formula or 
breast milk. Always hold and supervise infants during feedings.

● Supervision during Vomiting: If an infant or young child is vomiting, turn them onto their side to 
prevent aspiration of vomitus.

● Childproof Environment: Maintain a childproof home to prevent young children from putting 
small objects or toys in their mouths, reducing the risk of aspiration.

Adolescents and Adults

● Caution with Solid Foods: Adolescents and adults should be cautious when consuming solid 
foods, especially when alcohol is involved. Eating slowly and mindfully can reduce the risk of 
choking and aspiration.

● Swallowing Disorders: Be vigilant for signs of swallowing disorders in older adults. These 
individuals may benefit from modified diets or specific swallowing techniques to reduce the risk 
of aspiration.

Tube Feeding

● Elevate Head of Bed: Keep the head of the client's bed elevated to at least 30 degrees during 
and after tube feedings. This position helps prevent the reflux of feeding contents into the 
airways.

● Check Residuals: Before administering a tube feeding, check and monitor residual volume in 
the stomach. Elevated residuals may indicate delayed gastric emptying, increasing the risk of 
aspiration.

● Assess for Abdominal Distention: Regularly assess the abdomen for distention, which can be a 
sign of retained nasogastric feeding contents. Address any issues promptly to reduce the risk of 
aspiration.
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By implementing these preventive measures, healthcare providers and caregivers can reduce the risk of 
aspiration in individuals across the lifespan and improve overall safety and well-being.

Evaluating Responses to Procedures and Treatments

Nurses play a crucial role in evaluating the effectiveness of care, treatments, and procedures to ensure 
that client goals and expected outcomes are met. This evaluation involves collecting and analyzing a 
range of data, including:

● Subjective Data: This includes information provided by the client about their symptoms, 
feelings, and experiences. It offers insights into the client's perspective and can help gauge their 
response to interventions.

● Objective Data: Objective data are measurable and observable facts, such as vital signs, 
laboratory results, physical assessments, and the client's physical condition. These provide 
concrete evidence of a client's response to treatment.

● Primary Data: Primary data are directly obtained from the client or through firsthand 
observations by the nurse. They offer a clear picture of the client's condition and progress.

● Secondary Data: Secondary data include information from various sources, such as diagnostic 
test results, consultations with other healthcare professionals, and the client's medical history. 
These data complement primary data and provide a comprehensive view of the client's health.

The evaluation process involves several key steps:

● Comparison to Baseline Data: Nurses compare the current data to the baseline data collected 
before the initiation of care, treatment, or procedures. This baseline serves as a point of 
reference for assessing changes and progress.

● Assessment of Client Goals: Nurses assess whether the client's goals and expected outcomes 
have been achieved. These goals are often established collaboratively between the client and 
the healthcare team.

● Effectiveness of Interventions: The effectiveness of nursing interventions and medical 
treatments is evaluated. Nurses consider whether the chosen interventions have positively 
impacted the client's health and addressed the identified issues.

● Client's Subjective Feedback: Client input is invaluable. Nurses listen to the client's comments, 
concerns, and feedback about their response to care. This helps in tailoring interventions to 
meet the client's needs.

● Modification of Care Plans: Based on the evaluation findings, nurses may need to modify the 
care plan. This can involve adjusting interventions, medications, or treatment modalities to 
better align with the client's evolving needs.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                479



● Documentation: Thorough and accurate documentation of the evaluation findings is essential. It 
ensures clear communication among the healthcare team and provides a historical record of the 
client's progress.

By diligently evaluating responses to care and treatments, nurses contribute to improving client 
outcomes, ensuring safety, and optimizing the quality of healthcare delivery. This ongoing assessment 
and adaptation of care plans are essential components of the nursing process.

Applying Knowledge of Pathophysiology to Monitor for Complications

Nurses employ their understanding of pathophysiology to effectively monitor and manage complications 
associated with various diseases, disorders, and treatments. This knowledge allows them to identify 
potential risks, recognize early signs and symptoms of complications, and intervene promptly to prevent 
adverse outcomes. Here are some examples:

Thrombocytopenia: It is characterized by a low platelet count, can result from a variety of causes, 
including underlying medical conditions, infections, and certain medications. Nurses need to be aware of 
the risk factors, signs, and symptoms associated with thrombocytopenia. This condition may manifest 
with symptoms such as easy bruising, petechiae, or abnormal bleeding. To assess for thrombocytopenia, 
nurses often rely on complete blood count (CBC) results, which reveal platelet levels.

Infection: Nurses are vigilant in monitoring for signs and symptoms of infection, both localized and 
systemic. Local signs may include redness, swelling, heat, pain, and loss of function in the affected area. 
Systemic signs can encompass fever, chills, increased heart rate, respiratory distress, and altered mental 
status. Laboratory tests, such as white blood cell counts and C-reactive protein levels, aid in diagnosing 
infection. Understanding the pathophysiology of infections and how they can affect various body 
systems helps nurses provide timely interventions.

Inadvertent Puncture of a Major Vessel: During surgical procedures or invasive interventions, 
inadvertent puncture of a major vessel can occur. Nurses must recognize signs of hemorrhage, such as 
hypotension, tachycardia, decreased tissue perfusion, and metabolic acidosis. This complication poses a 
significant risk of hypovolemic shock. Early detection and intervention are crucial to prevent 
life-threatening outcomes.

Pneumothorax: It is the presence of air in the pleural space, can arise from various causes, including 
medical procedures, trauma, or underlying lung conditions. Nurses should be alert to symptoms like 
dyspnea, chest pain, and shortness of breath. Timely intervention, often involving chest tube placement, 
helps re-establish negative pressure in the pleural space and re-expand the affected lung.

Hemorrhage: Hemorrhage or excessive bleeding can result from invasive procedures or underlying 
clotting disorders. Nurses closely monitor for signs of bleeding, including assessing vital signs, intake 
and output, central venous pressure, arterial blood gases, renal function, and hemodynamic status. 
Quick action is essential, with treatments including fluid resuscitation, blood product transfusions, and 
addressing the underlying cause.
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Incorporating pathophysiological knowledge into clinical practice empowers nurses to deliver safe and 
effective care. By recognizing the interconnectedness of disease processes and potential complications, 
nurses can intervene proactively, improving client outcomes and minimizing risks.

Evaluating the Client's Response to Post-Operative Interventions to Prevent 
Complications

Post-operative nursing care is a critical phase of the surgical process aimed at preventing complications 
and promoting the client's recovery. Effective nursing interventions during this phase require ongoing 
assessment, education, and proactive measures to address potential complications. Here are some key 
aspects of evaluating the client's response to post-operative interventions:

Wound Disruptions such as Evisceration and Dehiscence: Dehiscence and evisceration are serious 
surgical complications involving the separation of incisional wounds and protrusion of internal organs. 
Nurses play a crucial role in early detection and intervention. If these complications occur, prompt 
assistance is essential. Nurses should call for help immediately, cover the wound with a sterile dressing 
or towel, and maintain gentle pressure to prevent further evisceration. The expected outcome is the 
timely recognition and management of these complications, minimizing harm to the client.

Airway Obstruction, Aspiration, and Hypoxia: Post-operative clients are at risk of airway obstruction, 
aspiration, and hypoxia due to factors such as anesthesia, surgical positioning, and immobility. Nursing 
interventions involve maintaining airway patency, adequate oxygenation, and effective lung expansion. 
Clients should be positioned to prevent airway obstruction, monitored closely for signs of respiratory 
distress, encouraged to use incentive spirometry, and provided with adequate pain management to 
support deep breathing. The expected outcome is the absence of airway complications and maintenance 
of adequate oxygenation.

Impaired Venous Return: Prolonged immobility can lead to impaired venous return, increasing the risk 
of venous thromboembolism. Nurses employ preventative measures such as anti-embolism stockings, 
sequential compression devices, early mobilization, range of motion exercises, frequent position 
changes, and leg exercises to enhance venous return. Monitoring for signs of venous stasis or 
thrombophlebitis is crucial. The expected outcome is the prevention of venous complications.

Immobility: Immobilization can have adverse effects on various body systems. To mitigate these 
complications, nurses encourage early mobilization, weight-bearing activities, and range of motion 
exercises. Additionally, maintaining a high-fiber diet and adequate hydration helps prevent constipation. 
The expected outcome is the prevention of immobility-related complications, such as venous stasis, 
pneumonia, orthostatic hypotension, and constipation.

Paralytic Ileus: Paralytic ileus is a common postoperative complication caused by anesthesia. Nurses 
promote early mobilization and delay the introduction of food and fluids until bowel sounds return. 
Monitoring bowel sounds and assessing for abdominal pain and distention are crucial. The expected 
outcome is the resumption of bowel function without ileus-related complications.
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Infection: Infection is a significant postoperative complication. Nurses monitor for local and systemic 
signs of infection, such as wound redness, elevated body temperature, and changes in laboratory values. 
Timely recognition of infection allows for prompt intervention, reducing its severity and preventing 
systemic spread. The expected outcome is the early identification and management of infection, 
minimizing its impact on the client's recovery.

Overall, effective post-operative care requires vigilant assessment, proactive prevention, and timely 
intervention to identify and manage potential complications. Nurses play a crucial role in ensuring the 
client's safety and facilitating a smooth recovery process.

I. System Speci�ic Assessments 

Assessing Peripheral Pulses After a Procedure or Treatment

After certain procedures or treatments, clients may be at risk for alterations in their peripheral pulses. 
Peripheral pulses include the radial pulse, the femoral pulse, the brachial pulse, the popliteal pulse, the 
dorsalis pedis pulse of the foot, and the posterior tibial pulse near the ankle. These pulses, which are 
important indicators of circulatory health, should be assessed bilaterally for rate, volume, and regularity. 
Here's a breakdown of the categorization and documentation of the strength, volume, and fullness of 
peripheral pulses:

0: Absent Pulses

● An absent pulse indicates that no pulsation can be felt or detected at the assessment site.

● This is a critical finding that may suggest severe circulatory impairment or a blocked artery.

● Immediate intervention and notification of healthcare providers are essential.

1: Weak Pulse

● A weak pulse is palpable but feels faint or difficult to detect.

● It may indicate reduced blood flow to the assessed area, possibly due to circulatory problems.

● Further assessment and monitoring are necessary to identify the cause and potential 
interventions.

2: Normal Pulse

● A normal pulse is characterized by its typical strength, volume, and regularity.

● It is often considered the expected baseline for peripheral pulses.

● In this case, no significant abnormalities are detected, and regular monitoring is sufficient.

3: Increased Volume

● An increased volume pulse is noticeably stronger than the expected baseline.
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● It may suggest increased blood flow or a hyperdynamic circulatory state.

● The cause should be investigated, and interventions may be required, depending on the 
underlying condition.

4: Bounding Pulse

● A bounding pulse is exceptionally strong, forceful, and easily palpable.

● It can be indicative of an exaggerated pulse pressure or increased stroke volume.

● Like other abnormalities, a bounding pulse requires further assessment to determine the 
underlying cause and appropriate interventions.

In situations where peripheral pulses are challenging to palpate or assess using palpation a Doppler 
ultrasound may be used. A Doppler device uses sound waves to detect and amplify the pulse signal, 
making it easier to assess in such cases.

Overall, assessing peripheral pulses is a crucial component of nursing care, especially after procedures 
or treatments that may affect circulation. Detecting and promptly addressing alterations in peripheral 
pulses are essential for ensuring the client's circulatory well-being and preventing potential 
complications.

Assessing the Client for an Abnormal Neurological Status

Nurses play a critical role in assessing a client's neurological status to ensure their overall well-being. 
This assessment involves evaluating various aspects of the client's neurological function. Here's an 
overview of what is typically assessed:

● Level of Consciousness: The client's level of consciousness is a fundamental aspect of 
neurological assessment. Nurses assess whether the client is oriented to time (knows the date 
and time), person (knows who they are), and place (knows where they are). This is often 
abbreviated as "oriented x 3." Nurses also evaluate whether the client is alert, confused, 
lethargic, obtunded (less responsive), stuporous (difficult to arouse), or comatose 
(unresponsive). Additional states, such as persistent vegetative state, locked-in syndrome, or 
brain death, may be assessed as well.

● Muscle Strength: The strength of the client's muscles is assessed bilaterally. This assessment 
helps determine if there are any deficits or weaknesses that could indicate neurological issues. 
Muscle strength is typically documented using a numerical scale from 0 to 5. The scale is as 
follows:

○ 0: Lack of visible muscle contraction

○ 1: Visible muscle contraction with no movement

○ 2: Muscle contraction but inability to move against gravity
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○ 3: Full muscle contraction without the ability to move against resistance

○ 4: Full muscle contraction with some limitation against resistance

○ 5: Full muscle contraction and movement against high resistance

● Mobility: The client's mobility, including movement, activity, and exercise, is assessed. Various 
factors can impact mobility, including neurological function, joint mobility, bodily alignment, 
coordination, balance, and gait. Assessing mobility helps identify any limitations or 
abnormalities that may need intervention.

● Cranial Nerves: The assessment of cranial nerves is crucial in evaluating neurological function. 
There are twelve cranial nerves, each responsible for different sensory and motor functions. 
Assessment involves testing these nerves for any abnormalities or deficits. The cranial nerves 
are named and numbered as follows:

○ Olfactory (I) - Sense of smell.

○ Optic (II) - Ability to see.

○ Oculomotor (III) - Ability to move and blink your eyes.

○ Trochlear (IV) - Ability to move your eyes up and down or back and forth.

○ Trigeminal (V)- Sensations in your face and cheeks, taste and jaw movements.

○ Abducens (VI)- Ability to move your eyes.

○ Facial (VII) - Facial expressions and sense of taste.

○ Acoustic (VIII)- Sense of hearing and balance.

○ Glossopharyngeal (IX) - Ability to taste and swallow.

○ Vagus (X) - Digestion and heart rate.

○ Spinal Accessory (XI) - Shoulder and neck muscle movement.

○ Hypoglossal (XII) - Ability to move your tongue.

● Reflexes: Reflexes are important indicators of neurological function. Nurses assess both 
primitive and specific reflexes to identify any abnormalities. Examples of primitive reflexes 
include the Moro (startle) reflex, step reflex, pupil reflexes (dilation and accommodation), and 
the plantar reflex (Babinski reflex).

An abnormal neurological assessment can indicate a wide range of neurological issues, including stroke, 
head trauma, neurodegenerative diseases, or other conditions affecting the nervous system. It is 
essential for nurses to be skilled in conducting these assessments to detect any neurological changes 
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promptly and ensure appropriate interventions are initiated. Timely assessment and intervention can 
significantly impact client outcomes and quality of care.

Assessing the Client for Signs of Hypoglycemia or Hyperglycemia

As part of their nursing responsibilities, healthcare professionals frequently assess clients for signs and 
symptoms of hypo- and hyperglycemia, especially in individuals with diabetes mellitus. Prompt 
recognition and intervention are crucial in managing blood glucose levels and preventing complications. 
Here's an overview of how nurses assess and respond to these conditions:

Signs and Symptoms of Hyperglycemia (High Blood Sugar): Hyperglycemia occurs when blood glucose 
levels are elevated. Nurses assess clients for the following signs and symptoms of hyperglycemia:

● High Blood Glucose Levels: This is typically confirmed through blood glucose monitoring, and a 
fasting blood sugar level greater than 126 mg/dL while fasting is considered indicative of 
hyperglycemia.

● Blurred Vision: Clients may report visual disturbances or changes in vision.

● Nausea and Vomiting: Gastrointestinal symptoms such as nausea and vomiting may be present.

● Polyuria: Increased urine production leads to frequent urination.

● Urinary Frequency: Clients may experience the need to urinate more often.

● Polydipsia: Excessive thirst is a common symptom.

● Dehydration: Hyperglycemia can cause dehydration, leading to dry mouth and skin.

● Fatigue: Clients may feel extremely tired or fatigued.

● Alterations in Mental Status: This can include confusion or changes in cognitive function.

● Weakness: A feeling of weakness or general malaise may be reported.

● Orthostatic Hypotension: Clients may experience a drop in blood pressure when changing 
positions, leading to dizziness or fainting.

Signs and Symptoms of Hypoglycemia (Low Blood Sugar): Hypoglycemia occurs when blood glucose 
levels are too low. Nurses assess clients for the following signs and symptoms of hypoglycemia:

● Low Blood Glucose Levels: Confirmation through blood glucose monitoring is essential, with 
levels typically less than 70 mg/dL indicating hypoglycemia.

● Headache: Clients may report headaches.
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● Anxiety: Feelings of anxiety or nervousness may occur.

● Slurred Speech: Speech may become difficult to understand.

● Dizziness: Clients may experience lightheadedness or vertigo.

● Diaphoresis: Profuse sweating, especially in the upper body, can be a symptom.

● Irritability: Clients may become easily agitated or irritable.

● Hunger: Sudden hunger or a strong desire to eat may be present.

Severe Hypoglycemia with levels less than 54 mg/dL (Hypoglycemic Crisis) can include:

● Alterations in Consciousness: This may include confusion or unconsciousness.

● Lethargy: Clients may become extremely drowsy or lethargic.

● Convulsions or Seizures: Seizures can occur in severe cases.

● Clumsiness and Lack of Coordination: Clients may exhibit poor motor skills.

● Muscular Weakness: Muscle strength may be compromised.

● Agitation: Restlessness or agitation can be observed.

● Coma: Severe hypoglycemia may progress to a comatose state.

Signs and Symptoms of Diabetic Ketoacidosis (DKA): DKA is a life-threatening condition associated 
with very high blood glucose levels. Primarily seen in type 1 diabetes. Signs and symptoms of DKA 
include:

● Ketones in the Urine: Ketone bodies can be detected in the urine.

● Very High Blood Glucose Levels: Blood glucose levels are significantly elevated.

● Fruity Odor on Breath: Clients may have a distinct fruity or acetone-like breath odor.

● Fatigue: Severe fatigue and weakness are common.

● Respiratory Shortness of Breath: Rapid, deep breathing (Kussmaul breathing) can occur.

● Nausea and Vomiting: Gastrointestinal symptoms may be severe.

● Abdominal Pain: Abdominal discomfort or pain is common.

● Confusion: Clients may exhibit altered mental status or confusion.

● Excessive Thirst: Extreme thirst and dehydration are present.

● Frequent Urination: Polyuria may be severe.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                486



Signs and Symptoms of Hyperglycemic Hyperosmolar Nonketotic Syndrome (HHNS): HHNS is a 
severe hyperglycemic crisis primarily seen in type 2 diabetes. Signs and symptoms include:

● Excessive Thirst: Clients may be extremely thirsty.

● Fever: Elevated body temperature can occur.

● Muscular Weakness: Muscle weakness and fatigue are common.

● Convulsions or Seizures: Seizures may occur in severe cases.

● Increased Urination: Polyuria can be pronounced.

● Lethargy: Clients may be very lethargic.

● Nausea: Gastrointestinal symptoms may be present.Rev

● Confusion: Altered mental status or confusion can develop.

● Coma: In severe cases, clients may progress to a comatose state.

Nurses play a central role in recognizing these signs and symptoms, promptly assessing blood glucose 
levels, and initiating appropriate interventions, which may include administering insulin or providing 
glucose-containing substances, depending on whether hypoglycemia or hyperglycemia is present. 
Timely management is essential in maintaining the client's health and preventing complications 
associated with blood glucose imbalances.

Factors That Result in Delayed Wound Healing

Wound healing is a complex biological process involving various stages, and several factors can 
influence the rate and effectiveness of wound healing. Recognizing these factors is essential for 
healthcare professionals to provide optimal care to clients with wounds. Here are some of the factors 
that can result in delayed or impaired wound healing:

Age: Advancing age is associated with delayed wound healing due to several reasons:

● Slower Cell Renewal: Aging leads to a decrease in the turnover of skin cells, which can slow 
down the healing process.

● Weakened Immune System: Older individuals may have a less efficient immune response, 
making them more susceptible to infections that can hinder wound healing.

● Vascular Changes: Age-related changes in blood vessels can reduce blood flow and oxygen 
delivery to the wound area.

● Decreased Elasticity: Aging can lead to less elastic collagen and scar tissue, making the wound 
more fragile and prone to disruption.
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Nutritional Status: Adequate nutrition is crucial for wound healing. Factors related to nutrition that can 
affect wound healing include:

● Inadequate Protein Intake: Proteins are essential for tissue repair and collagen formation. 
Insufficient protein intake can impair wound healing.

● Lack of Essential Nutrients: Deficiencies in vitamins (e.g., vitamin C and vitamin A), minerals 
(e.g., zinc, copper, and iron), and carbohydrates can slow down the healing process.

● Obesity: Excess body fat can complicate wound healing as it may impair blood circulation and 
oxygen supply to the wound area.

Lifestyle Choices: Lifestyle factors can have a significant impact on wound healing:

● Poor Dietary Habits: Unhealthy eating habits, including a diet high in processed foods and low 
in essential nutrients, can hinder the body's ability to heal wounds.

● Smoking: Smoking reduces the oxygenation of tissues, constricts blood vessels, and impairs the 
immune response, all of which can negatively affect wound healing.

● Alcohol Consumption: Excessive alcohol consumption can weaken the immune system and 
impair overall health, potentially delaying wound healing.

Medications: Certain medications can interfere with the wound healing process, including:

● Antineoplastic Medications: Some chemotherapy drugs may suppress the body's ability to 
heal.

● Steroids: Long-term use of steroids can impair the immune system and reduce the body's 
inflammatory response, which is essential for wound healing.

● Anti-Inflammatory Medications: Nonsteroidal anti-inflammatory drugs (NSAIDs) like aspirin 
can interfere with the inflammatory phase of wound healing.

Diseases and Disorders: Chronic medical conditions can hinder wound healing:

● Diabetes: High blood sugar levels can damage blood vessels and nerves, leading to poor 
circulation and sensation in the extremities, which can result in delayed wound healing and an 
increased risk of infection.

● Cardiovascular Disorders: Conditions like peripheral artery disease can reduce blood flow to 
the extremities, impairing wound healing.

● Circulatory Disorders: Conditions that affect blood circulation can hinder the delivery of oxygen 
and nutrients to the wound site.

● Respiratory Disorders: Inadequate oxygenation of tissues can slow down wound healing.
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Identifying and addressing these factors are essential in wound care management. Healthcare providers 
must develop individualized care plans for clients, taking into account their specific needs and 
circumstances to promote optimal wound healing and reduce the risk of complications.

Recognizing Trends and Changes in Client Condition and Intervening as Needed

The ability to recognize trends and changes in a client's condition is a critical skill for nurses. It allows 
them to promptly respond to any deviations from the expected or normal status, ensuring the safety and 
well-being of their clients. It is vital for the LPN to notify the RN immediately if changes in the client's 
condition. Here's how nurses recognize, monitor, and intervene in response to trends and changes in a 
client's condition:

● Continuous Assessment: Nurses conduct ongoing assessments of their clients, which include 
monitoring vital signs (e.g., blood pressure, heart rate, respiratory rate, temperature, oxygen 
saturation), observing physical appearance and behavior, and assessing the response to 
treatments or medications.

● Data Collection: Nurses gather comprehensive data about the client's condition, including 
medical history, current symptoms, and relevant diagnostic results. They also review the client's 
medications and treatment plan.

● Critical Thinking: Nurses use critical thinking skills to interpret the collected data. They 
compare the client's current condition to baseline assessments and identify any variations or 
trends that may indicate a change in health status.

● Identification of Abnormal Findings: Nurses recognize abnormal findings, such as a sudden 
increase in blood pressure, a drop in oxygen saturation, altered mental status, or signs of an 
adverse reaction to medication.

● Documentation: Accurate and timely documentation of assessment findings is crucial. Nurses 
record vital signs, changes in symptoms, and any other relevant information in the client's 
medical record, ensuring that healthcare providers have access to up-to-date information.

● Notification of Healthcare Team: When nurses identify significant trends or changes that 
require immediate attention, they promptly notify the healthcare provider (e.g., physician, nurse 
practitioner) responsible for the client's care. Effective communication is essential to ensure 
timely interventions.

● Further Assessment: Nurses may conduct additional focused assessments to gather more 
information about the specific issue. For example, if a client reports sudden chest pain, the 
nurse may perform a detailed cardiac assessment, including an ECG.

● Implementation of Nursing Interventions: Depending on the client's condition and the nursing 
diagnosis, nurses implement appropriate nursing interventions. These interventions can include 
administering medications, providing wound care, assisting with mobility, managing pain, and 
maintaining a safe environment.
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● Evaluation: After implementing interventions, nurses evaluate their effectiveness by 
reassessing the client's condition. They determine whether the client's condition has improved, 
stabilized, or worsened. If necessary, they adjust the care plan accordingly.

● Client Education: Educating the clients and their families about the client's condition, treatment 
plan, and self-care techniques. Providing information empowers clients to participate in their 
care and recognize early signs of deterioration.

● Advocacy: Nurses advocate for their clients by ensuring that their needs and concerns are 
communicated to the healthcare team. Advocacy may involve addressing ethical issues, 
coordinating care, or facilitating communication between team members.

● Documentation of Interventions: Nurses document all interventions, responses to treatments, 
and client outcomes. This documentation serves as a legal and historical record of the care 
provided.

Recognizing trends and changes in a client's condition and taking appropriate action are fundamental 
responsibilities of nurses. Effective assessment, critical thinking, communication, and intervention skills 
are essential for providing safe and high-quality client care.

Performing Risk Assessments in Nursing

Performing risk assessments is an essential component of nursing practice aimed at identifying potential 
health risks and preventing adverse outcomes in clients. Here's how the RN and LPN collaboratively 
perform risk assessments and why they are crucial:

● Assessment of Risk Factors: Nurses gather information about a client's health history, lifestyle, 
and current health status to identify risk factors that increase the likelihood of developing 
specific diseases or complications. Risk factors can include medical conditions, genetics, age, 
lifestyle choices, and environmental factors.

● Risk Stratification: Nurses categorize clients into risk groups based on the presence and 
severity of risk factors. This stratification helps prioritize care and interventions for individuals at 
higher risk.

● Nursing Diagnosis: Risk assessments contribute to the formulation of nursing diagnoses. 
Nursing diagnoses are clinical judgments about a client's risk for developing certain health 
problems or complications. For example, a nursing diagnosis could be "Risk for falls related to 
impaired mobility."

● Preventive Measures: Once a client's risk factors are identified, nurses develop and implement 
preventive measures to reduce or eliminate the identified risks. These measures may include 
client education, lifestyle modifications, medication management, and safety interventions.

● Monitoring and Surveillance: Nurses closely monitor high-risk clients to detect early signs of 
complications or changes in their condition. Regular assessments and ongoing surveillance are 
critical for timely intervention.
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● Client-Centered Care: Risk assessments are tailored to each client's unique situation. Nurses 
consider the client's age, gender, cultural background, and personal preferences when 
developing preventive strategies.

● Education and Counseling: Nurses educate clients about their specific risk factors and 
empower them with knowledge to make informed decisions about their health. Counseling may 
focus on lifestyle changes, adherence to treatment plans, and injury prevention.

● Documentation: Thorough documentation of risk assessments, nursing diagnoses, 
interventions, and client responses is crucial. Documentation serves as a legal record of care, 
facilitates communication among healthcare providers, and supports continuity of care.

Examples of Risk Assessments in Nursing:

● Falls Risk Assessment: Nurses assess a client's risk of falling by evaluating factors such as 
mobility, muscle strength, balance, and medication use. Clients at risk may receive interventions 
like assistive devices, mobility aids, and safety measures in their environment.

● Pressure Ulcer Risk Assessment: Nurses assess a client's risk of developing pressure ulcers 
(bedsores) based on factors such as immobility, malnutrition, moisture exposure, and skin 
condition. Preventive measures may include regular repositioning, pressure-relieving devices, 
and skin care.

● Cardiovascular Risk Assessment: Nurses assess a client's risk of heart disease by considering 
factors like family history, smoking, diet, and blood pressure. Clients at risk may receive 
interventions related to lifestyle modifications, cholesterol management, and blood pressure 
control.

● Diabetes Risk Assessment: Nurses evaluate a client's risk of developing diabetes based on 
factors such as obesity, family history, and blood sugar levels. High-risk individuals may receive 
education on diet, exercise, and glucose monitoring.

● Infection Risk Assessment: Nurses assess a client's risk of infection, especially in clinical 
settings. Factors considered include immunosuppression, surgical procedures, and the presence 
of invasive devices (e.g., catheters). Preventive measures include strict hand hygiene and aseptic 
techniques.

By conducting thorough risk assessments and implementing appropriate preventive measures, nurses 
play a crucial role in promoting health, preventing complications, and improving the overall well-being of 
their clients. Risk assessment is an ongoing process that adapts to changes in a client's health status 
and needs.

Performing a Focused Assessment in Nursing

A focused assessment in nursing is a targeted and specific examination of a particular body system, 
region, or issue to gather information relevant to a client's current health concern or condition. Unlike a 
comprehensive head-to-toe assessment, which covers all body systems, a focused assessment is 
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tailored to address a specific problem or situation. Focused assessments are performed by the RN, the 
LPN can add findings to the RN’s assessment to assist in client care. Here's how nurses perform a 
focused assessment:

1. Identify the Purpose

● Determine the reason for the focused assessment. It could be related to a client's complaint, a 
specific health condition, a change in status, or a response to treatment.

● Define the scope of the assessment, including which body systems or areas need to be 
examined.

2. Gather Information

● Review the client's medical history, including any relevant diagnoses, medications, and 
treatments.

● Obtain a thorough report from the client or their caregiver about their current symptoms, 
concerns, and changes in their condition.

● Consider relevant laboratory results, diagnostic tests, or imaging studies that may provide 
additional insights.

3. Plan the Assessment

● Determine the assessment techniques and tools needed based on the purpose of the 
assessment. For example, if assessing respiratory status, the nurse may plan to auscultate lung 
sounds, measure oxygen saturation, and assess respiratory rate.

● Ensure that the environment is conducive to the assessment. For example, if assessing 
cardiovascular status, have the necessary equipment like an electrocardiogram (ECG) machine 
ready.

4. Perform the Assessment

● Begin the focused assessment, following a systematic and organized approach.

● Use appropriate assessment techniques, such as inspection, palpation, percussion, and 
auscultation, as needed for the specific body system or area.

● Document findings accurately and concisely.

5. Analyze and Interpret Findings

● Compare the findings from the focused assessment to the client's baseline data, if available.

● Assess the significance of the findings in relation to the client's health status, treatment plan, 
and overall well-being.
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● Identify any deviations from the expected or normal findings.

6. Develop a Care Plan

● Based on the findings of the focused assessment, collaborate with the healthcare team to 
develop an appropriate care plan.

● Include interventions, medications, therapies, or additional diagnostic tests as needed to 
address the identified issue or concern.

7. Implement Interventions

● Initiate nursing interventions and treatments based on the care plan.

● Administer medications, provide education, perform procedures, or offer emotional support as 
necessary.

8. Monitor and Reassess

● Continuously monitor the client's response to interventions.

● Perform ongoing assessments to track changes in the client's condition and evaluate the 
effectiveness of treatments.

9. Communicate and Document

● Communicate relevant findings and changes in the client's condition to other healthcare team 
members.

● Maintain accurate and comprehensive documentation of the focused assessment, interventions, 
and client responses.

Focused assessments are vital in nursing practice because they allow nurses to promptly address 
specific health concerns, tailor care to individual needs, and ensure that interventions are timely and 
effective. These assessments are particularly important in critical care settings, emergency 
departments, and when monitoring clients with chronic conditions.

J. E�ective Management of Therapeutic Procedures
In collaboration with the RN the LPN tends to clients undergo therapeutic procedures, it's essential to 
assess their response to recovery from local, regional, or general anesthesia. Here's what you need to 
know:

● Anesthesia Recovery Evaluation: Carefully observe clients as they recover from anesthesia. 
Assess their responsiveness and condition, ensuring their safe transition back to consciousness.

● Client Education: Provide comprehensive education to clients regarding treatments, 
procedures, and home care. This includes imparting preoperative and postoperative instructions 
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to both clients and their families and, promoting informed decision-making and optimal 
recovery.

● Procedural Monitoring and Care: Monitor clients throughout the procedure's duration and 
during post-procedure recovery. Furnish preoperative and intraoperative care, encompassing 
positioning, maintaining a sterile field, and conducting operative assessments. For individuals 
with musculoskeletal conditions, ensure safe movement by employing techniques like the 
log-rolling technique or utilizing an abduction pillow.

Evaluating the Client's Recovery Responses Following Local, Regional, and General 
Anesthesia

The LPN assists the RN in monitoring clients during the recovery phase after receiving various types of 
anesthesia, including local, regional, conscious sedation, and general anesthesia. The goal is to ensure a 
safe and smooth transition from anesthesia to full consciousness and to identify and manage any 
complications that may arise. Here's how nurses assess and respond to clients in the post-anesthesia 
recovery phase:

1. Post-Anesthesia Care Unit (PACU) Assessment

● Clients are initially transferred to the PACU, where they receive specialized post-anesthesia 
care.

● The nurse performs a thorough assessment, including monitoring vital signs (blood pressure, 
heart rate, respiratory rate, oxygen saturation), level of consciousness, and pain.

● Oxygen saturation is closely monitored, especially for clients who received general anesthesia, 
to detect any signs of hypoxia.

2. Airway Assessment:

● The nurse assesses the client's airway to ensure it remains patent and unobstructed. This is 
particularly important for clients who received general anesthesia and have an artificial airway in 
place.

● Signs of airway obstruction or respiratory distress, such as stridor, should be promptly 
addressed.

3. Pain Assessment:

● Pain assessment is a crucial aspect of post-anesthesia care. The nurse evaluates the client's 
pain level using a pain scale appropriate for the client's age and cognitive abilities.

● Pain management interventions, including medications or non-pharmacological methods, are 
implemented as needed to provide comfort.
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4. Neurological Assessment

● The nurse assesses the client's neurological status, looking for signs of confusion, agitation, or 
altered consciousness.

● For clients who received regional anesthesia, sensory and motor functions in the affected area 
are assessed.

5. Fluid and Electrolyte Balance

● Fluid intake and output are monitored to ensure adequate hydration and prevent fluid overload 
or dehydration.

● Electrolyte levels, especially potassium, are monitored closely, particularly in clients who 
received regional anesthesia.

6. Gastrointestinal Function

● The nurse assesses the client's gastrointestinal function, including the return of bowel sounds 
and any signs of postoperative nausea and vomiting.

● Antiemetic medications may be administered if necessary.

7. Cardiovascular Assessment

● The nurse monitors the client's cardiovascular status, including heart rate, rhythm, and blood 
pressure.

● For clients who received regional anesthesia, the nurse assesses for any signs of hypotension.

8. Temperature Monitoring

● Core body temperature is monitored to detect hyperthermia or hypothermia, especially in 
clients who received general anesthesia.

● Measures to maintain normothermia, such as warming blankets, may be implemented.

9. Surgical Site Assessment

● For clients who had surgery, the nurse assesses the surgical site for bleeding, hematoma 
formation, infection, or other complications.

● Dressings are checked and documented for any signs of drainage.

10. Documentation

● Thorough and accurate documentation of all assessments, interventions, and the client's 
responses is essential for continuity of care and communication with the healthcare team.
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11. Pain Management

● The nurse administers pain medications as prescribed and evaluates their effectiveness in 
controlling the client's pain.

● Non-pharmacological pain management techniques, such as positioning and relaxation 
techniques, may also be employed.

12. Discharge Planning:

● When the client meets the criteria for safe discharge from the PACU, the nurse prepares them for 
transfer to a regular nursing unit or for discharge home.

● The client and their family are provided with postoperative instructions, including wound care, 
activity restrictions, and medication management.

13. Continuous Monitoring:

● Throughout the recovery period, the nurse continues to monitor the client's vital signs, oxygen 
saturation, and overall condition.

● Any signs of complications, such as respiratory distress, allergic reactions, or cardiac events, 
are addressed promptly.

14. Communication:

● Effective communication with the anesthesia provider and surgical team is essential to sharing 
information about the client's recovery and any concerns or issues that arise.

15. Education

● The nurse provides education to the client and their family regarding potential post-anesthesia 
side effects, expected recovery, and signs of complications that require immediate attention.

Recovery from anesthesia is a critical phase of the perioperative process, and close monitoring and 
assessment by nurses are essential to ensuring the safety and well-being of clients during this period. 
The specific assessments and interventions may vary depending on the type of anesthesia used and the 
client's individual needs and responses.

Utilizing Nursing Procedures and Practical Skills in the Care of Clients Undergoing 
Therapeutic Procedures and Providing Client Education on Treatments and 
Procedures

Nurses play a crucial role in providing care to clients undergoing various therapeutic procedures, 
including surgical interventions. This involves applying their knowledge of nursing procedures and 
psychomotor skills while ensuring the safety, comfort, and understanding of the client. Here are some 
key considerations and steps in this process:
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1. Knowledge and preparation

● Nurses should have a thorough understanding of the specific procedure the client will 
undergo. This includes knowledge of the procedure steps, potential complications, and expected 
outcomes.

● Verify the physician's orders for the procedure, ensuring they are complete, accurate, and 
appropriate for the client's condition.

● Confirm that the client has provided informed consent for the procedure, and ensure that it is 
properly documented.

2. Client Identification

● Properly identify the client using at least two unique identifiers (e.g., name and date of birth) to 
prevent errors related to client identification.

3. Pre-procedure Preparation

● Prepare the client physically for the procedure, which may include activities such as fasting, 
cleansing the surgical site, and administering preoperative medications.

● Ensure that all necessary equipment, supplies, and medications are readily available and in 
working order.

4. Client Education

● Explain the procedure to the client in clear and understandable language. Provide information 
about what to expect during and after the procedure.

● Address the client's questions and concerns, and assess their understanding of the procedure.

● Discuss any potential risks, benefits, and alternatives to the procedure.

5. Emotional and Psychological Support

● Recognize that clients may experience anxiety, fear, or stress related to the procedure. Offer 
emotional support and reassurance.

● Maintain open communication with the client throughout the process, encouraging them to 
express their feelings and preferences.

6. Infection Control

● Follow strict infection control protocols to minimize the risk of surgical site infections and other 
complications.

● Ensure that the surgical environment is sterile and that aseptic techniques are rigorously 
adhered to.
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7. Procedure Execution

● During the procedure, nurses may have various roles, depending on the specific procedure and 
healthcare setting.

● Assist the physician or surgeon as needed, ensuring that all steps are performed accurately and 
safely.

● Monitor the client's vital signs and response to the procedure, reporting any abnormalities 
promptly.

8. Post-procedure Care

● After the procedure, provide postoperative care, including monitoring for complications such as 
bleeding, infection, or adverse reactions to anesthesia or medications.

● Manage the client's pain and assess their level of comfort.

● Educate the client about postoperative care instructions, including wound care, medications, 
and activity restrictions.

9. Documentation

● Accurately document all aspects of the procedure, including pre-procedure assessments, 
informed consent, procedure details, and post-procedure care.

● Document any complications, the client's response to interventions, and any education 
provided.

10. Ongoing Assessment

● Continue to assess the client's condition and response to treatment and interventions 
throughout their recovery.

● Collaborate with the healthcare team to address any changes or concerns promptly.

11. Communication

● Maintain effective communication with the client, their family, and other members of the 
healthcare team to ensure coordinated and comprehensive care.

12. Safety and Quality

● Prioritize client safety at all times, following established standards of care and facility policies 
and procedures.

● Promote a culture of safety and continuous quality improvement in the healthcare setting.
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Nurses should always strive to provide holistic care that addresses not only the physical aspects of the 
procedure but also the emotional and psychological needs of the client. Open communication, empathy, 
and professionalism are essential components of effective nursing care during therapeutic procedures.

Client Education Regarding Treatments and Procedures

Educating clients about treatments and procedures is an essential aspect of nursing practice that 
empowers clients to make informed decisions about their healthcare. The RN is responsible for client 
education when LPNs encounter identify client education needs they should notify the RN. Here are key 
considerations and steps that the RN needs to take into consideration when educating clients about 
treatments and procedures:

1. Informed Consent

● Emphasize the importance of informed consent as a legal and ethical right for all clients. 
Clients have the right to accept or reject treatments and procedures based on a full 
understanding of the options available to them.

2. Legal and Ethical Considerations

● Ensure that clients are aware of their legal and ethical rights to make decisions about their 
healthcare. Discuss the principle of autonomy and the importance of respecting the client's 
choices.

3. Consent Types

● Explain the different types of consent, including implicit consent (assumed consent for routine 
care), explicit consent (specific consent for a particular procedure or treatment), and opt-out 
consent (consent unless the client explicitly refuses).

4. Comprehensive Education

● Provide comprehensive education about the treatment or procedure. This should include:

○ The purpose and goals of the procedure or treatment.

○ Information about who will perform the procedure or treatment, including their 
qualifications.

○ Clear explanations of the potential benefits of the procedure or treatment.

○ Detailed information about the known risks and potential complications associated with 
the procedure or treatment.

○ Discussion of any alternative options or treatments available to the client.

5. Clear and understandable language
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● Use clear and understandable language when explaining medical information to the client. Avoid 
medical jargon and complex terminology.

6. Visual aids and written materials

● Utilize visual aids, diagrams, and written materials to enhance the client's understanding of the 
procedure or treatment.

7. Encourage Questions

● Create an open and welcoming environment that encourages clients to ask questions and seek 
clarification about any aspects of the procedure or treatment.

8. Assess Client understanding

● Assess the client's comprehension of the information provided. Encourage them to summarize 
what they've learned and ask if they have any concerns or reservations.

 9. Document Consent

● Thoroughly document the informed consent process, including the client's questions, concerns, 
and decision to accept or reject the proposed treatment or procedure.

10. Respect Client choice

● Respect the client's decisions, even if they choose to decline a recommended treatment or 
procedure. Document their choice and continue to provide supportive care based on their 
preferences.

11. Ongoing Communication

● Maintain open and ongoing communication with the client throughout their healthcare journey. 
Update them on any changes to the plan of care and ensure they remain informed.

12. Cultural Sensitivity

● Be culturally sensitive and respectful of diverse beliefs and values that may influence a client's 
decisions regarding treatments and procedures.

13. Ethical Dilemmas

● If faced with ethical dilemmas or conflicts between the client's choices and medical 
recommendations, involve the healthcare team, including ethics committees, to address the 
situation ethically and professionally.

Educating clients about treatments and procedures is not only a legal and ethical responsibility but also 
a means of promoting shared decision-making and client-centered care. Nurses play a critical role in 
ensuring that clients have the information they need to make informed choices about their health and 
well-being.
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Educating Clients on Home Care Management

Upon discharge from acute care facilities, many clients transition back to their homes. Some may receive 
assistance from a home care agency based on specific criteria, while others may need to manage their 
care independently. This includes tasks like ostomy care, tending to surgical wounds, and handling 
procedures such as tracheostomy tube suctioning or mechanical ventilator management.

As previously emphasized, discharge planning should commence no later than the day of admission to 
ensure clients receive all necessary community resources and education for successful home care 
management.

In addition to providing clients with cognitive learning materials, we also address the psychomotor 
aspects of self-care. This involves instructing clients on topics such as medical asepsis and surgical 
techniques. Furthermore, we teach practical skills like self-suctioning and changing surgical wound 
dressings, which encompass both cognitive and psychomotor domains of learning.

To meet cognitive learning needs, we engage in discussions and offer written materials that clients can 
take home for reference. For psychomotor learning needs, we follow a structured approach involving 
step-by-step demonstrations, supervised practice, and return demonstrations. We supplement this with 
visual aids such as pictures and videos, which clients can review independently at home. We also extend 
this educational support to spouses and other caregivers, as necessary.

Employing Safety Precautions During Client Movement with Musculoskeletal 
Conditions

When dealing with specific musculoskeletal injuries, such as potential spinal fractures or hip fractures, 
it is imperative for nurses to take precautionary measures to avert any exacerbation of the injury during 
client movement. For instance, a technique known as log rolling is utilized for individuals with spinal 
fractures, whereas an abduction pillow is employed for those with hip fractures.

Monitoring Clients Before, During, and After Procedures/Surgery

Nurses play a crucial role in assessing and closely monitoring clients before, during, and after medical 
procedures or surgical interventions.

Before any procedure or surgery, it is essential to ensure that the client is suitable for the intended 
treatment and is both physically and mentally prepared. For instance, a client scheduled for a 
bronchoscopy must be evaluated to confirm that they have maintained the required fasting period (NPO 
status) for a minimum of 6 hours beforehand. Their vital signs, respiratory status, pulse oximetry, and 
responses to medications like atropine (administered to reduce respiratory secretions) should all be 
assessed.

During the procedure, such as a diagnostic bronchoscopy, continuous monitoring of the client's vital 
signs, cardiac activity, blood pressure, and oxygen saturation levels is imperative.
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Post-procedure, the client's physical condition is closely observed, with ongoing assessments of vital 
signs, pulse oximetry, and respiratory function. The condition of the vocal cords is also assessed, 
particularly since nebulized or aerosolized lidocaine is used to anesthetize the pharynx and vocal cords 
before the bronchoscope is inserted.

Similarly, clients with fractures require thorough monitoring and assessment before, during, and after 
the application of a cast.

Before casting, the client is evaluated for vital signs, pain levels, proper limb alignment, peripheral 
pulses, and the color and warmth of the affected limb.

During the procedure, the client's limb alignment and peripheral circulation are continuously monitored.

After casting, the client's pain levels, vital signs, limb swelling, and the absence of external pressure on 
the limb due to the cast are monitored. The latter is particularly important to prevent a serious 
complication known as compartment syndrome.

Monitoring the Proper Functioning of Therapeutic Devices

The effective functioning of medical devices, such as chest tubes, drainage tubes, wound drainage 
devices, and continuous bladder irrigation systems, is crucial in client care. Continuous monitoring is 
essential to ensure these devices are operating correctly. If any signs indicate that a therapeutic device 
is not functioning as expected, nurses must take appropriate actions to address the issue. If 
troubleshooting measures are unsuccessful in resolving the problem, the nurse will replace the device 
with one that is functioning properly.

Nurses carry out routine checks for potential issues like tube or catheter kinks, obstructions, or 
accidental disconnections. If any of these issues are detected, appropriate interventions are promptly 
applied. In the case of chest tubes, nurses closely monitor for any bubbling or signs of inadequate 
functioning, taking the necessary actions to ensure the device functions effectively.

Providing Preoperative and Postoperative Education for Clients

Preoperative and postoperative education plays a critical role in ensuring the safety and effectiveness of 
surgical procedures while preventing complications and adverse outcomes.

In preoperative education, clients and their families receive comprehensive information about the 
procedures and interventions that will occur before their surgery. Key elements that clients should be 
well-informed about include:

● Complete physical assessment and medical history conducted before the surgery.

● Laboratory tests and diagnostic procedures scheduled before the surgery.

● Medications and anesthesia to be administered before the surgery.

● Marking of the surgical site, which is essential prior to the procedure.
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● Informed consent, including a clear understanding of the benefits, risks, and alternative options 
related to the planned surgery.

● Special preoperative preparations, such as shaving and enemas if required.

● Preoperative checklist and its components.

● Safe removal and storage of valuables and prosthetics, including dentures.

● Pain management strategies both pharmacological and nonpharmacological.

During the preoperative period, clients are also educated on various exercises and routines to practice. 
This ensures they can perform these activities effectively after surgery, even when they may be 
experiencing pain or still under the effects of anesthesia. Components of preoperative education 
include:

● Proper splinting of the incisional site.

● Coughing and deep breathing exercises.

● Proper use of an incentive spirometer.

● Stress and relaxation techniques.

● Familiarization with client-controlled analgesia devices (PCA).

● Correct usage of compression hose and sequential compression devices.

● Exercises for transitioning in and out of bed, including active leg movements.

Postoperative education reinforces preoperative exercises and routines, emphasizing wound care and 
the management of any changes in normal bodily functions, such as caring for an ostomy, if necessary.

Providing Preoperative Care

In addition to the comprehensive client and family education detailed in the preceding section on 
"Providing Preoperative and Postoperative Education," registered nurses have specific responsibilities 
during the preoperative period. These roles and procedures are typically documented on 
facility-specific Preoperative Checklists to ensure that no elements of preoperative care are overlooked 
or left incomplete. The Preoperative Checklist includes tasks performed by the registered nurse and 
other healthcare team members, with the registered nurse responsible for validation.

Preoperative care encompasses:

● Complete Physical Assessment and Medical History: Conducting a thorough physical 
assessment and reviewing the client's medical history to assess their overall health and identify 
any potential risks.
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● Laboratory Diagnostic Test Data: Obtaining and evaluating the results of laboratory tests, such 
as blood work, to assess the client's baseline health status.

● Preparation for Additional Diagnostic Tests: Coordinating and preparing the client for any 
additional diagnostic tests, such as chest X-rays, and assessing the results of these tests.

● Administration of Preoperative Medications: Administering any prescribed preoperative 
medications, which may include antibiotics or medications to reduce anxiety.

● Informed Consent: Ensuring the informed consent process is properly conducted, including 
validating that the client fully understands the surgical procedure, its risks, benefits, and 
alternatives, and that they have given their informed consent voluntarily.

● Special Preoperative Preparations: Assisting with special preoperative preparations, such as 
shaving the surgical site or administering an enema when indicated.

● Secure Storage of Valuables and Prosthetics: Safely removing and storing the client's 
valuables and prosthetics, including dentures, to prevent loss or damage during the surgical 
procedure.

These tasks are crucial in ensuring that the client is well-prepared and in optimal condition for their 
surgery, contributing to a safe and successful outcome.

Managing the Client During and Following a Procedure with Moderate Sedation

The American Association of Moderate Sedation Nurses (AAMSN) provides guidelines on the role of 
registered nurses in managing clients receiving conscious sedation for short-term therapeutic, 
diagnostic, or surgical procedures. Registered nurses with training and experience in critical care, 
emergency, or peri-anesthesia specialties may administer and maintain moderate or conscious sedation 
as ordered by a physician. These nurses possess knowledge of the medications used and skills to 
assess, interpret, and intervene in case of complications. Their presence enhances client care quality.

To ensure the safety of clients receiving conscious sedation, a second nurse or assistant is required to 
assist the physician in cases complicated by the client's condition or the technical demands of advanced 
diagnostic or therapeutic procedures. The registered nurse should be well-versed in their institution's 
guidelines, as well as those established by the Joint Commission for Accreditation of Healthcare 
Organizations (JCAHO), the American Association of Nurse Anesthetists, and the American Society of 
Anesthesiologists. These guidelines cover client monitoring, drug administration, and protocols for 
addressing potential complications or emergencies during and after sedation.

The procedure for moderate sedation, as outlined in the Policy and Procedure on Conscious 
Sedation/Analgesia for Adults, involves two key phases:

The Administration Phase

● Administer pharmacological agents under the direct supervision of the responsible physician. 
Sedative or analgesic drugs should only be administered when the physician is present.
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● Continuously observe and document client responses to conscious sedation/analgesia, including 
ECG, BP, and oxygen saturation every five minutes, breath sounds, respiratory depth, rate, level 
of sedation, mental status every five minutes, and skin color and condition every 10 minutes.

● Provide reassurance and emotional support throughout the procedure.

● Report adverse responses or significant changes in baseline parameters to the physician 
immediately.

● Maintain continuous IV access.

● Be prepared to perform emergency management procedures if necessary.
Note: Frequent monitoring parameters may not be possible during certain procedures that 
require the client to remain still. In such cases, close observation and monitoring of other vital 
signs become essential.

The Recovery Phase

● Continue mechanical monitoring, including ECG, BP, and oxygen saturation.

● Assess and document vital signs, skin condition, level of sedation, mental status, and pain every 
15 minutes for at least 60 minutes after the last sedative or analgesic drug dose is administered 
and until discharge criteria are met.

● Maintain IV access for at least 60 minutes after the last sedative and analgesic drug dose is 
given and until discharge criteria are met.

● Review and communicate discharge instructions to the client.

These guidelines ensure the safe management of clients undergoing procedures with moderate 
sedation, with a strong emphasis on client monitoring and safety.
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Chapter 7: Quiz & Answer Key
1. Select the electrolyte that is accurately paired with its normal level: 

A. Phosphate: From 0.81 to 1.45 mmol/L
B. Chloride: From 60 to 110 mEq/L
C. Calcium: From 6.5 to 10.6 mg/dL
D. Potassium: From 3.7 to 7.2 mEq/L

Correct Response: A 
Explanation: The normal level of phosphate is from 0.81 to 1.45 mmol/L. The other normal levels for 
these electrolytes are:

● Chloride: From 97 to 107 mEq/L.
● Calcium: From 8.5 - 10.6 mg/dL.
● Potassium: From 3.7 to 5.2 mEq/L. (See Comprehensive Understanding of Laboratory Values)

2. Which is a sign of thrombocytopenia?

A. The appearance of petechiae
B. Aplastic anemia 
C. The appearance of thrombophlebitis 
D. Elevated platelets 

Correct Response: A 
Explanation: The appearance of petechiae is a sign of thrombocytopenia, which is a low platelet count. 
Other signs and symptoms include purpura, easy bruising, epistaxis, spontaneous hemorrhage, and 
bleeding.

Thrombocytopenia can occur as the result of several disorders and therapeutic treatments and 
interventions, including aplastic anemia, HIV infection, a genetic disorder, cancer, particularly cancer 
that affects the bones, some viral pathogens like those that cause mononucleosis, as well as therapeutic 
radiation therapy, chemotherapy, and some medications such as Depakote. (See Applying Knowledge of 
Pathophysiology to Monitor for Complications)

3. A nurse is caring for a client who must give a sputum culture. Which of these are the proper 
instructions the nurse should give to the client for this test? 

A. After holding your breath for 5 seconds, clear your throat and expel the sputum into the 
container avoiding saliva to enter as well.

B. Cough deeply and expel all of the oral contents into the container.
C. Take a deep breath, cough and expel the sputum into the container while avoiding allowing 

saliva to enter as well.
D. Taking a sharp breath in through your nose, mix the mucous that’s cleared from that with 

sputum cleared from your throat and expel both into the container.
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Correct Response: C 
Explanation: A sputum culture should be collected with the absence of saliva. The sputum should be 
cleared from the upper airway with a deep cough that is performed after a deep breath is taken. (See 
Sputum Specimen Collection)

4. Your client has a cuffed tracheostomy tube that now needs suctioning. You prepare and 
preoxygenate the client and have lubricated the tip of the suction catheter with a water-soluble 
jelly. As you insert the suction catheter, you reach a point of resistance. What should you do 
first? 

A. Inflate the cuff if the cuff is deflated
B. Deflate the cuff if the cuff is inflated
C. Remove the inner cannula of the tube 
D. Call the doctor about this airway obstruction 

Correct Response: B 
Explanation: The first thing that you should do when you insert the suction catheter and you reach a 
point of resistance is to deflate the cuff when it is inflated, and the second thing that you should do is to 
remove the inner cannula and suction out the mucus plug.

You would not call the doctor because there is an airway obstruction; you should correct this problem 
with the measures above (See Maintaining Tube Patency)

5. The Norton Scale measures: 

A. The level of pain among school-age children
B. The risk for impairment of skin integrity 
C. Levels of muscular strength 
D. Levels of mobility 

Correct Response: B 
Explanation: The Norton Scale and the Braden Scale are standardized tools to screen clients for their 
risk of skin breakdown, pressure ulcers and an impairment of skin integrity.

Pain levels among school-age children are measured with other standardized pain tools for pediatric 
clients, and levels of muscular strength and mobility are measured also with other standardized tests 
and not the Norton Scale. (See Assessment of Skin Breakdown Risk)

6. Select the client who is at the greatest risk for the development of cancer: 

A. A 76-year-old female client who has a history of alcohol abuse 
B. A 76-year-old female client who has a history of diabetes 
C. A 64-year-old male client who has a history of impaired oxygen transport 
D. A 64-year-old male client who has hypotension

Correct Response: A 
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Explanation: The client who is at greatest risk for the development of cancer is the 76-year-old female 
client who has a history of alcohol abuse. Data indicates that alcohol abuse can lead to cancer of the 
liver and other cancers.

Diabetes, a history of impaired oxygen transport, and hypotension are risk factors associated with poor 
tissue perfusion, not cancer. (See Assessing Cancer Risk Factors)

7. Which of the following values would you report to the client’s physician because it’s NOT within 
normal parameters, and it is also a significant change for the client? 

A. PaO2: 65 mm Hg 
B. PaCO2: 40 mm Hg 
C. Arterial blood pH: 7.39
D. SaO2: 96%

Correct Response: A 
Explanation: You would report the client’s PaO2 of 65 mm Hg because it is not within normal parameters 
and it is also a significant change for the client. The normal partial pressure of oxygen (PaO2) is from 75 
to 100 mm Hg. The other values above are within normal limits, as follows:

● Partial pressure of carbon dioxide (PaCO2): 35 - 45 mmHg
● Arterial blood pH: 7.35 - 7.45
● Oxygen saturation (SaO2): 94 - 100% (See Comprehensive Understanding of Laboratory Values)

8. Select the step of blood glucose level monitoring that is NOT accurate. 

A. Turn the finger down so the blood will drop with gravity 
B. Wipe off the first drop of blood using sterile gauze 
C. Prick the side of the finger using the lancet 
D. Prick the pad of the finger using the lancet 

Correct Response: D 
Explanation: Pricking the pad of the finger using the lancet is NOT a step in the procedure for obtaining a 
blood glucose sample for testing. Instead, the side of the finger is pricked with the lancet. The procedure 
for checking the client’s blood glucose levels in the correct sequential order is as follows:

● Verify and confirm that the code strip corresponds to the meter code. 
● Disinfect the client’s finger with an alcohol swab.
● Prick the side of the finger using the lancet.
● Turn the finger down so the blood will drop with gravity.
● Wipe off the first drop of blood using sterile gauze.
● Collect the next drop on the test strip.
● Hold the gauze on the client’s finger after the specimen has been obtained.
● Read the client’s blood glucose level on the monitor. (See Blood Glucose Monitoring)
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9. The doctor orders a midstream urine specimen for your client, who is an alert, oriented, and 
ambulatory female client. What element should you include in your instructions to this client on 
the proper manner to collect this specimen? 

A. The need to cleanse the perineal area with circular wipes
B. The need to cleanse the perineal area from the “dirtiest” to the “cleanest”
C. The need to use a new antiseptic wipe for each wipe from the inner to the outer labia 
D. The need to use a new antiseptic wipe for each wipe from the outer to the inner labia 

Correct Response: C 
Explanation: A principle of asepsis is the cleansing of areas from the cleanest to the dirtiest and NOT 
the reverse; therefore, the inner labia are cleansed before the outer labia. The female perineal area is 
prepped with straight strokes and wipes, and the male wipes in a circular pattern around the urinary 
meatus. (See Clean Catch or Midstream Urine Specimen (Gender-Specific)

10. Which of these procedures and/or conditions is improperly paired with the preferred client 
positioning?

A. A client with hypovolemic shock should be in Trendelenburg.
B. A client post lumbar puncture/spinal tap should be in left or right lateral decubitus.
C. A client receiving an enema should be in Sims.
D. A client undergoing a tube feeding should be in semi-Fowlers.

Correct Response: B 
Explanation: Client positioning is not only important for client comfort and tolerance of a procedure, but 
it can also have a therapeutic effect and reduce the risk of unwanted complications. A client that is post 
lumbar puncture/spinal tap should be placed in a flat, supine position to help prevent the complication 
of post-procedural headaches and other complications. (See Implementing Precautions to Prevent 
Injury and Complications in Procedures and Diagnoses)
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Chapter 8: Physiological Integrity (Physiological 
Adaptation
Overview

The chapter on physiological adaptation delves into the comprehensive care provided to clients 
grappling with a diverse range of acute, chronic, or potentially life-threatening health conditions. This 
chapter aims to equip nurses with the essential skills and knowledge required for optimal client care 
within this context.

In the NCLEX-LPN® examination, you should anticipate that around 7-13% of the questions will pertain 
to Physiological Adaptation.

Learning Objectives

1. Gain a comprehensive understanding of deviations in bodily systems. 
2. Illustrate proficiency in managing fluid and electrolyte imbalances. 
3. Demonstrate expertise in hemodynamics and its implications. 
4. Exhibit adeptness in overseeing illness management. 
5. Showcase competence in responding to medical emergencies. 
6. Display thorough knowledge of pathophysiology.
7. Demonstrate skill in addressing unexpected responses to therapies.

A. Evaluating a Client's Adjustment to Health Changes, Illness, and 
Disease

As emphasized throughout this NCLEX LPN review, nurses play a crucial role in evaluating how clients 
physically and mentally adapt to changes in their health, illnesses, and diseases. Subsequently, they 
tailor appropriate interventions to incorporate into the client's care plan.

Nurses assess both the psychological adaptation and coping mechanisms of both the client and their 
family members when facing health alterations, illnesses, or diseases. This is discussed 
comprehensively in the preceding major section, "Psychosocial Integrity," which covers topics such as:

● Coping Mechanisms

● Crisis Intervention

● End-of-Life Care

● Support Systems

● Grief and Loss

● Family Dynamics

Interventions in this context encompass client education, behavioral cognitive therapy, and the 
promotion of more effective coping strategies. The outcomes of these interventions are evaluated to 
determine how well the client and their family members are psychologically adapting to various health 
changes, whether they are acute, chronic, temporary, or permanent.
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In addition, nurses also evaluate the physiological adaptation of both the client and their family 
members to health alterations, illnesses, and diseases. This includes assessing the physical response of 
the client to various interventions and therapeutic procedures, such as medications, chemotherapy, 
radiation therapy, total parenteral nutrition, artificial ventilation, and numerous other medical and 
nursing interventions.

B. Navigating Body System Alterations and Therapeutic Interventions

During illness, individuals can undergo various alterations in their body systems. As a nurse, it's crucial 
to skillfully observe and evaluate these changes while also implementing and elucidating suitable 
interventions for clients. An understanding of the most prevalent therapeutic actions is essential, such 
as:

● Analyzing tube drainage when a client 
experiences a body system alteration, 
discerning changes in fluid quantity, 
color, and other attributes.

● Vigilantly managing and sustaining a 
client who requires ventilatory 
support.

● Ensuring optimal temperature through 
external devices.

● Introducing and overseeing 
phototherapy treatments.

● Delivering attentive ostomy care.

● Providing assistance to clients who've 
encountered a seizure episode.

● Aiding in invasive procedures like 
central line insertion, biopsy, and 
debridement.

● Proficiently conducting peritoneal 
dialysis.

● Administering pulmonary hygiene 
measures such as chest physiotherapy 
and spirometry.

● Skillfully performing oral and 
nasopharyngeal suctioning.

● Managing suctioning through 
endotracheal or tracheostomy tubes.

● Executing meticulous tracheostomy 
care.

● Caring for clients facing elevated 
intracranial pressure.

Moreover, wound care encompasses multiple facets, including assisting with or conducting dressing 
changes, removing sutures or staples, vigilantly monitoring wounds for potential signs of infection, 
and fostering wound healing through repositioning, hydration, proper nutrition, and diligent skin 
care. In surgical contexts, wound care might extend to the oversight and maintenance of drainage 
devices and equipment, such as those employed with chest tube suction.

Additionally, it's vital to detect early indications of potential prenatal complications and extend 
appropriate care to clients experiencing issues related to pregnancy, labor, and delivery, such as 
eclampsia, precipitous labor, or hemorrhage. Furthermore, you should be adept at evaluating a client's 
response to surgery and delivering meticulous postoperative care.
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On a broader level, nurses must possess the ability to educate clients about the management of their 
health conditions, whether they're dealing with chronic illnesses like diabetes or necessitating 
post-stroke care. Your endeavors should actively contribute to the client's recovery progress, and your 
aptitude to assess whether treatment goals have been effectively accomplished is crucial.

Understanding Increased Intracranial Pressure

Headaches are a familiar ailment, but not all can be resolved with over-the-counter pain relievers and 
rest. Occasionally, a headache can signal a severe medical emergency known as increased intracranial 
pressure (ICP). ICP occurs when there is an excess of fluid or swelling within the skull. This increased 
volume exceeds the limited space within the skull, exerting pressure on the brain.

A prominent symptom of increased intracranial pressure is a severe headache. It's crucial to recognize 
that ICP is a medical emergency, and immediate help should be sought if you suspect you are 
experiencing it.

Common Causes of Increased ICP

One of the leading causes of increased intracranial pressure is head or brain injuries. Trauma can lead 
to bleeding or swelling within the skull, resulting in pressure that can damage brain tissue or the spinal 
column. If you have suffered a head injury, it is advisable to consult with your doctor, who may 
recommend monitoring for potential ICP.

Another frequent cause of elevated cranial pressure is a stroke. Certain types of strokes can trigger the 
rupture of blood vessels in the brain, leading to the accumulation of blood in and around the brain. This 
accumulation elevates pressure within the skull. If you suspect you are experiencing stroke symptoms, 
calling 911 immediately is essential for urgent medical attention, as early intervention is crucial in 
managing ICP.

In addition to head injuries and strokes, there are several other potential causes of increased intracranial 
pressure (ICP). Some of these causes include:

● Hydrocephalus: Hydrocephalus 
involves an abnormal buildup of 
cerebrospinal fluid within the brain's 
ventricles, which can increase 
intracranial pressure.

● Bleeding into the Brain: Hemorrhagic 
strokes or other forms of intracranial 
bleeding can result in elevated pressure 
within the skull.

● Swelling in the Brain: Brain edema, or 
swelling of brain tissue, can lead to 
increased ICP.

● Aneurysms: Aneurysms, especially 
when they rupture, can cause blood to 
accumulate in the brain, leading to 
pressure buildup.

● Blood Pooling in Some Parts of the 
Brain: Any condition that leads to blood 
pooling within the brain can contribute 
to increased intracranial pressure.

● Brain Tumor: Tumors within the brain 
can occupy space and compress 
surrounding tissue, leading to increased 
pressure.
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● Infections such as encephalitis or 
meningitis: These infections can cause 
inflammation and swelling within the 
brain, raising intracranial pressure.

● High Blood Pressure: Chronic high 
blood pressure can increase the risk of 
stroke, which can, in turn, lead to 
elevated ICP.

Symptoms of ICP

Symptoms of increased intracranial pressure (ICP) can often begin with a headache. This headache may 
manifest suddenly and intensely or gradually worsen over time. However, as the pressure on your brain 
increases, you may experience additional symptoms that serve as indicators that your headache is not 
merely a routine discomfort. Other symptoms associated with increased ICP include:

● Blurred Vision: Changes in vision, including blurred or double vision, can occur as elevated ICP 
affects the optic nerve or other visual pathways.

● Confusion: Altered mental status, such as confusion, difficulty concentrating, or changes in 
alertness, can be a result of increased ICP affecting brain function.

● High Blood Pressure: Elevated blood pressure can sometimes accompany increased ICP as the 
body responds to the brain's distress signals.

● Shallow Breathing: Changes in breathing patterns, including shallow breathing, can occur when 
increased ICP impacts the brain's control centers for respiration.

● Vomiting: Nausea and vomiting can be symptoms of increased ICP, especially when they are 
persistent and not related to other causes.

● Changes in Behavior: Behavioral changes, irritability, mood swings, or alterations in personality 
can be observed as a result of elevated ICP affecting brain function.

● Weakness or Problems with Moving or Talking: Muscle weakness, paralysis, difficulty moving 
limbs, or speech problems may occur due to pressure on specific areas of the brain.

● Lack of Energy or Sleepiness: Fatigue, drowsiness, or excessive sleepiness can be associated 
with increased ICP, as it affects overall brain function and alertness.

Nursing Care Strategies for Clients with Increased Intracranial Pressure (ICP)

● Elevate the Head of the Bed (HOB) to 30 degrees: This helps reduce venous congestion and 
can assist in decreasing ICP by promoting better venous drainage from the brain.

● Keep the Neck in a Neutral Position: Ensuring the neck is positioned neutrally can help 
maintain proper blood flow to the brain and prevent compression of blood vessels.

● Maintain Normal Body Temperature: Preventing fever or hyperthermia is essential, as elevated 
body temperature can exacerbate ICP. Cooling measures may be employed as necessary.
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● Prevent Volume Overload: Monitoring and regulating fluid intake and output is crucial to 
preventing volume overload, which can increase ICP. Careful administration of fluids and 
medications is essential, and adjustments may be made based on the client's condition.

Additionally, nursing care for clients with increased ICP often involves strict monitoring of neurological 
status, vital signs, and the effectiveness of interventions. Medications to control ICP, as prescribed by 
the healthcare provider, may also be administered. Frequent assessments and communication with the 
healthcare team are essential for optimal client care and to promptly address any changes or 
complications.

Monitoring and Maintaining Drainage Devices and Equipment

In healthcare, various drainage devices and equipment are used to manage fluid drainage from wounds 
or body cavities. It is essential to monitor and maintain these devices to ensure proper drainage and safe 
operation. Some common types of drainage devices include surgical wound drains, chest tube 
suctioning devices, and negative pressure wound therapy devices. Monitoring and maintenance tasks 
for these devices include:

● Regular Inspection: Nurses should inspect the device and the drainage site regularly for any 
signs of malfunction, disconnection, or leaks. This visual assessment helps ensure the device's 
integrity.

● Measurement of Drainage: The quantity and characteristics of drainage should be carefully 
recorded and monitored over time. Any sudden increase or change in the characteristics of 
drainage should be promptly reported.

● Emptying and Replacement: Depending on the type of device, drainage containers may need to 
be emptied and replaced regularly. This helps prevent overfilling and potential backflow into the 
wound or body cavity.

● Suction Control: For devices that use suction, nurses must monitor and adjust the suction level 
as needed to maintain proper drainage without causing tissue damage.

● Dressing Changes: If applicable, dressing changes should be performed according to the 
healthcare facility's protocols and the healthcare provider's orders. Dressings should be sterile 
to prevent contamination.

● Client Education: Nurses should educate clients and caregivers on how to care for and monitor 
the drainage devices between healthcare visits. Clients should know how to recognize signs of 
complications and when to seek help.

● Documentation: Detailed documentation of drainage characteristics, changes, and interventions 
is essential for tracking the client's progress and identifying potential issues.

By diligently monitoring and maintaining drainage devices and equipment, nurses contribute to the 
client's overall well-being and minimize the risk of complications associated with fluid drainage. This 
proactive approach helps ensure safe and effective wound or cavity management.
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Response to Abnormal Drainage: A Nurse's Role

When drainage characteristics deviate from the expected norms, nurses are equipped to intervene 
appropriately. Their initial step often involves promptly informing the client's physician of any 
irregularities observed in the drainage. This timely communication ensures that necessary interventions 
can be initiated to address the issue. Nurses play a pivotal role in advocating for the client's well-being 
and ensuring their safety by recognizing and addressing abnormalities in drainage.

Evaluating Tube Drainage While a Client Experiences an Altered Body System

Continuous assessment and documentation of all forms of drainage, such as wound drainage, 
respiratory secretions, and chest tube drainage, are vital. This involves monitoring the quantity, color, 
consistency, and other relevant characteristics of the drainage. Nurses are prepared to take appropriate 
actions when any aspect of the drainage is deemed abnormal. Typically, the initial step is to promptly 
inform the client's physician of any irregularities observed in the drainage.

Monitoring and Ensuring Ventilator Care Excellence

Mechanical ventilation is a critical intervention that provides pressurized air to maintain open alveoli 
during inhalation and prevent alveolar collapse during exhalation. It is a valuable tool that supports 
respiratory function in clients, particularly those with compromised lung capacity. This intervention 
maintains alveolar integrity, optimizes gas exchange, enhances oxygenation, and reduces the 
respiratory workload. While respiratory therapists often collaborate with nurses to manage ventilated 
clients, the use of mechanical ventilators spans various healthcare settings, from intensive care units to 
long-term care facilities and even home care.

Bene�its and Complications: Striking a Balance

Despite its benefits, mechanical ventilation can present complications that demand careful monitoring 
and management. Nurses must vigilantly assess therapeutic effects and potential complications 
associated with this intervention:

● Alveolar Overdistension: This is the most frequent complication of mechanical ventilation. 
Often stemming from high tidal volume, ventilating pressures, or atelectrauma, alveolar 
overdistension can lead to increased work of breathing and various complications. Corrective 
measures encompass adjusting PEEP and tidal volume, utilizing high-frequency oscillatory 
ventilation, or even resorting to extracorporeal membrane oxygenation.

● Cardiovascular Complications: Reduced cardiac output, venous return, and myocardial blood 
flow are possible cardiovascular concerns. Addressing these issues may involve increasing 
circulating volume or administering nitrogen-oxygen mixtures or carbon dioxide as necessary.

● Oxygen Toxicity: This occurs when the oxygen concentration is excessively high during 
supplementation therapy. Monitoring arterial blood gases and maintaining PaO2 within 
appropriate levels (50-60) is key to preventing this.
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● Denitrogenation Absorption Atelectasis: This results from the elimination of nitrogen from the 
body tissues and lungs, which can happen with oxygen concentrations exceeding 80%. 

● Hypoventilation: This can occur due to inadvertent extubation or disconnection from the 
ventilator. Preventive measures include using low-pressure and disconnect safety alarms and 
ensuring careful handling of tubing and artificial airways during client movement or transport.

● Hyperventilation: This may be caused by sensitivity setting defects, respiratory secretions, 
ventilator autocycling due to system leaks, or neonatal surfactant administration. Monitoring 
flow volumes, pressure, and resistance aids in managing these issues.

● Hospital-Acquired Ventilator Infections: Pneumonia and other respiratory infections are 
common concerns. Rigorous adherence to infection control measures, such as handwashing, 
standard precautions, aseptic procedures, and sterile suctioning procedures, minimizes the risk.

● Ventilator-Related Airway Complications: Trauma to vocal cords, airway obstructions (e.g., 
mucus plugs, kinked tubing), tracheal trauma, glottis injuries, and other airway-related problems 
necessitate close monitoring and immediate intervention.

● Other Complications: Mechanical ventilation can lead to additional complications such as renal 
impairment, fluid retention, increased intracranial pressure, periventricular leukomalacia, and 
intraventricular hemorrhage.

Nurses play a pivotal role in ensuring effective ventilator management. By diligently assessing clients, 
closely monitoring ventilation parameters, and promptly addressing any complications, nurses 
safeguard the well-being of ventilated individuals. This meticulous care enables clients to derive the 
maximum benefit from mechanical ventilation, ultimately contributing to their overall health and 
recovery.

Assessing and Managing Respiratory Function

In addition to assessing the client's arterial blood gases and symptoms of impaired ventilation and 
oxygenation, various tests and measurements can provide valuable data related to respiratory 
functioning:

● Pulse Oximetry: This measures the oxygen saturation of arterial blood and is often performed 
using a sensor on the client's finger or other appropriate body parts. The normal range for 
oxygen saturation is 94-100%.

● Spirometry: This diagnostic test provides information such as tidal volume, forced vital capacity, 
maximum inspiratory and expiratory pressure, lung capacity, and other pulmonary function 
measurements.

● Forced Vital Capacity (FVC): FVC measures the volume of air a client can expel against 
resistance and reflects the strength of respiratory muscles.
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● Forced Expiratory Volume (FEV1): This measurement assesses the lung's ability to forcefully 
exhale for one second.

● Diffusion Capacity (DLCO): DLCO measures the lung's ability to transfer oxygen from inhaled air 
to the bloodstream. The normal level is around 25 mL/min/mm Hg.

● I:E Ratio: The ratio of the duration of inspiration to expiration. A normal ratio is 1:2, but it can 
become altered in respiratory disorders like asthma, chronic bronchitis, and emphysema.

● Minute Volume: Minute volume is the amount of air inhaled or exhaled in one minute.

● Expiratory Reserve Volume: This is the maximum volume of air that can be exhaled after a 
normal exhalation.

● Inspiratory Reserve Volume: It is the maximum volume of air that can be inhaled after a normal 
inhalation.

● Residual Volume: Residual volume is the air remaining in the lungs after a forceful exhalation.

● Exercise Testing: Different types of exercise testing, such as exercise-induced 
bronchoconstriction tests, full cardiopulmonary exercise testing, and the Six-Minute Walk test, 
can assess a client's respiratory and cardiovascular responses during exercise.

The nurse integrates the client's signs and symptoms with these diagnostic results and collaborates with 
the healthcare team, including physicians, nurse practitioners, physician assistants, and certified 
respiratory therapists, to provide comprehensive care and follow-up for the client's respiratory issues.

Maintaining Optimal Client Temperature

Normal body temperature exhibits minimal individual variation, with minor fluctuations due to the 
body's circadian rhythm. However, deviations from this narrow range can lead to specific conditions:

Hyperthermia Hypothermia

Conditions

Results from the body's heat production 
exceeding heat loss. Hyperthermia is defined 
as a core body temperature exceeding 99.5 
degrees Fahrenheit.

Occurs when the body's heat production is 
insufficient to counterbalance heat loss. 
Hypothermia is defined as a core body 
temperature below 95 degrees Fahrenheit.

Risk factors

● Infection
● Intense physical activity
● Hypothalamus dysfunction

● Aging-related temperature regulation 
changes

● Diabetes
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Hyperthermia Hypothermia

● Certain medications (e.g., monoamine 
oxidase inhibitors)

● Hyperthyroidism
● Exposure to extremely hot and humid 

environmental conditions

● Trauma
● Hypothyroidism
● Exposure to extremely cold 

environmental conditions

Signs and 
Symptoms

● Fever
● Nausea
● Vomiting
● Hypotension
● Seizures
● Hot skin
● Dehydration
● Confusion
● Dizziness
● Tachycardia
● Rapid respirations
● Coma
● Potentially fatal outcomes if left 

untreated

● Confusion
● Shallow, slow respirations
● Shivering
● Lethargy
● Slurred speech
● Loss of consciousness
● Coma
● Potential fatality if untreated

Treatment

● Addressing underlying disorders that 
contribute to elevated body 
temperature

● Administering fluids to replace lost 
fluids

● Providing cooling measures, such as 
applying wet packs or using a 
hypothermia warming blanket, to 
normalize the client's temperature.

● Applying a warming blanket
● Using warm packs to increase body 

temperature
● Encouraging warm oral fluids to help 

raise the client's temperature to the 
normal range.

Nurses play a vital role in monitoring and maintaining their clients' body temperatures within the normal 
range, promptly identifying deviations, and implementing appropriate interventions to ensure their 
well-being.

Implementing and Monitoring Phototherapy

Phototherapy is used to treat psoriasis, but it is most commonly employed for the treatment of neonatal 
hyperbilirubinemia and jaundice, which can occur among both full-term and preterm infants.

The complications of neonatal hyperbilirubinemia can include the depositing of bilirubin in the fatty 
tissues, so when the levels of bilirubin are high, phototherapy with the use of direct light or a bilirubin 
blanket is used to facilitate and promote the breakdown and excretion of excessive bilirubin from the 
neonate.

Although newer and improved methods to deliver phototherapy are safer and less prone to the 
complications associated with older methods. For example, older methods of phototherapy employ the 
use of direct light onto the infant's skin when the infant is only clothed in a diaper; this method of 
phototherapy requires the placement of eye patches and lubricating eye drops to protect the infant 
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from ocular damage as a result of this direct light, the avoidance of photosensitizing medications like 
furosemide and tetracycline, and the monitoring of the client's temperature to assess for any 
hypothermia that can result from the absence of clothing and a blanket over the infant.

Newer methods of phototherapy, using a bilirubin blanket, are less prone to complications and risks of 
complications. Bilirubin blankets use light with filtered out harmful infrared and ultraviolet light. This 
blanket, which is as effective as the older methods of phototherapy, can be used 24 hours a day and it is 
rather simple to use, so it can be used in the new mother's home as well as in the acute care setting or 
the birthing center.

When a client is getting phototherapy, the nurse delivers the treatment according to the doctor's order in 
terms of hours per day, and they also monitor and document the client's:

● Skin for changes in color that may indicate an increase or decrease in the amount of bilirubin in 
the client's blood.

● Laboratory bilirubin levels to determine whether or not the client's bilirubin levels are 
decreasing as a result of the phototherapy.

● Volume, color and characteristics of the stool because phototherapy can lead to frequent, 
loose stools as well as a color change to green colored stools.

Providing Comprehensive Ostomy Care and Education

Nurses play a crucial role in delivering comprehensive ostomy care and education to clients who have 
undergone various types of ostomies, including bowel diversion ostomies, tracheostomies, and enteral 
ostomies. The education provided encompasses several key aspects:

● Purpose of the Ostomy: Clients are educated about the underlying reasons for their ostomy, 
ensuring they understand why the procedure was performed and its anticipated benefits.

● Ostomy Care: Clients and their families are instructed on how to care for the ostomy, including 
proper cleaning, changing of appliances, and maintenance of skin health around the stoma site.

● Risks and Side Effects: Information is provided on potential risks and side effects associated 
with the ostomy, empowering clients to recognize and address any complications promptly.

● Reporting to the Doctor: Clients and their caregivers are educated on the importance of timely 
communication with their healthcare provider. Any concerns or issues related to the ostomy 
should be reported for appropriate assessment and intervention.

In addition to education, nurses are responsible for the ongoing care of clients with ostomies. This care 
encompasses various interventions tailored to the specific type of ostomy:

● Monitoring the Ostomy Site: Regular assessment and observation of the ostomy site are crucial 
to detecting any changes or issues that may arise.
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● Maintaining Patency: Ensuring that the ostomy remains open and functional is essential. This 
may involve checking for obstructions or blockages and taking appropriate action to maintain 
patency.

● Preventing Complications: Proactive measures are taken to prevent complications and side 
effects associated with the ostomy. This includes addressing issues like infection, skin irritation, 
and leakage.

For clients with enteral ostomies, such as those discussed in the sections on "Administering Enteral 
Nutrition Through Tube Feedings" and "Addressing Side Effects and Complications of Tube Feedings," 
nurses are actively involved in the management of nasointestinal, nasogastric, nasojejunal, 
nasoduodenal, jejunostomy, gastrostomy, and percutaneous endoscopic gastrostomy (PEG) tubes. 
Responsibilities include:

● Surgical Entry Site Care: Monitoring and caring for the surgical entry site to prevent infection or 
other complications.

● Tube Patency: Ensuring the tube remains unobstructed and functional.

● Placement Verification: Validating that the tube is correctly positioned to deliver feeds 
effectively and safely.

● Intake and Output Monitoring: Measuring and tracking the client's fluid intake and output.

● Feeding Administration: Administering tube feedings and evaluating the client's response, 
including assessing for complications and measuring residual volume.

Similarly, for clients with colostomies (transverse, descending, ascending, sigmoid) and urinary 
diversion ostomies (ileal conduit, neobladder, Miami pouch, Indiana pouch, nephrostomy), nurses are 
responsible for:

● Surgical Entry Site Care: Monitoring and maintaining the health of the surgical entry site.

● Ostomy Patency: Ensuring that the ostomy remains open and functioning correctly.

● Intake and Output Monitoring: Measuring and recording fluid intake and output.

● Complication Assessment: Evaluating clients for potential complications such as necrosis, 
stomal retraction, stomal stenosis, infection, urinary tract infections, renal calculi, and other 
issues.

For clients with tracheostomies, nurses provide care by:

● Surgical Site Care: Monitoring and caring for the surgical site to prevent infection and 
complications.

● Airway Patency: Ensuring that the tracheostomy remains unobstructed for proper breathing.

● Respiratory Secretion Management: Measuring and managing respiratory secretions.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                520



● Placement Verification: Validating the correct placement of the tracheostomy tube.

● Response Evaluation: Assessing clients' responses to the presence of the artificial airway and 
providing necessary humidification and suctioning.

Through diligent education and attentive care, nurses support clients with ostomies in achieving optimal 
recovery and quality of life while minimizing complications and addressing potential issues promptly.

Providing Care to Clients Following Seizure Episodes

Seizures can manifest as either primary disorders, such as epilepsy, or secondary disorders stemming 
from various underlying conditions, including hypoglycemia, closed head injuries, drug overdoses, 
increased intracranial pressure, and high fevers. As discussed in the preceding section on 
"Implementing Seizure Precautions," nurses play a critical role in managing clients at risk of seizures. 
They take several precautionary measures, including remaining with the client, seeking assistance when 
needed, protecting the client from harm, and initiating emergency medical interventions as warranted by 
the client's condition during the seizure. Seizures exhibit diverse signs and symptoms depending on 
their type, which include:

● Generalized Tonic-Clonic (Grand Mal) Seizures: Characterized by convulsions, muscle rigidity, 
and loss of consciousness.

● Absence Seizures: Brief episodes of unconsciousness with minimal or no other noticeable 
symptoms.

● Clonic Seizures: Involving repetitive and rhythmic muscle jerking.

● Myoclonic Seizures: Marked by sporadic, sudden muscle jerks.

● Atonic Seizures: Resulting in a sudden loss of muscle tone and movement.

● Tonic Seizures: Featuring muscle stiffness and rigidity.

Post-seizure care involves a comprehensive assessment of the client's condition, promptly notifying the 
physician, and thorough documentation of all relevant events, interventions, and the client's responses 
before, during, and after the seizure. Key elements of this care and documentation encompass:

● Pre-Seizure Events: Any pre-seizure signs, such as the presence of an aura or other warning 
signs.

● Seizure Characteristics: Detailed description of the seizure, including its type and duration.

● Vital Signs and Monitoring: Continuous monitoring of vital signs, pulse oximetry, and blood 
glucose levels to evaluate the client's physiological status.

● Consciousness Level: Assessment of the client's level of consciousness and responsiveness.

● Respiratory Assessment: Evaluation of the client's breathing and airway patency.
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● Cardiovascular Assessment: Examination of the client's cardiovascular status to detect any 
irregularities.

● Emergency Interventions: Documentation of any emergency measures administered to the 
client during the seizure and the client's responses to these interventions.

By carefully attending to these elements of care and documentation, nurses can provide effective 
post-seizure care, ensure the client's safety, and contribute to the client's overall well-being.

Guiding Nurses in Assisting with Invasive Procedures

Nurses play a critical role in supporting physicians and licensed practitioners during invasive 
procedures. The extent of a nurse's involvement may vary based on state regulations and facility 
policies. These procedures, often conducted at the bedside, require nurses to be well-versed in their 
roles and responsive when called upon. These procedures include:

● Central Line Placement

● Needle Biopsy

● Thoracentesis

● Bronchoscopy or Intubation

● Lumbar Puncture (Spinal Tap)

Invasive Procedures: Varied and Vital

Among the range of invasive procedures, central line placement, needle biopsies, spinal taps, chest tube 
insertions, thoracenteses, and bronchoscopies/intubations stand out. The following general guidelines 
apply to such procedures

1. Verification of the physician's order.

2. Accurate client identification using two 
identifiers.

3. Gathering necessary equipment and 
supplies.

4. Establishing a sterile field when 
appropriate.

5. Maintaining sterile technique 
throughout the procedure.

6. Recording vital signs and conducting 
assessments as required, pre- and 
post-procedure.

7. Providing care and monitoring during 
the procedure.

8. Continuous monitoring and 
reassessment post-procedure.

9. Thorough and timely documentation of 
all aspects of the invasive procedure
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In-Depth Procedures: Meeting the Challenge

For specific procedures, such as intubation, the MSMAID mnemonic serves as a guide:

● M: Set up Monitors (blood pressure, pulse oximetry, ECG, telemetry).

● S: Prepare Suctioning equipment.

● M: Ensure availability of Machines (mechanical ventilator).

● A: Assemble Airway supplies (laryngoscope, artificial airways).

● I: Secure Intravenous supplies and access.

● D: Organize Drugs for emergencies and anesthesia.

For diagnostic bronchoscopies, follow these procedure-specific guidelines, in addition to the general 
ones. Those with an asterisk (*) are generally done by a physician:

● Maintain client NPO status for at least 6 
hours when possible.

● Administer atropine to reduce 
respiratory secretions.

● Use moderate conscious sedation or 
general anesthesia.

● Apply nebulized lidocaine to numb the 
pharynx and vocal cords.*

● Lubricate the bronchoscope.*

● Insert the bronchoscope into the 
bronchi.*

For needle biopsies:

● Position the client appropriately.

● Prep the site with betadine.*

● Cover the area with a sterile fenestrated 
drape.*

● Administer topical local lidocaine if 
ordered.*

● Administer local anesthetic.*

● Collect the specimen.*

● Label and transport the specimen to the 
lab.

● Apply a sterile dressing.

For thoracenteses:

● Position the client for fluid withdrawal.

● Prep the site with betadine.*

● Cover the area with a sterile fenestrated 
drape.*

● Administer topical local lidocaine if 
ordered.*

● Administer local anesthetic.*

● Withdraw fluid using a needle and 
syringe.*
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● Label and transport the specimen. ● Apply a sterile dressing.
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For central line placement:

● Position the client.

● Prep the site with betadine.*

● Cover the area with a sterile fenestrated 
drape.*

● Administer local anesthetic.*

● Insert the catheter over a guide wire.*

● Confirm proper placement with X-ray.*

● Apply a sterile dressing.

For chest tube insertion:

● Position the client.

● Prep the site with betadine.*

● Cover the area with a sterile fenestrated 
drape.*

● Administer local anesthetic.*

● Insert the chest tube.*

● Connect it to the drainage system.*

● Apply a sterile dressing.

For spinal taps (lumbar punctures):

● Position the client.

● Prep the site with betadine.

● Cover the area with a sterile fenestrated 
drape.*

● Administer local anesthetic.*

● Insert the needle into the lowest 
vertebrae.*

● Withdraw cerebrospinal fluid.*

● Place the client in a flat position.

● Label and transport the specimen.

● Apply a sterile dressing.

In summary, nurses assume a multifaceted role encompassing education on health problem 
management and participation in various invasive medical procedures, ensuring comprehensive care 
and client well-being.

Providing Care for Clients Receiving Dialysis

Renal dialysis is a crucial treatment that removes waste products and excess fluids from the body while 
also maintaining the body's pH balance. It's commonly used for individuals with end-stage renal failure, 
but it can also be employed in temporary situations, such as treating complications like septic shock, 
tumor lysis syndrome, or acute kidney injury. Nurses play a vital role in caring for clients undergoing 
dialysis, and this care spans before, during, and after the dialysis procedure, often in collaboration with 
certified dialysis technicians.

There are two primary types of dialysis: hemodialysis and peritoneal dialysis. Both can be 
administered in various settings, including dialysis centers, acute care facilities, and home settings 
(when manageable by the client and their caregiver).
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Hemodialysis

Hemodialysis serves as a permanent or ongoing treatment for end-stage renal failure, offering a 
substitute for the kidney's natural diffusion, osmosis, and ultrafiltration functions. Long-term renal 
failure clients typically undergo hemodialysis three times a week, with each session lasting three to five 
hours. Hemodialysis is administered through an AV fistula, an AV graft, or a vascular access central 
line. The choice of access is carefully considered based on factors such as infection risk and long-term 
viability.

● AV Fistula: Surgically placed in the upper arm or lower forearm, AV fistulas remain usable for an 
extended period, offering reduced infection and clotting risks.

● AV Graft: Used when AV fistula placement is not feasible, AV grafts are more prone to clotting 
and infection.

● Vascular Access Central Line: Reserved for short-term dialysis or cases where other access 
options aren't viable.

Pre-Hemodialysis

Before the surgical placement of an AV fistula, vascular mapping is performed using a Doppler 
ultrasound to assess blood vessel suitability. After placement, it takes about two to three months for the 
fistula to mature and be usable.

During Hemodialysis

● The nurse collects pre-procedure data, including vital signs, weight, and blood glucose levels.

● The nurse monitors the vascular access site and patency.

● Blood is drawn from the client through an arterial needle inserted into the fistula, processed 
through the hemodialysis machine, and returned to the client via a venous needle.

Complications and Care During Hemodialysis

● Complications can include infection, clotting, and decreased blood flow due to scar tissue.

● The nurse monitors the hemodialysis process, administers anticoagulants if ordered, measures 
and records intake and output (including dialysate volume), assesses drainage color, and 
troubleshoots machine issues.

● The nurse also assesses the client for complications like disequilibrium syndrome, fatigue, 
infection, clotting, hypotension, and hypovolemia.

● After the session, the nurse records the session's duration, post-treatment vital signs, blood 
glucose levels, and laboratory values.
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Peritoneal Dialysis: A Nighttime Solution

Peritoneal dialysis is a daily treatment performed at home, ideal for clients at risk for anticoagulant 
complications or poor venous access. A catheter placed in the peritoneal space facilitates the 
procedure, consisting of fill, dwell, and drain cycles using dialysate. It is typically done during nighttime 
hours while the client sleeps.

Similar to hemodialysis, the nurse preps the client by collecting vital signs and assessing access. During 
the treatment, the nurse monitors dialysate intake and output, ensures drainage remains clear, and 
troubleshoots issues like obstructions. Complications to monitor include peritonitis, site infections, 
respiratory distress, and mechanical problems.

Pre-Peritoneal Dialysis

● Similar to hemodialysis, the nurse collects pre-procedure data, including vital signs, weight, and 
blood glucose levels.

● The nurse also assesses the catheter site and its patency.

During Peritoneal Dialysis

● The procedure involves a fill, dwell, and drain cycle using dialysate fluid ordered by the physician

Complications and Care During Peritoneal Dialysis

Potential complications include peritonitis, catheter site infections, respiratory distress, protein 
depletion, hyperglycemia, and mechanical problems like catheter obstruction.

● The nurse monitors the procedure, measures, and records dialysate volume and drainage 
color, and assesses the client for complications.

● In case of catheter obstruction, the nurse ensures the drainage bag remains below the 
abdomen level, may milk the tube to release clots, and repositions the client for better inflow 
and outflow.

● After the session, the nurse assesses and documents the session's duration, the client's weight, 
post-treatment vital signs, blood glucose levels, and laboratory values.

Post-Dialysis Care: Comprehensive Monitoring

Upon completion of both hemodialysis and peritoneal dialysis sessions, the nurse diligently assesses 
and documents various parameters, including duration, vital signs, blood glucose levels, and laboratory 
values. By skillfully managing these dialysis procedures, nurses play a vital role in ensuring the 
well-being and quality of life for clients with renal insufficiency.

Providing comprehensive care for clients undergoing dialysis is essential for their overall well-being and 
the prevention of complications related to renal disease and treatment. Nurses play a crucial role in 
monitoring and ensuring the safety and effectiveness of these dialysis procedures.
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Providing Pulmonary Hygiene

Pulmonary hygiene encompasses a variety of methods and practices. These range from straightforward 
and easy techniques like coughing and deep breathing to more sophisticated techniques such as 
vibration and percussion, all designed to eliminate respiratory secretions. For a more detailed 
discussion on techniques for deep breathing, coughing, incentive spirometry, percussion, vibration, 
postural drainage, and inspiratory respiratory exercises, check the section titled "Utilizing Nursing 
Procedures and Psychomotor Skills When Caring for Clients with Immobility." The appropriate client 
positioning for postural drainage is shown below:

Lung Lobe Lobe Section Client Positioning

The Upper 
Lobe

Anterior bronchus Place the client in a supine position with a pillow under their knees.

Apical bronchus Position the client in a semi-Fowler's position and then have them lean 
to the right, left, and forward.

Posterior bronchus Elevate the client's upper body at a 45-degree angle, with support from 
a pillow on their left and right sides.

The Middle 
Lobe

Medial and lateral 
bronchus

Position the client at a 30-degree Trendelenburg angle with a slight turn 
to the left or elevate the foot of the bed by 14 to 16 inches with a slight 
turn to the left.

The Lingula

Apical bronchus Place the client in a prone position with a pillow under their hip.

Medial bronchus
Position the client at a 45-degree Trendelenburg angle and have them 
lie on their right side, or elevate the foot of the bed by 18 to 20 inches 
with a right-side turn.

Lateral bronchus
Position the client at a 45-degree Trendelenburg angle and have them 
lie on their left side, or elevate the foot of the bed by 18 to 20 inches 
with a left-side turn.

Posterior bronchus Place the client in a 45-degree prone Trendelenburg position with a 
pillow under their hip.

Superior and 
inferior bronchus

Position the client at a 30-degree Trendelenburg angle with a slight turn 
to the right or elevate the foot of the bed by 14 to 16 inches with a slight 
turn to the right.

Moreover, percussion is a technique where you use cupped hands to tap over a specific area for at least 
one minute while the client holds their breath. Meanwhile, vibration is performed by placing the hand on 
the area and applying rapid, vibrating movements while the client exhales deeply. The correct hand 
placement for percussion and vibration is detailed in the table below.

Lung Lobe Lobe Section Client Positioning

The Upper 
Lobe

Anterior bronchus The area directly below the collarbones on the front of the chest.
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Apical bronchus The area spanning from the shoulder blades up to the collarbone.

Posterior bronchus The area encompasses both sides of the shoulder blades and extends 
outward.

The Middle 
Lobe

Medial and lateral 
bronchus

The area extending from the armpit crease across to the middle of the 
front chest, including the right side of the chest along its side and front.

The Lingula

Apical bronchus Both sides of the lower third of the ribcage at the back.

Medial bronchus The lower third of the ribcage on the left side at the back.

Lateral bronchus The lower third of the ribcage on the right side at the back.

Posterior bronchus The lower third of the ribcage at the back on both sides.

Superior and inferior 
bronchus

The area extending from the left armpit fold to the middle of the front 
chest.

Suctioning 

Performing suctioning is a critical nursing procedure to maintain airway patency and ensure effective 
breathing for clients with oral, nasopharyngeal, endotracheal, or tracheal airways, including artificial 
airways like endotracheal and tracheostomy tubes. Here's a step-by-step guide on how to perform 
suctioning:

1. Identify the Client: Ensure you have the correct client by verifying their identity using two 
identifiers, such as their name and date of birth.

2. Instruct the Client: Explain the suctioning procedure to the client and the purpose behind it. 
Reassure them and address any concerns they may have.

3. Preoxygenate the Client: Administer oxygen to the client before suctioning to ensure adequate 
oxygenation during the procedure.

4. Open the Suctioning Catheter Wrapper: Prepare the suctioning catheter and maintain sterility 
during the procedure.

5. Don a Sterile Glove: Put a sterile glove on your dominant hand, as this will be the hand used to 
handle the catheter.

6. Lubricate the Catheter: Apply a water-soluble lubricant to the tip of the suctioning catheter 
while maintaining strict sterile technique with your dominant hand. This lubrication helps 
facilitate the insertion of the catheter and minimizes trauma to the airway.

7. Insert and Rotate the Catheter: Carefully insert the lubricated catheter into the client's natural 
or artificial airway. The depth of insertion will depend on the type of airway and client factors. 
Gently rotate the catheter as you insert it to help dislodge and remove respiratory secretions.
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8. Suction Secretions: Apply suction intermittently by using a twisting motion as you withdraw the 
catheter. Avoid applying suction continuously, as this can lead to hypoxia and tissue damage. 
Suction for no more than 10-15 seconds per pass.

9. Repeat as Necessary: If there are still secretions that need to be cleared, pause for a brief 
period to allow the client to rest and recover. Reoxygenate the client as needed before 
performing another suctioning pass. Repeat the suctioning procedure as necessary, ensuring 
that you maintain sterility and monitor the client's response throughout.

10. Post-Suctioning Care: After completing the suctioning procedure, remove the catheter and 
dispose of it properly. Ensure the client's comfort, and monitor their respiratory status, oxygen 
saturation, and other vital signs. Document the procedure, including the amount and 
characteristics of the suctioned secretions, the client's response, and any complications or 
concerns.

It's essential to follow proper infection control practices and maintain sterility throughout the 
suctioning procedure to prevent infections and complications. Suctioning should only be performed 
when clinically indicated, and the frequency and technique may vary based on the client's condition and 
the type of airway in use. Always prioritize the client's safety and comfort during suctioning.

Monitoring Wounds for Signs of Infection

In healthcare, monitoring wounds for signs of infection is a critical aspect of client care. Local signs of 
infection at a wound site include pain, redness, heat, swelling, and dysfunction of the affected body part. 
On the other hand, systemic signs and symptoms of infection involve the entire body and can include:

● Fever: An elevated body temperature is a common systemic sign of infection. It's the body's 
response to an invading pathogen.

● Fatigue: Infections can often make clients feel extremely tired and fatigued as the body diverts 
energy to fight the infection.

● Chills: Chills are the body's way of generating heat in response to an infection. They can lead to 
shivering and feeling cold.

● Diaphoresis: This refers to excessive sweating, which can occur during an infection as the body 
attempts to cool down during a fever.

● Prodromal Malaise: This is a general feeling of discomfort or unease that can precede the onset 
of more specific symptoms.

● Tachypnea: Rapid breathing is often observed in clients with infections, as the body tries to 
deliver more oxygen to tissues and remove carbon dioxide.

● Tachycardia: An increased heart rate can be a response to fever and the body's increased 
demand for oxygen.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                530



● Nausea and Vomiting: Gastrointestinal symptoms like nausea and vomiting can occur during 
some infections.

● Anorexia: Loss of appetite is common when the body is fighting off an infection.

● Confusion: Infections, particularly in elderly clients, can lead to confusion and altered mental 
status.

● Incontinence: Urinary or fecal incontinence may result from changes in mental status or 
physical function during infection.

● Abdominal Cramping and Diarrhea: Gastrointestinal infections can cause abdominal pain and 
diarrhea.

Nurses play a crucial role in monitoring clients for these signs and symptoms of infection. They should 
also closely watch diagnostic laboratory results, which may include an elevated sedimentation rate, 
increased white blood cell count, elevated C-reactive protein levels, and altered blood viscosity, 
among other markers.

Wound Care and Dressing Changes

Wound care, as well as the process of cleaning and changing dressings, necessitates strict adherence to 
surgical asepsis to maintain sterility. As a result, these delicate procedures cannot be delegated to 
unlicensed nursing staff, such as nursing assistants.

Wound care primarily involves the thorough cleansing and proper dressing of the wound. The cleaning 
solutions utilized for wound care encompass sterile normal saline and other solutions, some of which 
may include antiseptics to prevent infection. The cleansing procedure starts from the cleanest part of 
the wound and progresses outward to the more contaminated areas, all while using gauze to carefully 
eliminate exudate and debris. Each gentle wipe of the wound requires fresh sterile gauze to ensure 
minimal disruption to the newly forming granulating tissue. Additionally, wounds can be irrigated with 
sterile solutions to cleanse them, prevent infection, and facilitate optimal healing.

As discussed earlier in the section "Performing a Skin Assessment and Implementing Measures to 
Maintain Skin Integrity and Prevent Skin Breakdown," nurses regularly assess the wound and its 
surroundings. This assessment encompasses factors such as color, size, location, odor, underlying 
tissue, and the characteristics of wound drainage or exudate, including its amount and color. Wound 
drainage may be serous, sanguineous, serosanguinous, or purulent. Surrounding areas are also 
diligently inspected. 

Furthermore, the section covers the three types of wound healing; primary intention healing, secondary 
intention healing, and tertiary intention healing. The treatment of pressure ulcers and other similar 
wounds is based on the RYB Color Code of Wounds, which categorizes wounds into red, yellow, and 
black, with treatments ranging from surgical and mechanical debridement to enzymatic and autolytic 
methods. Less commonly employed wound care and cleansing methods are described below:

Hydrotherapy 
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Hydrotherapy may be recommended for clients with severe wounds, such as severe burns or wounds 
with untreatable necrosis, especially when the wound is large. Hydrotherapy involves the use of a 
therapeutic whirlpool at approximately 37 degrees Celsius, and occasionally, an antiseptic solution 
may be added to the water. However, it should be noted that hydrotherapy is not suitable for clients 
with arterial insufficiency or venous ulcer wounds. Potential complications include the risk of 
cross-contamination among clients who use the same whirlpool. This can be mitigated through 
meticulous disinfection of the whirlpool after each use, as well as rinsing the client's wound area after 
exposure to the therapeutic whirlpool water.

Pulsed Lavage

Pulsed lavage employs saline and a pulsatile high-pressure lavage device to irrigate wounds and 
remove exudate. Complications associated with pulsed lavage include wound disruption when the 
pressure is excessive and occupational-related infections when appropriate personal protective 
equipment, such as goggles, face masks, gowns, and gloves, is not utilized to shield staff from sprays 
and splashes.

Selection of sterile wound dressings depends on various factors, including the stage of healing and 
specific wound characteristics. Options include traditional gauze dressings, interactive and transparent 
dressings with polymeric components, and bioactive dressings containing alginate, collagen, and 
hydrocolloids.

Procedure for Suture and Staple Removal

The process for removing surgical sutures and staples, following the validation of the removal order and 
proper client identification using two unique identifiers, is as follows:

1. Preparation: Ensure a clean and sterile environment for the procedure.

2. Cleansing: Cleanse and disinfect the surgical wound with a topical antiseptic to minimize the 
risk of infection.

3. Suture Removal: If removing sutures, proceed as follows:

a. Knot Lifting: Using sterile forceps, carefully lift each suture knot from the wound.

b. Suture Cutting: Use sterile scissors to clip the suture, ensuring a clean and precise cut.

4. Staple Removal: Utilize a special surgical staple remover instead of forceps and scissors.

5. Cleansing (Again): Once all sutures or staples have been removed, cleanse the surgical wound 
once more with an antiseptic solution to maintain cleanliness.

6. Steri Strip Application: Apply Steri-strips over the incision to provide additional support for 
healing and closure. These adhesive strips help keep the wound edges together as it continues 
to heal.
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By following these steps meticulously, healthcare providers can ensure the safe and effective removal of 
sutures and staples while minimizing the risk of complications or infection at the surgical site.

Identifying Signs, Symptoms, and Incubation Periods of Infectious Diseases

Infections manifest a range of signs and symptoms, which can be categorized into local and systemic 
indicators. Local signs often include pain at the infection site, redness, heat, swelling, and impairment of 
the affected body part. Visual cues, such as skin pustules, may also be present. Systemic signs and 
symptoms encompass broader effects on the entire body and commonly involve:

● Fever

● Fatigue

● Prodromal malaise 
(general discomfort)

● Chills

● Tachycardia 
(elevated heart rate)

● Nausea

● Vomiting

● Anorexia (loss of 
appetite)

● Confusion

In addition to these general systemic symptoms, specific infections may present unique signs and 
symptoms. For example, urinary tract infections may result in dysuria (painful urination), hematuria 
(blood in urine), and increased urinary frequency. Respiratory infections typically lead to symptoms like 
coughing, dyspnea (shortness of breath), and abnormal breathing sounds.

As detailed in the section "The Reservoir and Modes of Transmission," incubation periods denote the 
duration between initial exposure to a pathogenic organism and the onset of infection symptoms. 
Meanwhile, the period of communicability refers to how long a pathogen can transmit an infection 
either directly or indirectly to others. The specific length of these periods varies depending on the 
microorganism involved. Some pathogens are associated with brief communicability and short 
incubation periods, while others exhibit longer durations for both.

Providing Care to a Client with an Infectious Disease

Caring for a client with an infectious disease involves the following:

● Giving interventions to treat the infectious disease and its symptoms.

● Assessing and reassessing the client.

● Preventing complications.

● Safeguarding others from contracting the client's infectious condition.

● Monitoring the client's recovery from the infection.

● Providing follow-up care in the community as needed.

● Educating the client and their family.
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Some of the assessments and reassessments of the client include identifying the local and systemic 
symptoms of infectious diseases, such as inflammation and an elevated temperature, respectively. 
These assessments also involve the evaluation of laboratory data throughout the course of treatment, 
such as the client's erythrocyte sedimentation rate, white blood cell count, plasma viscosity, and levels 
of C reactive protein, as discussed in-depth in "Applying Knowledge of Pathophysiology to Monitor for 
Complications: Infection."

Certain infectious diseases can be treated using broad-spectrum antibiotics, while others can only be 
managed symptomatically because the responsible microorganism is not susceptible to antimicrobial 
drugs. For instance, symptomatic relief measures include applying Calamine lotion to chickenpox 
lesions, administering antipyretic medications like Tylenol to reduce high fever in cases of infectious 
diseases such as Rubella, and providing analgesic medications for pain associated with the infection.

The table below provides information on some of the most common infectious diseases, their signs, and 
symptoms beyond the typical feelings of discomfort, fever, and chills, as well as the standard 
treatments. It also outlines essential transmission precautions, including those for contact, droplet, and 
airborne transmission.

Infectious Disease Signs and Symptoms Treatments

Diphtheria

Respiratory indications like difficulty 
breathing (dyspnea), coughing, and a 
painful throat. Others include cardiac 
arrhythmias, myocarditis, and a 
pseudomembrane on the nasal 
passages, tonsils, and pharynx.

● Relieving the symptoms affecting the 
respiratory and cardiovascular systems

● Employing mechanical ventilation when 
necessary.

● Correcting respiratory paralysis with 
diphtheria toxin

Cytomegalovirus 
infections

Skin rash, painful throat, mouth sores, 
fever, swollen lymph nodes, headache, 
chest discomfort, jaundice, spleen 
enlargement, and sensitivity to light.

Alleviating symptoms through the use of 
pain-relieving medications and mouth rinses

Measles (Rubeola)

Symptoms involve sensitivity to light, 
coughing, inflammation of the eye's 
lining, small white spots inside the 
mouth, a rash consisting of small red 
spots, and skin peeling.

Providing support and relief from symptoms 
with fever-reducing drugs, rest, creating a 
dark environment to reduce light sensitivity, 
and using cool mist for cough

Mumps
Indications include headache, anorexia, 
ear pain, and swelling of the parotid 
glands.

Offering support and relief from symptoms 
using fever-reducing medications and pain 
relief

Roseola
A pink skin rash that starts at the body's 
center and spreads outward to the face, 
limbs, and neck.

Providing supportive care and symptom relief 
with fever-reducing drugs and pain relief

Rubella (German 
measles)

During pregnancy, it can lead to fetal 
abnormalities, and other symptoms 
include a sore throat, swollen lymph 
nodes, cough, runny nose, and a 

● Administering supportive care and 
managing symptoms.

● Isolating affected individuals from women 
of childbearing age to protect developing 
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Infectious Disease Signs and Symptoms Treatments

characteristic rash starting on the face 
and moving downwards to the neck, 
shoulders, trunk, and legs.

fetuses.

Varicella 
(Chickenpox)

Intensely itchy rash on the trunk and 
scalp, lesions in the mouth and perineal 
area, blister formation evolving into 
pustules, and subsequent crusting and 
healing. Scratching the itchy areas, may 
lead to scars.

Employing skincare practices such as 
applying topical calamine lotion, keeping 
nails short or covering them to prevent 
scratching, and teaching individuals not to 
scratch but to apply pressure to itchy areas.

Influenza

Productive or dry cough, muscle aches, 
hoarseness, light sensitivity, fever, stuffy 
nose, chills, excessive sweating, and 
muscle pain.

● Offering supportive care with bed rest, 
fluids, and non-Aspirin pain relievers.

● Administering antiviral drugs like Tamiflu 
or Relenza if needed to shorten the flu's 
duration and prevent severe 
complications.

Pertussis (Whooping 
cough)

Signs include a distinctive whooping 
cough sound, changes in breathing 
depth, bluish skin coloration, increased 
tearing, runny nose, conjunctivitis, and 
vomiting.

● Providing supportive care and symptom 
relief, ensuring hydration, bed rest, 
respiratory care, and necessary 
interventions for serious complications 
such as suctioning, mechanical 
ventilation, and oxygen supplementation.

● Erythromycin estolate, azithromycin, or 
clarithromycin may also be necessary.

Respiratory Syncytial 
Virus (RSV)

Thick mucus blocking the bronchioles, 
wheezing, noisy breathing, shortness of 
breath, severe respiratory distress, rapid 
breathing, bluish skin, elevated carbon 
dioxide levels in the blood, and 
cessation of breathing in severe cases.

● Providing supportive care, managing 
symptoms, and considering antibiotics if 
there's suspicion of a secondary 
bacterial infection.

● Hydration, supplemental oxygen, and 
other respiratory interventions may be 
necessary as indicated

Pneumonia
Chills, shortness of breath, muscle pain, 
fatigue, enlarged lymph nodes, a painful 
throat, and chest pain.

Antibiotics for bacterial pneumonia, 
appropriate fluid management, and oxygen 
supplementation as required

Evaluating Client Responses to Treatment for Infectious Diseases

Assessing the client's response to treatment for infectious diseases is a critical aspect of healthcare 
management. Below is an overview of the evaluation process for client responses to treatment, focusing 
on HIV/AIDS and tuberculosis (TB) as examples of infectious diseases.

HIV/AIDS Evaluation

● Data Collection: Continuously gather data on the client's condition, including signs and 
symptoms of infection, laboratory results (e.g., CD4 T-cell counts, viral load), and any 
associated complications.
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● Assessment of Opportunistic Infections: Monitor for opportunistic infections, such as 
Kaposi's sarcoma, herpes simplex, and Pneumocystis jirovecii pneumonia, and other 
HIV-related disorders. Assess the severity and progression of these infections.

● Assessment of Signs and Symptoms: Evaluate the presence and severity of common 
HIV/AIDS-related signs and symptoms, including headaches, lymphadenopathy, diarrhea, 
weight loss, and skin rash.

● Assessment of Medication Response: Monitor the client's response to highly active 
combination antiretroviral therapy (HAART). Assess changes in viral load and CD4 T-cell 
counts to gauge treatment effectiveness.

● Assessment of Adverse Effects: Evaluate for adverse effects or complications associated 
with antiretroviral medications, such as peripheral neuropathy, acid-base imbalances, and 
electrolyte disorders.

● Monitoring Physical Status: Continually assess the client's overall physical status, including 
vital signs, weight, and general well-being.

TB Evaluation:

● Symptom Assessment: Monitor the client for symptoms of TB, including fever, night sweats, 
productive cough (sometimes with blood), chest pain, and fatigue.

● Drug Resistance: Be vigilant for signs of drug-resistant TB, which is a serious complication. 
Assess whether treatment is effective and if drug resistance is emerging.

● Medication Response: Evaluate the response to TB medications, which often involve 
combination therapy. Assess adherence to treatment regimens and any adverse effects 
experienced by the client.

● Radiological Evaluation: Consider radiological tests, such as chest X-rays, to assess the 
extent of lung involvement and any changes in the appearance of lung lesions.

● Sputum Culture and Smear: Monitor the results of sputum cultures and smears to 
determine the presence of Mycobacterium tuberculosis and assess treatment progress.

● Physical Examination: Perform regular physical examinations to assess the client's general 
health, lung sounds, and overall well-being.

In both cases, the evaluation process is based on the client's response to treatment, their improvement 
or stabilization of symptoms, and the achievement of treatment goals. Adjustments to treatment plans 
may be made as needed to optimize outcomes and prevent complications. Close monitoring and 
collaboration with healthcare providers are essential in managing infectious diseases effectively.
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Identifying Potential Prenatal Complications

The signs, symptoms, risk factors, and treatments for various prenatal complications have been 
extensively discussed in the section titled "Evaluating the Maternal Client for Antepartal Complications." 
These complications encompass a range of issues, including:

● Cardiac Disease

● Infections (both sexually transmitted 
and other types)

● Diabetes

● Hypertension

● Preeclampsia

● Eclampsia

● Preterm Labor

● Post-term Pregnancy

● Subchorionic Hematoma

● Hydatidiform Moles

● Hyperemesis Gravidarum

● Effects of Drugs and Substances

● Incompetent Cervix

● Anemias

● Cardiopulmonary Maternal Collapse

● Disseminated Intravascular Coagulation

● Ectopic Pregnancy

● Substance Use and Abuse

● Spontaneous Abortions

● Premature Rupture of the Membranes

● Multiple Gestations

● Fetal Growth Restriction

● Oligohydramnios

● Polyhydramnios

Nurses should be vigilant in identifying these potential complications during prenatal care to ensure 
early intervention and appropriate management for the well-being of both the mother and the baby.

C. Understanding Fluid and Electrolyte Imbalances in Nursing Care

In nursing care, a firm grasp of fluid transport, capillary fluid movement, and the intricate chemical 
regulation that maintains fluid and electrolyte balances (including hormones and peptides) is 
paramount. Central to this understanding is the ability to identify the telltale signs and symptoms of 
fluid or electrolyte imbalances in clients. This entails recognizing indicators of both dehydration and 
edema, and possessing the knowledge to effectively address each condition, as well as imparting 
preventative measures to clients.

For instance, a dehydrated client needs fluid replenishment devoid of sugar, salt, or caffeine. If oral 
intake is viable, administering fluids orally is preferable, but the discernment of when parenteral (IV) 
therapy is appropriate is crucial. Conversely, clients might retain excessive fluid, with risk factors 
ranging from age and surgery to cardiac or renal failure and medication use. In such cases, fluid intake 
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should be controlled, protein intake elevated, and excretion facilitated, all while meticulously monitoring 
for potential overcorrection.

Furthermore, your nursing interventions should focus on restoring the delicate equilibrium of fluid and 
electrolytes in clients. Some common electrolyte imbalances encompass:

● Hyponatremia and hypernatremia (pertaining to sodium levels).

● Hypokalemia and hyperkalemia (relating to potassium levels).

● Hypocalcemia and hypercalcemia (associated with calcium levels).

● Hypomagnesemia and hypermagnesemia (linked to magnesium levels).

● Hypochloremia and hyperchloremia (associated with chlorine levels). 

● Hypophosphatemia and hyperphosphatemia (pertaining to phosphate levels).

Understanding and managing these imbalances plays a pivotal role in ensuring holistic and effective 
client care.

Electrolytes: Essential Ions for Physiological Functions

Electrolytes are a group of ions vital to various life-sustaining processes in the body. These electrically 
charged ions, which can carry either a positive or negative charge, perform critical roles in physiology. 
Here are some of their essential functions:

● Muscle Contraction: Electrolytes play a fundamental role in muscle function, including both 
voluntary skeletal muscles and involuntary smooth muscles, such as those in the heart and 
digestive tract.

● Fluid Balance: Electrolytes help regulate the movement of fluids within the body, including 
maintaining appropriate blood volume and blood pressure.

● Energy Production: Certain electrolytes are involved in energy production processes within 
cells, contributing to metabolic activities and overall vitality.

● Nervous System Function: Proper nerve function relies on the precise balance of electrolytes, 
as they are essential for transmitting nerve impulses.

● Acid-Base Balance: Electrolytes contribute to maintaining the body's acid-base (pH) balance, 
which is crucial for overall health and proper enzymatic function.

To ensure these critical functions are maintained, the body tightly regulates the levels of electrolytes 
through feedback mechanisms. When the kidneys or adrenal glands detect an imbalance or deficit of a 
specific electrolyte, they initiate processes to restore equilibrium in the client's electrolyte balance. The 
primary electrolytes in the body as discussed above, each carrying a specific charge, include:
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● Sodium (Na+): Positively charged ion, essential for nerve function and maintaining fluid balance.

● Potassium (K+): Positively charged ion, crucial for nerve and muscle cell function, including 
heart rhythm.

● Calcium (Ca+): Positively charged ion, vital for muscle contraction, bone health, and blood 
clotting.

● Magnesium (Mg+): Positively charged ion, involved in muscle and nerve function, bone health, 
and energy production.

● Chloride (Cl–): Negatively charged ion, plays a role in fluid balance and maintaining electrical 
neutrality.

● Hydrogen Phosphate (HPO4–): Negatively charged ion, contributes to acid-base balance and 
bone health.

● Bicarbonate (HCO3–): Negatively charged ion, vital for regulating blood pH and buffering acids.

● Sulfate (SO4–): Negatively charged ion, involved in various metabolic processes and cellular 
functions.

The precise balance of these electrolytes is essential for overall health and well-being, and any 
significant disturbances can lead to a range of health issues. Therefore, maintaining proper electrolyte 
levels is crucial for the body's optimal functioning.

Identifying Signs and Symptoms of Fluid and Electrolyte Imbalances

Fluid and electrolyte balance is crucial for the body's proper functioning. When imbalances occur, they 
can lead to various signs and symptoms, which are essential to recognize and address promptly. Here 
are some key electrolytes and their associated imbalances:

1. Sodium (Na+): Normal Range: 135-145 mEq/L

a. Hypernatremia (High Sodium Levels)

● Causes: Diabetes insipidus, dehydration, fever, vomiting, diarrhea, excessive exercise, 
and Cushing's Syndrome.

● Signs and Symptoms: Agitation, thirst, restlessness, dry mucous membranes, 
confusion, seizures, and coma.

● Treatment: Address underlying causes, gradual correction, dietary sodium restriction 
(careful to avoid rapid changes).

b. Hyponatremia (Low Sodium Levels)

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                539



● Causes: Syndrome of inappropriate antidiuretic hormone, diuretics, water intoxication, 
thyroid disorders, renal failure, heart failure, and various diseases.

● Signs and Symptoms: Confusion, vomiting, seizures, muscle weakness, nausea, 
headaches, fatigue, restlessness, and irritability.

● Treatment: Address underlying causes, diuretic medications, fluid restriction (as 
directed), intravenous sodium, hormone replacement if necessary.

2. Potassium (K+): Normal Range: 3.7-5.2 mEq/L

a. Hyperkalemia (High Potassium Levels)

● Causes: Renal disease, certain medications, life-threatening cardiac dysrhythmias, and 
more.

● Signs and Symptoms: Muscular weakness, paralysis, nausea, cardiac dysrhythmias, 
potentially life-threatening.

● Treatment: Immediate intervention required (renal dialysis, potassium-lowering 
medications, dietary potassium restriction).

b. Hypokalemia (Low Potassium Levels):

● Causes: Diuretic use, uncontrolled diabetes, gastrointestinal disorders, certain 
medications, and more.

● Signs and Symptoms: Muscular weakness, spasms, tingling, numbness, fatigue, 
palpitations, constipation, bradycardia, and, in severe cases, cardiac arrest.

● Treatment: Correct underlying cause, supplemental potassium.

3. Calcium (Ca+): Normal Level: 8.5-10.6 mg/dL

a. Hypercalcemia (High Calcium Levels)

● Causes: Hyperparathyroidism, some medications, certain cancers, and more.

● Signs and Symptoms: Thirst, renal stones, anorexia, paresthesia, urinary frequency, 
bone pain, confusion, fatigue, constipation, nausea, and vomiting.

● Treatment: Address underlying causes, intravenous fluid hydration, medications (e.g., 
prednisone, diuretics, bisphosphonates).

b. Hypocalcemia (Low Calcium Levels)

● Causes: Renal disease, inadequate dietary calcium, vitamin D deficiency, low 
magnesium levels, certain medications, and more.
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● Signs and Symptoms: Muscular aches, bronchospasm, seizures, tetany, cardiac 
arrhythmias, tingling, and more.

● Treatment: Correct underlying causes, calcium supplements with vitamin D.

4. Magnesium (Mg+): Normal Level: 1.7-2.2 mg/dL

a. Hypermagnesemia (High Magnesium Levels):

● Causes: Renal failure, dehydration, diabetic acidosis, certain medications, and excessive 
use of magnesium-containing laxatives or antacids.

● Signs and Symptoms: Nausea, vomiting, respiratory disturbances, weakness, cardiac 
arrhythmias, central nervous system depression, and hypotension.

● Treatment: Address underlying causes, calcium gluconate, calcium chloride, 
intravenous dextrose and insulin, renal dialysis.

b. Hypomagnesemia (Low Magnesium Levels):

● Causes: Diuretics, uncontrolled diabetes, gastrointestinal disorders, certain 
medications, and more.

● Signs and Symptoms: Numbness, tingling, muscular weakness, convulsions, spasms, 
fatigue, nystagmus.

● Treatment: Medications for symptom relief, intravenous fluids and magnesium.

5. Phosphate: Normal Level: 0.81-1.45 mmol/L

a. Hyperphosphatemia (High Phosphate Levels):

● Causes: Severe renal disease, hypoparathyroidism, diabetic ketoacidosis, serious 
infections, rhabdomyolysis, and more.

● Signs and Symptoms: Can be asymptomatic or present with muscular spasms, palpable 
calcifications, itchiness, and complications like impaired circulation, cardiovascular 
issues, and more.

● Treatment: Dietary phosphate restriction, phosphate binders (lanthanum, sevelamer).

b. Hypophosphatemia (Low Phosphate Levels):
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● Causes: Chronic diarrhea, severe burns, hyperparathyroidism, severe malnutrition, 
alcoholism, medications (e.g., diuretics, theophylline), and more.

● Signs and Symptoms: Can range from mild to severe and life-threatening with 
symptoms like muscular weakness, convulsions, fatigue, tingling, and more.

● Treatment: Cardiac monitoring, oral/intravenous potassium phosphate, 
high-phosphorus diet encouragement.

6. Chloride (Cl–): Normal Level: 97-107 mEq/L

a. Hyperchloremia (High Chloride Levels):

● Causes: Dehydration, medications, renal disease, diabetes, diarrhea, and more.

● Signs and Symptoms: Thirst, edema, dehydration, diarrhea, respiratory issues, 
hypertension, cognitive changes, and coma.

● Treatment: Address underlying causes, cautious fluid administration, avoid rapid 
rehydration.

b. Hypochloremia (Low Chloride Levels):

● Causes: Vomiting, hypoventilation, cystic fibrosis, metabolic alkalosis, respiratory 
acidosis, and more.

● Signs and Symptoms: Dehydration, nausea, vomiting, muscular symptoms, respiratory 
depression, weakness, and more.

● Treatment: Chloride replacements, fluids, and medications as needed.

7. Fluid Imbalances

a. Hypervolemia (Fluid Overload):

● Causes: Increased sodium levels (hypernatremia), excessive fluid intake, conditions like 
heart failure, renal failure, and hepatic failure.

● Signs and Symptoms: Hypertension, dyspnea, edema, crackles in lungs, jugular vein 
distension, peripheral edema, tachycardia.

● Treatment: Address underlying causes, fluid and sodium restrictions, diuretics.

b. Hypovolemia (Fluid Deficit):

● Causes: Bleeding, severe dehydration, vomiting, diarrhea.

● Signs and Symptoms: Decreased cardiac output, shock, metabolic acidosis, 
multisystem failure, coma.
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● Treatment: Address underlying causes, intravenous rehydration, plasma expanders, 
blood products as needed.

Recognizing these signs and symptoms of electrolyte and fluid imbalances is crucial for healthcare 
professionals to provide appropriate care and interventions promptly, aiming to restore normal balance 
and prevent complications. Treatment strategies may vary depending on the specific electrolyte or fluid 
imbalance and its underlying causes.

Applying Knowledge of Pathophysiology in Caring for Clients with Fluid and 
Electrolyte Imbalances

Understanding the pathophysiology of fluid and electrolyte imbalances is essential for providing 
effective care to clients. Here's how healthcare professionals can apply their knowledge of 
pathophysiology in caring for clients with these imbalances:

● Assessment: Nurses and healthcare providers need to perform a thorough assessment to 
identify the underlying causes of fluid and electrolyte imbalances. Understanding the 
pathophysiological mechanisms involved is crucial. For example, recognizing that hypernatremia 
may result from excessive sodium intake or insufficient water intake due to diabetes insipidus 
allows for targeted interventions.

● Diagnostic Tests: Knowledge of pathophysiology helps healthcare professionals interpret 
diagnostic test results accurately. They can correlate abnormal laboratory findings with specific 
imbalances. For instance, elevated serum potassium levels may indicate hyperkalemia, which 
could result from impaired renal function or certain medications.

Hemostasis Management

● Hemostasis Categories: Understand the different forms of hemostasis, including vascular 
constriction, clot formation, and platelet plug formation.

● Complications: Recognize situations where hemostasis can lead to complications such as 
venous stasis (common with immobility), clotting disorders, and increased blood viscosity.

● Goals of Treatment: Treatment goals should focus on addressing underlying causes, promoting 
improved tissue perfusion, and ensuring the formation of appropriate clots during wound healing 
to prevent hemorrhage.

Comprehensive Care

● Collaborate with the healthcare team to identify and address underlying causes of altered 
hemodynamics and ineffective tissue perfusion.

● Treatment Planning: Based on the pathophysiological understanding of the imbalance, 
healthcare providers can develop individualized treatment plans. This may involve addressing 
the root cause, such as treating an underlying condition or adjusting medications known to affect 
electrolyte levels.
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● Interventions: Nurses can implement interventions that align with the pathophysiological 
processes involved. For example, in hypovolemia resulting from hemorrhage, they can 
administer blood transfusions to restore blood volume and improve tissue perfusion.

● Monitoring: Continuously monitoring the client's condition is vital. Healthcare providers should 
watch for changes in vital signs, electrolyte levels, and clinical signs and symptoms, all of which 
are directly related to the pathophysiology of the imbalance.

● Fluid and Electrolyte Replacement: Understanding which fluids or electrolyte solutions are 
appropriate for specific imbalances is essential. For instance, isotonic solutions may be 
administered to correct hypovolemia and restore blood pressure.

● Education: Healthcare professionals can educate clients about the importance of adhering to 
treatment plans and lifestyle modifications. Knowledge of pathophysiology can help explain why 
certain dietary changes or medications are necessary to manage or prevent imbalances.

● Prevention: Understanding the risk factors and mechanisms of fluid and electrolyte imbalances 
enables healthcare providers to implement preventive measures. For instance, educating clients 
with chronic kidney disease about dietary restrictions can help prevent hyperkalemia.

● Critical Thinking: Knowledge of pathophysiology allows healthcare providers to think critically 
when assessing clients' responses to interventions. They can make informed decisions about 
adjusting treatment plans or seeking additional medical interventions if necessary.

● Documentation: Thorough and accurate documentation of assessment findings, diagnostic 
results, interventions, and client responses is crucial. Healthcare professionals should document 
changes in electrolyte levels and clinical improvements or deteriorations related to the 
imbalance.

By applying their understanding of the pathophysiological processes involved in fluid and electrolyte 
imbalances, healthcare providers can provide safe, effective, and individualized care to their clients, 
ultimately improving outcomes and preventing complications.

D. Navigating Hemodynamics in Nursing Practice

Managing the Care of a Client With an Alteration in Hemodynamics, Tissue 
Perfusion, and Hemostasis: A Comprehensive Approach

Caring for a client with alterations in hemodynamics, tissue perfusion, and hemostasis is a complex and 
vital aspect of nursing practice. These alterations can have far-reaching consequences, affecting various 
organ systems and overall health. Nurses play a critical role in assessing, recognizing signs and 
symptoms, and implementing interventions to manage these conditions effectively.

Altered Hemodynamics: Decreased cardiac output management (as previously discussed)

● Assessment and recognition of signs and symptoms.
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● Interventions such as rest, oxygen therapy, pain management, and medication administration as 
needed.

● Frequent assessment of cardiac status and vital signs.

● Collaboration with healthcare providers for further diagnostics and treatment.

Ineffective Tissue Perfusion: Ineffective tissue perfusion can affect different organ systems

● Brain: Assess for signs of impaired cerebral perfusion, such as altered mental status, 
restlessness, confusion, and neurologic deficits. Maintain adequate cerebral perfusion pressure.

● Renal System: Monitor for elevated blood urea nitrogen (BUN), oliguria, and other signs of renal 
hypoperfusion. Maintain adequate renal perfusion.

● Cardiac System: Watch for signs of myocardial hypoperfusion, including angina, abnormal 
arterial blood gases, and changes in blood pressure and heart rate.

● Gastrointestinal System: Assess for symptoms like nausea, decreased motility, and abdominal 
distention, which can indicate poor perfusion to the gastrointestinal organs.

● Peripheral Vascular System: Evaluate for symptoms such as intermittent claudication, weak or 
absent peripheral pulses, cool extremities, and slow capillary refill time.

Hemostasis Management

● Hemostasis Categories: Understand the different forms of hemostasis, including vascular 
constriction, clot formation, and platelet plug formation.

● Complications: Recognize situations where hemostasis can lead to complications such as 
venous stasis (common with immobility), clotting disorders, and increased blood viscosity.

● Goals of Treatment: Treatment goals should focus on addressing underlying causes, promoting 
improved tissue perfusion, and ensuring the formation of appropriate clots during wound healing 
to prevent hemorrhage.

Comprehensive Care

● Collaborate with the healthcare team to identify and address underlying causes of altered 
hemodynamics and ineffective tissue perfusion.

● Administer medications as ordered, such as vasoactive drugs to improve blood pressure or 
anticoagulants to prevent clot formation.

● Monitor and manage fluid and electrolyte balance to optimize perfusion.

● Provide client education on lifestyle modifications and medication management to prevent 
recurrent issues.
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● Continuously assess and document the client's response to interventions.

The management of clients with alterations in hemodynamics, tissue perfusion, and hemostasis 
requires a multifaceted approach, including assessment, intervention, education, and collaboration with 
the healthcare team. Nurses play a pivotal role in ensuring the well-being and recovery of these clients 
by promptly identifying issues and implementing appropriate care strategies.

As a nurse, you play a pivotal role in hemodynamic monitoring, ensuring accurate and effective client 
care. Your responsibilities encompass several critical aspects of client management:

● Transducer Positioning and Maintenance: Your task involves precisely positioning the 
transducer at the right atrium level, specifically central venous pressure (CVP) of the 
pulmonary artery catheter. This positioning should be meticulously performed during each shift 
and before every measurement. Additionally, maintaining the catheter's patency is essential, 
achieved through the controlled delivery of a small amount of fluid under pressure.

● Cardiac Output Assessment: Be vigilant in assessing clients for potential decreases in cardiac 
output. Furthermore, your ability to recognize cardiac rhythm strip irregularities is crucial. 
Identifying conditions like sinus bradycardia, premature ventricular contractions, ventricular 
tachycardia, and fibrillation is vital for timely interventions.

● Arterial Line Monitoring and Pacing Devices: Monitor and uphold arterial lines, and proficiently 
manage pacing devices, encompassing pacemakers, biventricular pacemakers, and implantable 
cardioverter defibrillators. Your competence in initiating, maintaining, and evaluating telemetry 
monitoring is essential.

● Cardiovascular Status Enhancement: Beyond monitoring, you possess the capability to 
enhance client cardiovascular health. This involves adapting activity schedules to promote 
optimal outcomes and implementing protocols to address cardiac arrhythmias.

● Vascular Access Care for Hemodialysis: You should be well-versed in providing care for clients 
requiring vascular access for hemodialysis. This includes managing arteriovenous shunts, 
fistulas, and grafts effectively. 

● Pathophysiology-Driven Interventions: Your expertise in pathophysiology enables you to 
respond appropriately to abnormal hemodynamic situations. You can employ targeted 
interventions to stabilize client conditions.

● Strategies for Managing Decreased Cardiac Output: Providing clients with strategies to 
manage decreased cardiac output is a critical aspect of your role. This involves educating clients 
about the importance of frequent rest periods and activity limitations. 

By skillfully executing these responsibilities, you contribute significantly to the comprehensive care and 
well-being of your clients, making a positive impact on their health journey.
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Hemodynamic Factors

Understanding hemodynamic factors is essential for comprehending the intricacies of cardiovascular 
function and clinical assessment. These factors encompass a range of critical parameters, each with its 
own unique role in regulating cardiac performance and circulatory dynamics. Within this framework, we 
delve into the following key hemodynamic factors:

● Afterload: Afterload signifies the resistance that the heart must overcome during systole to 
eject blood into the systemic circulation. It predominantly stems from the high-pressure 
environment within the systemic arteries, posing a significant workload on the heart.

● Cardiac Index: The cardiac index quantifies the volume of blood ejected by the left ventricle 
into the systemic circulation per unit of body surface area (BSA) per minute. It provides a more 
precise assessment of cardiac performance, often falling within the range of 2.5 to 3.5 liters per 
minute per square meter.

● Cardiac Output: Cardiac output defines the total volume of blood expelled from the heart's left 
ventricle into the circulatory system per minute. This critical parameter is calculated by 
multiplying heart rate by stroke volume, with the normal range typically falling between 4 and 
6 liters per minute.

● Contractility: Contractility represents the force of myocardial contraction during systole. 
Adequate contractility is essential for efficient blood ejection, and deviations from normal can 
significantly impact cardiac output.

● Ejection Fraction: Ejection fraction assesses the percentage of blood forcefully expelled from 
the left ventricle during systole. It serves as a crucial indicator of cardiac performance, with a 
typical range between 55% and 75%.

● Heart Rate: Heart rate corresponds to the number of heartbeats per minute, largely dictated by 
the sinoatrial (SA) node's activity. A normal heart rate typically ranges from 60 to 100 beats per 
minute, assuming appropriate SA node function.

● Preload: Preload signifies the extent of cardiac muscle stretch during ventricular filling in 
diastole. It plays a pivotal role in determining stroke volume and cardiac output, with both the 
right and left sides of the heart experiencing distinct preload pressures.

● Stroke Volume: The stroke volume represents the volume of blood ejected by the left 
ventricle during each contraction. Stroke volume is calculated by taking the cardiac output and 
dividing by the heart rate. Calculated as the difference between end-diastolic and end-systolic 
volumes, stroke volume typically falls within the range of 50 to 120 milliliters.
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Evaluating the Client's Cardiac Output Reduction

Reduced cardiac output can be succinctly described as the heart's inability to meet the body's 
physiological demands. Typically, cardiac output falls within the range of 4 to 8 liters per minute, and 
this can be computed using the formula:

Cardiac Output = Stroke Volume x Heart Rate

A decrease in cardiac output has detrimental effects on various cardiac parameters, including heart rate, 
rhythm, preload, afterload, and contractility. These repercussions can lead to severe complications and 
adverse outcomes. Indicators and manifestations of reduced cardiac output encompass a range of 
clinical signs and symptoms. These include:

● Abnormal detection of S3 and S4 heart 
sounds

● Hypotension (low blood pressure)

● Bradycardia (slow heart rate)

● Tachycardia (rapid heart rate)

● Weak and diminished peripheral pulses

● Hypoxia (inadequate oxygenation)

● Cardiac dysrhythmias (irregular heart 
rhythms)

● Palpitations (sensations of irregular 
heartbeat)

● Reduced central venous pressure

● Decreased pulmonary artery pressure

● Dyspnea (shortness of breath)

● Fatigue

● Oliguria (low urine output) and possibly 
anuria (absence of urine)

● Diminished perfusion of organs and 
tissues

● Presence of adventitious breath sounds 
such as crackles

● Orthopnea (breathing difficulty when 
lying flat)

Recognizing and assessing these clinical indicators is vital in promptly addressing reduced cardiac 
output and its associated risks.

Understanding and Applying Hemodynamic Principles in Nursing Practice

It's clear that nurses must have a solid understanding of the pathophysiology related to hemodynamics 
to provide effective care for clients with abnormal hemodynamic conditions. Let's break down the 
cognitive and psychomotor knowledge mentioned:

Cognitive Domain Knowledge

● Definition of Hemodynamics: Understanding hemodynamics as the study of blood flow is 
crucial. This includes knowing how blood is ejected from the heart, circulates through the body, 
and delivers oxygen to tissues.
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● Cardiac Flow Rate and Cardiac Output: Knowledge of how the heart pumps blood, including 
factors affecting cardiac output (e.g., heart rate, stroke volume).

● Blood Pressure and Mean Arterial Pressure: Understanding blood pressure and its calculation, 
as well as the significance of mean arterial pressure (MAP) in assessing perfusion.

● Resistance to Blood Flow: Familiarity with the factors influencing resistance to blood flow, such 
as vessel diameter, length, and blood viscosity. The Hagen-Poiseuille equation is essential for 
understanding how these factors interplay.

● Normal Hemodynamic Parameters: Knowledge of typical values for various hemodynamic 
parameters, including cardiac output, central venous pressure, pulmonary artery pressures, and 
more. These values serve as benchmarks for assessing a client's condition.

Psychomotor Domain Knowledge: Proficiency in setting up, maintaining, and using a range of invasive 
and noninvasive hemodynamic monitoring tools. This includes:

● Arterial Lines: Inserting and caring for arterial catheters to monitor blood pressure and collect 
blood samples.

● Pulmonary Artery Catheters (Swan-Ganz catheters): Properly assistance with insertion and 
securing these catheters, inflating the balloon for wedge pressure measurements, and 
connecting them to monitoring equipment.

● Pulse Oximeters: Applying and interpreting pulse oximetry readings to assess oxygen saturation 
in the blood.

● Data Collection: Competence in collecting accurate data from these monitoring devices and 
recognizing trends or abnormalities in the data. This includes real-time monitoring and recording 
of values.

● Troubleshooting: Ability to troubleshoot and address issues with monitoring equipment 
promptly.

● Communication: Effectively communicating hemodynamic data to the healthcare team and 
using this information to guide client care decisions.

● Infection Control: Implementing appropriate infection control measures when working with 
invasive monitoring devices to prevent healthcare-associated infections.

● Client Comfort and Safety: Ensuring client comfort and safety while monitoring, including 
secure catheter placement and minimizing the risk of complications.

Nurses play a critical role in assessing and managing clients with abnormal hemodynamics. Their 
comprehensive knowledge of the underlying pathophysiology, along with their psychomotor skills in 
using monitoring devices, is essential for providing timely and effective interventions to optimize client 
outcomes.
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Strategies to Manage Decreased Cardiac Output

Decreased cardiac output can manifest through various physical, psychological, and lifestyle changes, 
along with associated signs and symptoms. Managing these alterations is crucial for the client's 
well-being.

Physical Alterations and Signs/Symptoms

● Hypotension: Ensure the client maintains proper hydration and monitor blood pressure 
regularly.

● Hypercapnea: Monitor arterial blood gases, and provide interventions as necessary to improve 
oxygenation.

● Cardiac Arrhythmias: Administer prescribed medications to stabilize heart rhythms and 
monitor ECG.

● Chest Pain: Provide pain management interventions as directed by the healthcare provider.

● Diminished Peripheral Pulses and Poor Tissue Perfusion: Elevate extremities, assess capillary 
refill, and monitor for signs of tissue ischemia.

● Cool, Clammy Skin: Keep the client warm and dry, and monitor for changes in skin condition.

● Fainting: Ensure a safe environment to prevent injuries during episodes of syncope.

● Fatigue and Weakness: Encourage rest interspersed with light exercise to improve stamina.

● Edema: Monitor fluid intake and output, administer diuretics as prescribed, and elevate legs if 
edema is present.

● Decreased Urinary Output: Monitor urinary patterns, encourage fluid intake, and notify the 
healthcare provider of significant changes.

● Dizziness: Assist the client with mobility and ensure they change positions slowly to prevent 
falls.

Psychological Alterations and Signs/Symptoms

● Restlessness and Anxiety: Offer emotional support and relaxation techniques to manage 
anxiety.

● Changes in Mental Status and Level of Consciousness: Continuously assess mental status and 
report any significant changes promptly.

● Confusion: Maintain a calm and familiar environment to minimize confusion.

Lifestyle Alterations

● Exercise Tolerance: Educate the client about their reduced exercise tolerance and advise them 
to adhere to prescribed activity levels.
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● Fatigue Management: Encourage clients to balance rest and activity to prevent excessive 
fatigue.

● Fall Prevention: Ensure a safe living environment, educate the client on fall risks, and provide 
assistive devices if needed.

● Pain Management: Administer mild analgesia as prescribed to alleviate chest pain.

● Supplemental Oxygen: Administer supplemental oxygen per healthcare provider orders to 
maintain adequate oxygenation.

● Sleep Environment: Create a restful sleep environment with minimal disruptions.

● Communication: Teach clients when and how to contact their healthcare provider if new 
symptoms or changes occur.

These strategies aim to address the physical, psychological, and lifestyle challenges associated with 
decreased cardiac output, ultimately improving the client's overall quality of life.

Detecting Abnormalities in Cardiac Rhythm Strips
Among all cardiac rhythms, only the normal sinus rhythm is considered physiologically normal. All other 
rhythm patterns are classified as abnormal, and the severity of these abnormalities can vary widely. 
Some abnormal rhythms are relatively benign and readily correctable, while others can pose 
life-threatening risks if not promptly and effectively managed. Let’s first take a look at ECG rhythm 
tracings. The process of identifying cardiac rhythm abnormalities involves the following steps:

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                551



STEP 1: DETERMINE IF THE RHYTHM IRREGULAR OR IRREGULAR 

Find the first cardiac complex in the ECG and locate the “QRS” complex. Identify the “R” waves 
throughout the remainder of the ECG strip. You can make small markers above each complex for ease of 
identification. Next you will take telemetry calipers to trace the “R to R” intervals from the first two 
cardiac complexes through the remainder of the ECG strip.

Some variance is to be expected but if the variance in the tracing is greater than .12 seconds or greater 
than 3 small squares then that rhythm is considered to be irregular. 
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STEP 2: CALCULATE THE HEART RATE

There are 3 methods to use but in short what we really want to know is: Is the rhythm fast 
(Tachycardia), slow (Bradycardia), or normal.

Method #1: 6 Second Method- Count the number of R waves on a 6 second strip and multiply by 10. 
Provides approximate heart rate. Fast and simple. Used for irregular and regular rhythms.

Method #2: The 300 Method- Count the number of large boxes between 2 successive R waves and 
divide by 300 to obtain heart rate. Only used for regular rhythms.

Method #3: 1500 Method- Most accurate method for regular rhythms. Count the number of small 

squares between 2 consecutive R waves and divide into 1500. Only used for regular rhythms.
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STEP 3: ANALYZE “P” WAVES

The “P” wave represents atrial depolarization. In normal sinus rhythm the “P” wave is always positive 
in lead II and always negative in lead aVR. Questions yourself the following questions:

● Are “P” waves present?
● Are they round and upright in appearance?
● Are they consistent or do they change in appearance throughout the strip?

STEP 4: MEASURE THE PR INTERVAL

The PR interval (PRI) measures from the beginning of the “P” wave to the beginning of the “QRS” 
complex which measures the time of depolarization of the atria to depolarization of the ventricles and 
reflects a physiological delay in AV conduction imposed by the AV node. Normal range is 120 – 200 ms 
or 0.12 to 0.20 seconds. Questions to ask in this step are as followed:

● What is the length of the “PRI”?
● Is the PRI consistently the same length throughout the strip? (gradually increasing?) 
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STEP 5: MEASURE THE QRS INTERVAL

The “QRS” complex is a measure of ventricular 
depolarization. This complex has a series of 3 
deflections that reflect the current associated with 
right and left ventricular depolarization. By 
convention the first deflection in the complex, if it is 
negative, is called a “Q” wave. The first positive 
deflection in the complex is called an “R” wave. A 
negative deflection after an “R” wave is called an “S” 
wave.

A second positive deflection after the “S” wave, if there is one, is called the “R” wave. Some “QRS” 
complexes do not have all three deflections. Regardless of the number of waves present, they are all 
“QRS” complexes. The “QRS” interval is generally less than 0.10 seconds. Anything greater than 0.10 
seconds may be classified as ventricular beats or bundle branch blocks and furthermore classified as 
“wide”. Questions to ask in this step are as followed:

● What is the length of the “QRS”: Interval? (> or = 0.10 seconds?) 
● Are there any dropped “QRS” complex? (P waves present but no QRS?)

This five-step process is a very rapid process to analyze an ECG and make a rapid interpretation of a 
rhythm and provide prompt treatment to the client. An EKG can tell us a significant amount of data and 
this 5-step process is a brief introduction to interpreting cardiac rhythms. 

Sinus Rhythms

Sinus rhythms originate in the sinoatrial (SA) node of the heart. There are five types of sinus rhythms:
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● Normal Sinus Rhythm: Heart rate between 60 and 100 beats per minute, regular atrial and 
ventricular rhythms, uniform P waves preceding each QRS complex, PR interval of 0.12 to 0.20 
seconds, uniform QRS complexes (0.06 to 0.12 seconds).

● Sinus Bradycardia: Heart rate less than 60 beats per minute, with regular atrial and ventricular 
rhythms, uniform P waves, PR interval (0.12 to 0.20 seconds), and uniform QRS complexes.

○ Secondary to factors like hypothyroidism, medications (e.g., beta-blockers, digitalis), 
increased intracranial pressure, hypoglycemia, hypothermia, heart disease, and inferior wall 
myocardial infarction.

○ Symptoms: Chest pain, cool, clammy skin, weakness, fatigue, confusion, syncope, and 
shortness of breath.

○ Treatment: Depends on the underlying cause and symptoms, with atropine and cardiac 
pacing used in symptomatic cases.

● Sinus Tachycardia: Heart rate exceeding 100 beats per minute, regular atrial and ventricular 
rhythms, uniform P waves, PR interval (0.12 to 0.20 seconds), and uniform QRS complexes.

○ Causes: Various factors, including hyperthyroidism, certain medications, hypertension, 
stress, anxiety, pain, electrolyte imbalances, heart disease, and substance abuse.

○ Symptoms: Chest pain, dizziness, shortness of breath, palpitations, syncope, and more.

○ Treatment: Depends on the underlying cause and the client's symptoms.
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● Sinus Arrhythmia: Irregular heart rate between 60 and 100 beats per minute, uniform P waves, 
PR interval (0.12 to 0.20 seconds), and uniform QRS complexes.

● Sinus Arrest: Periods of SA node inactivity.

Atrial Arrhythmias

Atrial arrhythmias result from malfunctioning of the heart's natural pacemaker (SA node), leading to 
irregular heartbeats. The four types of atrial arrhythmias are atrial flutter, atrial fibrillation, 
supraventricular tachycardia, and premature atrial contractions (PACs).

● Atrial Flutter: It is characterized by a rapid atrial rate (250-400 beats per minute), a variable 
ventricular rate, regular atrial rhythm, possibly irregular ventricular rhythm, unique 
sawtooth-shaped flutter waves, unmeasurable PR intervals, and uniform QRS complexes. It may 
be linked to aging, chronic obstructive pulmonary disease, mitral valve defects, cardiomyopathy, 
and ischemia. Symptoms can include weakness, palpitations, shortness of breath, chest pain, 
syncope, and anxiety. Complications may include clot formation, pulmonary embolism, stroke, and 
decreased cardiac output. Treatment options include anticoagulation, cardioversion, and 
medications like procainamide and beta-blockers.

● Atrial Fibrillation: It is characterized by a rapid atrial rate (350-400 beats per minute), variable 
ventricular rate, irregular rhythm, absent P waves replaced by f waves, unmeasurable PR intervals, 
and uniform QRS complexes. Conditions linked to atrial fibrillation include hypertension, heart 
failure, sinus node dysfunction, hypoxia, mitral valve defects, pericarditis, coronary artery disease, 
hyperthyroidism, and aging. Symptoms may include chest tightness, palpitations, shortness of 
breath, dizziness, confusion, fainting, and fatigue. Complications can include clot formation, 
pulmonary embolism, stroke, and reduced cardiac output. Treatment options include rate control 
with medications, cardioversion, oxygen supplementation, and antithrombotic therapy.
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● Premature Atrial Contractions (PACs): These occur when atrial depolarization occurs 
prematurely, followed by a compensatory pause. The heart rate is typically normal, rhythm 
irregular due to the pause, P waves precede each QRS complex but may not be uniformly shaped, 
PR interval is within the normal range (0.12-0.20 seconds), QRS complexes are uniform 
(0.06-0.12 seconds). PACs can result from various causes, including hypertension, ischemia, 
hypoxia, electrolyte imbalances, medications (e.g., digitalis), stress, fatigue, stimulant use (e.g., 
caffeine, nicotine), valve abnormalities, infectious diseases, or may occur in clients without 
underlying cardiac conditions. Symptoms are often palpitations and a sensation of a "missed 
beat." Treatment depends on symptoms and may involve addressing underlying causes or 
medications like calcium channel blockers and beta-blockers.

● Supraventricular Tachycardia (SVT): This includes all tachyarrhythmias with a heart rate 
exceeding 150 beats per minute. The atrial and ventricular rates range from 150 to 250 beats per 
minute, rhythm is regular, P waves may not be visible due to their proximity to the QRS complex, 
PR interval is not discernable, QRS complexes are uniform (0.06-0.12 seconds). Risk factors 
include atherosclerosis, hypokalemia, hypoxia, stress, and stimulant use. Symptoms may include 
polyuria, palpitations, syncope, dizziness, chest tightness, diaphoresis, fatigue, and shortness of 
breath. Complications may include heart failure. Treatment options include vagal maneuvers (e.g., 
Valsalva maneuver, coughing), oxygen supplementation, medications (e.g., adenosine, 
cardioversion), and addressing underlying causes.
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Ventricular Arrhythmias

These occur when impulses from the atrioventricular (AV) junction and SA node fail to reach the 
ventricles, causing the ventricles to assume the role of the heart's pacemaker. Ventricular arrhythmias 
have no atrial activity (P wave) and often exhibit wide QRS complexes (>0.12 seconds). Types of 
ventricular arrhythmias include idioventricular rhythms, ventricular tachycardia, ventricular fibrillation, 
asystole, and Torsades de Pointes.

● Idioventricular Rhythm

○ Rate: <20-40 beats per minute

○ Regular rhythm

○ Absence of P waves

○ Unmeasurable PR interval

○ Deflection of the T wave

○ Wide QRS complex (>0.12 seconds)

Potential causes: Medication side effects (e.g., digitalis), metabolic abnormalities, hyperkalemia, 
cardiomyopathy, myocardial infarction.

Symptoms: mottled, cool and pale skin, dizziness, hypotension, weakness, and changes in mental 
status. Treatment options include a cardiac pacemaker, atropine, dopamine for hypotension, and 
cardiopulmonary resuscitation (CPR) if it progresses to asystole.

a. Accelerated Idioventricular Arrhythmia

○ Rate: >40 beats per minute

○ Regular rhythm

○ Absence of P waves

○ Unmeasurable PR interval
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○ Wide QRS complex (>0.12 seconds)

○ Presence of T waves

Potential causes include myocardial infarction, hyperkalemia, drugs (e.g., digitalis), cardiomyopathy, 
metabolic imbalances. Symptoms and treatment are similar to idioventricular rhythm. Immediate 
intervention may be required in severe cases.

b. Agonal Rhythm 

Agonal rhythm is a type of idioventricular rhythm with a rate of <20 beats per minute. It often 
occurs when emergency medical measures to save a person's life are unsuccessful. The rhythm is 
typically regular, and P waves are absent. The PR interval is unmeasurable, and QRS complexes are 
wide with an abnormal T wave deflection. Causes can be myocardial infarction, trauma, end-of-life 
changes. This rhythm is life-threatening, and immediate CPR and advanced cardiac life support 
(ACLS) protocols should be initiated if the client has chosen life-saving treatments.

● Ventricular Tachycardia 

Ventricular tachycardia occurs when no impulses come from the atria, potentially progressing to 
ventricular fibrillation and cardiac arrest unless immediate medical care is provided. The cardiac rate 
ranges from 101 to 250 beats per minute. The ventricular rhythm is regular, but the atrial rhythm 
cannot be distinguished. There are no P waves, and the PR interval is not measurable. QRS 
complexes are wide (>0.12 seconds).

Risk factors include severe cardiac disease, myocardial ischemia, myocardial infarction, digitalis 
toxicity, electrolyte imbalances, heart failure, and certain medications. Symptoms may include 
hemodynamic compromise, unconsciousness, angina chest pain, palpitations, shortness of breath, 
dizziness, syncope, hypotension, and the absence of a pulse or a rapid pulse rate. Immediate 
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interventions include CPR and ACLS protocols, cardioversion, placement of an internal pacemaker, 
and antiarrhythmic medications.

● Ventricular Fibrillation 

Ventricular fibrillation is characterized by erratic, uncoordinated ventricular and/or atrial contractions, 
resulting from multiple electrical impulses originating from various ventricular sites. There is no 
discernable rate, rhythm, P wave, PR interval, or QRS complex. Cardiac output is absent, and death is 
highly likely without immediate treatment. Risk factors include untreated ventricular tachycardia, 
drug overdoses, myocardial infarction, severe trauma, electrolyte imbalances, and severe 
hypothermia.

Clients with ventricular fibrillation lose consciousness, have an absent pulse, and require immediate 
measures such as CPR, defibrillation, and other life-saving interventions.

● Asystole (Cardiac Standstill) 

Asystole is characterized by the absence of any cardiac electrical activity. There is no rate, rhythm, P 
wave, PR interval, or QRS complex. It can occur suddenly due to conditions such as myocardial 
infarction, pacemaker failure, pulmonary embolus, or cardiac tamponade. Immediate basic life 
support (BLS) and advanced life support (ACLS) measures are necessary. Interventions may include 
intravenous adrenaline, sodium bicarbonate, atropine, and 100% oxygen.
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● Torsades de Pointes Torsades de pointes 

It is characterized by a long QT interval and upward and downward deflections of QRS complexes. The 
rate can range from 150 to 250 beats per minute, and the rhythm can be regular or irregular. P waves 
are often not visible, and PR intervals are not measurable. Causes include tricyclic antidepressant 
overdose, hypomagnesemia, and hypokalemia. It may resolve spontaneously but can progress to 
ventricular fibrillation if left untreated. Symptoms may include loss of consciousness, shortness of 
breath, chest pain, nausea, and dizziness. Treatment includes CPR and ACLS protocols, magnesium 
sulfate administration, cardioversion, and correction of underlying causes.

● Heart Block (Atrioventricular Block) 

Heart block is a conduction disturbance that affects the transmission of electrical impulses between 
the atria and ventricles. There are several types, including first-degree atrioventricular block, 
second-degree atrioventricular block (Type I and Type II), and third-degree heart block (complete 
heart block).

a. First Degree Atrioventricular Heart Block

○ PR interval >0.20 seconds.

○ All P waves followed by QRS complexes.

○ Causes: AV node dysfunction, myocardial infarction, myocarditis, electrolyte disorders, 
medications (e.g., beta-blockers, cardiac glycosides, calcium channel blockers, 
cholinesterase inhibitors).
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○ Typically asymptomatic; may progress to atrial fibrillation or other cardiac irregularities. 
Treatment involves addressing underlying causes and monitoring.

b. Second-Degree Atrioventricular Block

i. Type I (Wenckebach)

○ The PR interval progressively lengthens until a P wave is not followed by a QRS complex.

○ Characterized by Mobitz Type I (Wenckebach) with progressively prolonged PR intervals 
until a non-conducted P wave.

○ May be asymptomatic or cause syncope, dizziness, fainting, and light-headedness. No 
treatment required for asymptomatic cases; atropine or isoproterenol may be used for 
symptomatic clients.

ii. Type II (Mobitz Type II)

○ Randomly blocked P waves without preceding PR interval lengthening

○ May have 2:1 or 3:1 pattern (e.g., 3 P waves for every 2 QRS complexes)

○ Causes: Failure of the His-Purkinje conduction system, myocardial infarction, heart 
disease, and cardiac surgery complications

○ Treatment may involve atropine, supplemental oxygen, and temporary or permanent 
pacemaker implantation, depending on severity
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c. Third Degree Heart Block (Complete Heart Block)

○ Complete dissociation between atrial and ventricular rhythms

○ Atria and ventricles beat at different rates

○ PR interval cannot be measured

○ Wide QRS complexes

○ May result from conditions like rheumatic fever, coronary ischemia, myocardial infarction, 
atrial septal defects, and medications (e.g., digoxin, beta-blockers)

○ Symptoms may include syncope, dizziness, fainting, chest pain, and loss of consciousness. 
Treatment options include a pacemaker, medications to control atrial fibrillation and blood 
pressure, and addressing underlying causes.

Improving the Client's Cardiovascular Status: Monitoring and Managing 
Pacemakers

In the pursuit of enhancing a client's cardiovascular status, nurses play a critical role in the monitoring 
and maintenance of cardiac pacemakers. Pacemakers are utilized for various cardiac conditions and 
arrhythmias, both on a temporary and permanent basis. The placement and care of pacemakers demand 
precise knowledge of the procedure, aseptic techniques, and vigilant monitoring of the client during and 
after the implantation process.
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1. Types of Pacemakers

There are three primary types of pacemakers:

a. Single Chamber Pacemaker: This pacemaker has one lead (wire) that connects to either the atrium 
or the ventricle.

Atrial Pacing

Ventricular Pacing

b. Dual Chamber Pacemaker: This pacemaker has two leads, one for the atrium and one for the 
ventricle, allowing for more synchronized pacing.

c. Biventricular Pacemaker (Cardiac Resynchronization Therapy - CRT): This type of pacemaker is 
used for clients with heart failure and includes leads in both ventricles to improve coordination of 
heart contractions.

2. Pacemaker Placement Procedure

Nurses assisting with pacemaker placement must have a thorough understanding of the procedure, 
including sterile technique, positioning of leads, and troubleshooting potential issues during insertion. 
Proper aseptic precautions are essential to prevent infection.
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3. Monitoring and Care After Implantation

After a pacemaker is implanted, vigilant monitoring is crucial. Nurses should:

● Continuously assess the client's vital signs, ECG rhythms, and any signs of complications.

● Monitor the insertion site for signs of bleeding, infection, or hematoma formation.

● Ensure that the leads are properly secured and that there are no signs of lead dislodgement.

● Evaluate the client's response to pacing and adjust the settings as needed for optimal 
cardiac function.

● Educate the client on the importance of follow-up appointments for pacemaker checks and 
maintenance.

4.  Complications and Troubleshooting

Complications associated with pacemakers may include:

● Bleeding: Immediate intervention is essential to control bleeding and prevent hematoma 
formation.

● Inadvertent Punctures: Monitor for signs of major vessel puncture and initiate appropriate 
interventions if detected.

● Infection: Maintain strict aseptic technique during the procedure, and monitor for signs of 
infection at the insertion site.

● Mechanical Failures: This includes battery failures or malfunctioning leads. Regular 
follow-up appointments are crucial to detect and address these issues.

5. Education and Support

Educate the client and their family about pacemaker care, including lifestyle considerations and activity 
restrictions if applicable. Address any questions or concerns to ensure the client's well-being. By 
comprehensively understanding the different types of pacemakers, the placement procedure, diligent 
monitoring, and prompt response to complications, nurses contribute significantly to improving the 
cardiovascular status of clients with pacemakers.

Monitoring and Maintaining Arterial Lines: Ensuring Precise Hemodynamic Data 
and Safety

Arterial lines, which can be inserted into various arteries like the femoral, brachial, radial, ulnar, axillary, 
posterior tibial, and dorsalis pedis arteries, serve a crucial role in continuously monitoring a client's 
blood pressure and other hemodynamic parameters. Additionally, they facilitate the withdrawal of 
frequent blood samples, including arterial blood gases (ABGs). However, their use necessitates careful 
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monitoring to prevent complications such as trauma, hematoma formation, and scar tissue 
development.

1. Contraindications for Arterial Line Placement: Certain conditions and situations may 
contraindicate the use of an arterial line, including:

● Severe Burns: Arterial line placement is not advisable near areas with severe burns due to 
the risk of further damage and infection.

● Impaired Circulation: Arterial lines should not be placed where circulation to the site is 
compromised or pulseless.

● Buerger’s Disease and Raynaud Syndrome: These conditions can affect peripheral arteries 
and raise concerns about the safety and effectiveness of arterial lines.

● Atherosclerosis: In clients with atherosclerosis, arterial lines must be cautiously inserted, 
as the arteries may be narrowed or hardened.

● Clotting Disorders: Clients with clotting disorders may be at higher risk of bleeding 
complications.

● Scar Tissue: The presence of scar tissue near the desired insertion site can make arterial 
line placement more challenging.

● Synthetic Grafts: Arterial lines should be carefully considered when synthetic grafts are 
present to avoid damage.

2. Monitoring Hemodynamic Parameters: Nurses managing clients with arterial lines play a crucial 
role in:

● Continuously monitoring the client's blood pressure and hemodynamic parameters.

● Ensuring that the arterial line is properly zeroed and calibrated to provide accurate readings.

● Checking for signs of infection at the insertion site, such as redness, swelling, or purulent 
drainage.

● Monitoring for any signs of complications or changes in the waveform, which may indicate 
issues with the arterial line or catheter.

3. Preventing Complications: To ensure the safety of clients with arterial lines, nurses should be 
vigilant in preventing complications:

● Avoiding inadvertent puncture of a vessel during placement by using proper technique.

● Safeguarding against catheter breakage and migration by securing the line in place.

● Rapidly addressing any arterial hemorrhage, applying pressure, and notifying the 
healthcare team.
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● Maintaining strict aseptic technique when handling the arterial line and conducting any 
blood draws.

● Carefully documenting all interventions and changes in the client's condition.

4. Education and Communication: Educate the client and their family about the presence and 
purpose of the arterial line. Address their concerns and provide instructions on maintaining limb and 
site integrity. Open communication with the healthcare team is essential to promptly address any 
issues or complications that may arise. By adhering to proper procedures, vigilant monitoring, and 
proactive prevention of complications, nurses ensure the accurate and safe use of arterial lines for 
hemodynamic monitoring and blood sampling in critically ill clients.

Managing the Care of a Client on Telemetry: Ensuring Accurate ECG Monitoring and 
Rapid Response

Clients placed on telemetry, a continuous monitoring system that records electrocardiogram (ECG) 
strips, receive vital cardiac monitoring to detect any irregularities or abnormalities in their heart rhythms. 
This monitoring can be performed by telemetry technicians, who are specially trained unlicensed staff 
members, as well as by nurses. Regardless of who is responsible for monitoring, it is the nurse's 
ultimate responsibility to ensure accurate interpretation of the rhythm and to initiate appropriate 
interventions when necessary.

Responsibilities of Telemetry Technicians and Nurses:

1. Telemetry Technicians: These specialized staff members are trained to:

● Continuously monitor and record telemetry data.

● Recognize alarms and identify abnormal rhythms.

● Promptly notify the nurse or healthcare team when alarm conditions are met.

2. Nurses: Nurses caring for clients on telemetry take on a more comprehensive role:

● Interpretation of Rhythm: Nurses are responsible for the accurate interpretation of ECG 
rhythms. This involves assessing various aspects, such as heart rate, P waves, PR intervals, 
and QRS complexes, to identify abnormalities.

● Critical Thinking and Judgment: When alerted by telemetry technicians or when they 
themselves notice an abnormal rhythm, nurses employ their knowledge of pathophysiology, 
critical thinking skills, and professional judgment to evaluate the situation.

● Assessment: Nurses conduct a focused assessment of the client to gather additional 
information, such as vital signs, oxygen saturation, and the client's overall condition.

● Interventions: Based on their interpretation of the rhythm, assessment findings, and clinical 
judgment, nurses initiate appropriate interventions. These interventions can range from 
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administering medications to performing cardiopulmonary resuscitation (CPR) in the case of 
life-threatening arrhythmias.

● Documentation: All actions taken by the nurse, including rhythm interpretation, assessment 
findings, and interventions, must be accurately documented in the client's medical record.

E. Managing Illness 

Managing Client Recovery & Responding to Emergencies in Nursing Care

As a nurse, your role extends beyond recognizing symptoms and identifying client health issues. You are 
entrusted with the crucial responsibility of implementing interventions that facilitate a client's journey 
towards recovery from illness. This involves leveraging your knowledge of each client's unique 
pathophysiology to determine the most effective interventions.

When assessing an ailing client, your ability to meticulously examine and interpret data is essential. 
Understanding what information warrants immediate reporting to the physician is vital. This entails 
recognizing a client's baseline values, identifying deviations from normal values or test results, and 
promptly flagging critical values.

Your educational role takes center stage as well, as you empower clients to manage their illnesses. 
Effective communication is key, whether imparting appropriate guidance to clients dealing with 
infectious illnesses like AIDS or supporting those navigating chronic conditions like asthma and 
diabetes. Evaluating and documenting client responses to interventions contributes to continuity of care 
in illness management. In the realm of specific care, your expertise should encompass performing 
gastric lavage, administering oxygen therapy, and proficiently evaluating client responses.

Implementing Interventions to Manage the Client's Recovery from an Illness

Managing a client's recovery from illness involves a multifaceted approach that considers various 
dimensions of health. Here are some key interventions to help clients on their path to recovery:

1. Biological Dimension:

a. Monitor and manage physical symptoms and vital signs regularly.

b. Administer medications as prescribed and educate the client about their purpose and 
potential side effects.

c. Encourage a balanced diet and adequate hydration to support the body's healing processes.

d. Coordinate with healthcare providers to ensure timely medical interventions and follow-up 
care.
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2. Psychological Dimension:

a. Provide emotional support and a compassionate presence to alleviate anxiety and 
depression.

b. Encourage the expression of feelings and fears, fostering open communication.

c. Refer clients to mental health professionals or support groups for specialized counseling.

d. Teach stress-reduction techniques like mindfulness, deep breathing, or meditation.

3. Environmental Dimension:

a. Create a healing and comfortable environment for the client in healthcare settings.

b. Educate clients about environmental factors that may impact their health, such as allergens 
or pollutants.

c. Ensure infection control measures are in place to prevent healthcare-associated infections.

4. Behavioral Dimension:

a. Assist clients in setting realistic and achievable health goals.

b. Promote healthy lifestyle changes, including regular exercise, smoking cessation, and 
alcohol moderation.

c. Educate clients about the importance of adherence to treatment plans and follow-up 
appointments.

5. Sociocultural Dimension:

a. Consider cultural beliefs and practices when providing care.

b. Engage family and support networks in the recovery process.

c. Collaborate with social workers or community resources to address social determinants of 
health.

6. Health Systems Dimension:

a. Ensure coordination of care among various healthcare providers.

b. Facilitate access to necessary medical tests, specialists, and treatments.

c. Educate clients about their healthcare rights and responsibilities.

d. Advocate for the client to receive timely and appropriate care.
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7. Education and Empowerment:

a. Provide clients with comprehensive information about their illness, treatment options, and 
self-care strategies.

b. Encourage clients to actively participate in decision-making regarding their healthcare.

c. Empower clients to ask questions, seek second opinions, and advocate for their needs.

8. Preventive Care:

a. Emphasize the importance of preventive measures, such as vaccinations and health 
screenings.

b. Develop a personalized wellness plan to reduce the risk of future illnesses.

c. Educate clients about early warning signs and symptoms to detect potential health issues 
sooner.

9. Long-Term Planning:

a. Collaborate with clients to create a long-term health plan that includes ongoing monitoring 
and maintenance of health.

b. Discuss potential lifestyle adjustments needed for sustained well-being.

10. Evaluate Progress:

a. Continuously assess the client's progress toward recovery and adjust interventions as You 
may have heard the words kith and kin together. Here it is only important to know that kith 
mostly means friends, and kin refers to family.

b. Monitor for potential complications or relapses and intervene promptly.

Remember that every client's recovery journey is unique, and interventions should be tailored to their 
specific needs, preferences, and circumstances. A holistic and client-centered approach ensures the 
best possible outcomes and promotes the client's overall well-being.

Promoting Continuity of Care in Illness Management Activities

Promoting and providing continuity of care in illness management activities is a fundamental 
responsibility of nurses. It involves ensuring that the client receives consistent and seamless care 
throughout their healthcare journey. Here are some key aspects of promoting and providing continuity of 
care:

● Client Education: Continuity of care begins with educating the client and their family about their 
condition, treatment plan, medications, and self-care strategies. This education should be ongoing, 
ensuring that the client has the knowledge and skills needed to manage their health.
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● Collaboration: Nurses collaborate with other healthcare professionals, including physicians, 
specialists, therapists, and social workers, to ensure that the client's care is well-coordinated. 
Effective communication among team members is crucial to avoid gaps or duplications in care.

● Follow-Up Care: Nurses play a pivotal role in scheduling and coordinating follow-up appointments 
with the client's primary care physician or specialists. They help ensure that the client continues to 
receive appropriate care and that any necessary adjustments to the treatment plan are made.

● Community Resources: Nurses assist clients in accessing community resources that may be 
beneficial for their recovery or ongoing care. This may include connecting them with support groups, 
home health services, transportation assistance, or meal delivery programs.

● Rehabilitation and Therapy: For clients requiring rehabilitation or therapy services, nurses help 
arrange and monitor these services. They also educate the client about the importance of 
compliance with therapy and exercises.

● Assessment and Reassessment: Continuity of care involves ongoing assessment and reassessment 
of the client's health status. Nurses monitor for changes in symptoms, adverse effects of treatment, 
or any new health concerns. Adjustments to the care plan are made as needed.

● Emergency Preparedness: In emergency care situations, nurses ensure that the client is 
well-informed about their condition and potential complications. They educate them on when to 
seek immediate medical attention and provide guidance on symptom recognition.

● Preventing Complications: Nurses educate clients about potential complications related to their 
condition or treatment and provide guidance on prevention strategies. They also empower clients to 
recognize early warning signs.

● Communication: Effective communication between the client, family members, and the healthcare 
team is essential for continuity of care. Nurses serve as advocates for the client, ensuring that their 
preferences and concerns are communicated to the healthcare team.

● Documentation: Detailed and accurate documentation of the client's care, including assessments, 
interventions, and outcomes, is crucial for maintaining continuity of care. It ensures that all 
healthcare providers have access to the client's health history and progress.

Overall, promoting and providing continuity of care requires a client-centered approach, effective 
communication, collaboration, and a commitment to meeting the client's evolving healthcare needs. It 
helps optimize the client's health outcomes and ensures a smooth transition between different phases 
of care.

Evaluating the E�ectiveness of the Treatment Regimen

Nurses play a crucial role in evaluating the effectiveness of the treatment regimen for clients with acute 
or chronic diagnoses. This evaluation is a vital part of the nursing process, and it aims to determine 
whether the client is achieving the expected outcomes and goals of their care. The evaluation process 
involves several key steps:
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● Assessment of Outcomes: The nurse begins by assessing and comparing the client's current 
status with the expected outcomes and goals established during the planning phase of care. This 
assessment should be thorough and based on measurable criteria.

● Data Collection: The nurse collects relevant data, which may include physical assessments, 
laboratory results, client feedback, and observations of the client's responses to treatment.

● Analysis of Data: The collected data is then analyzed to determine whether the client's condition 
has improved, remained stable, or worsened since the initiation of the treatment regimen.

● Comparison with Expected Outcomes: The nurse compares the actual outcomes with the 
expected outcomes and goals. This step helps identify any disparities or discrepancies between 
what was planned and what has been achieved.

● Identification of Factors: If the client's progress is not as expected, the nurse identifies potential 
factors that may have contributed to the lack of desired outcomes. This could include issues 
related to adherence to the treatment plan, complications, or other factors affecting the client's 
response to care.

● Adjustment of Care Plan: Based on the assessment and analysis, the nurse collaborates with the 
healthcare team to adjust the client's care plan as needed. Modifications may involve changes in 
medication, treatment modalities, or interventions.

● Client Education: The nurse communicates any necessary changes to the client and ensures they 
understand the reasons behind these adjustments. Client education is a vital component of the 
evaluation process.

● Documentation: Comprehensive documentation of the evaluation findings, interventions, and 
modifications is essential for maintaining an accurate record of the client's progress.

● Continuous Monitoring: Evaluation is an ongoing process, and nurses continue to monitor the 
client's response to treatment at regular intervals. This ensures that the care plan remains 
dynamic and responsive to the client's changing needs.

● Communication: Effective communication with the healthcare team, including physicians, 
therapists, and other professionals, is crucial for coordinated care and decision-making.

By systematically evaluating the effectiveness of the treatment regimen, nurses contribute to optimizing 
the client's health outcomes, promoting their well-being, and ensuring that care is tailored to their 
specific needs, whether they have an acute or chronic diagnosis.

F. Medical Emergencies: Swift and Skilled Interventions

When faced with a potential medical emergency, your adeptness at timely intervention is crucial. Even in 
high-pressure situations, your capability to explain emergency measures to the client is paramount. 
Mastery of a variety of emergency care procedures becomes imperative:

● CPR (Cardiopulmonary Resuscitation)
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● The Heimlich maneuver (abdominal thrusts)

● Respiratory support techniques

● Use of an automated external defibrillator

Furthermore, you should possess the know-how to provide emergency care for wound disruptions, 
encompassing instances of evisceration or dehiscence. Proficiently monitoring and maintaining a client 
on a ventilator is another essential facet of your skill set. After implementing emergency measures, it's 
critical to evaluate and document client responses, gauging the restoration of breathing and return to a 
normal pulse rate.

Identifying Client Data Requiring Immediate Reporting

Effective nursing care involves continuous monitoring of clients and promptly identifying and reporting 
any critical changes or unexpected outcomes. Here is a concise summary of the types of client data that 
necessitate immediate reporting to the nursing supervisor and/or physician:

Basic and Essential Problems and Needs:

● Airway, Breathing, and Cardiovascular 
Status (ABCs)

● Physiological Needs (per Maslow's 
Hierarchy)

● Safety Needs

● Psychological Needs (e.g., mental 
health concerns)

● Belonging and Love Needs

● Esteem Needs (by self and others)

● Self-Actualization Needs

● Elements of MAUUAR (Mental status, 
Acute pain, Acute urinary elimination 
problems, Untreated problems, 
Abnormal diagnostic data, client risks)

Significant and Substantial Changes:

● Any client changes significantly different from baseline

● Abnormal or unexpected deviations from the client's usual patterns

● Notable shifts in vital signs, especially post-procedure or intervention

Unexpected Outcomes and Responses:

● Responses to care and treatments that are not therapeutic

● Adverse reactions to medications or interventions

● Idiosyncratic responses to treatments

● Failure to achieve a therapeutic response
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Immediate Reporting:

In all instances where the above data are identified, immediate reporting is crucial, especially when 
these events impact priority client needs, such as oxygenation and cardiovascular status. Timely 
communication with the healthcare team ensures that appropriate interventions are initiated promptly, 
contributing to client safety and well-being. It is essential for nurses to remain vigilant, assess 
thoroughly, and report promptly to provide optimal care and address any emergent situations effectively.

Clarifying Emergency Procedures to the Client

In the context of emergency medical care, it is essential to ensure that clients are fully informed about 
the treatments and interventions they may receive. Obtaining informed consent is a standard practice, 
except in specific situations, such as when an emergency unfolds, and the client lacks the mental 
capacity, alertness, or consciousness to provide consent independently. In such cases, healthcare 
surrogates or proxies often step in to make decisions on behalf of the client.

However, when circumstances allow, either the client or their family should be provided with 
comprehensive information about the emergency procedures at a later, more suitable time. This 
information should be conveyed in the same manner as it would be to a client who possesses the 
capacity to comprehend and provide informed consent. It is essential to prioritize transparency and 
communication, ensuring that clients and their families are well-informed about their medical care, even 
in emergency situations.

Applying Pathophysiology Knowledge in Medical Emergencies

When caring for a client experiencing a medical emergency, nurses must rapidly and effectively apply 
their knowledge of client pathophysiology to ensure timely and appropriate interventions. Medical 
emergencies can be life-threatening, and nurses play a critical role in recognizing, assessing, and 
responding to these situations. Here's how nurses can apply their knowledge of client pathophysiology 
during a medical emergency:

● Assessment and Recognition: The first step is to quickly assess the client's condition and 
recognize the emergency. This assessment should include a thorough understanding of the 
client's medical history, current health status, and the pathophysiology of their underlying 
condition. By knowing the client's baseline, nurses can recognize deviations from the norm.

● Prioritization: Applying the ABCs (Airway, Breathing, Circulation) framework is essential in 
prioritizing care during a medical emergency. Ensuring that the client has a patent airway, is 
breathing adequately, and has stable circulation is the top priority. Understanding the 
pathophysiology of conditions affecting these areas is crucial for rapid decision-making.

● Pathophysiological Response: Nurses should anticipate how the client's specific medical 
condition might respond during an emergency. For example, in a client with heart failure, 
understanding the pathophysiology of fluid overload can help anticipate the risk of pulmonary 
edema during stress or exacerbations.
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● Treatment Considerations: Nurses must apply their knowledge of pathophysiology to guide 
treatment decisions. This includes knowing the appropriate medications, interventions, and 
procedures that address the underlying condition. For example, in the case of anaphylaxis, nurses 
should be aware of the pathophysiological processes involved and administer epinephrine 
promptly.

● Response to Interventions: Continuously monitoring the client's response to interventions is 
crucial. Nurses should understand the expected physiological changes that should occur in 
response to treatment. For instance, in a client with diabetic ketoacidosis, knowledge of the 
pathophysiology helps assess the effectiveness of insulin therapy by monitoring blood glucose 
and ketone levels.

● Adverse Reactions: Understanding the potential adverse reactions to treatments is essential. 
Certain interventions may exacerbate the client's condition if their pathophysiology is not 
considered. Nurses should be vigilant for adverse effects and act promptly to mitigate them.

● Critical Thinking: Critical thinking skills are paramount during a medical emergency. Nurses must 
synthesize their knowledge of pathophysiology, client data, and the evolving situation to make 
rapid and informed decisions. This includes recognizing when a change in the client's condition is 
not aligned with the expected pathophysiological response.

● Communication: Effective communication with the healthcare team is essential to ensure 
coordinated care. Nurses should be able to articulate their observations, assessments, and 
interventions based on their knowledge of the client's pathophysiology.

● Documentation: Detailed and accurate documentation of the emergency situation, interventions, 
and the client's response is essential for continuity of care and legal purposes.

In summary, nurses must leverage their understanding of client pathophysiology to provide safe and 
effective care during medical emergencies. This knowledge forms the foundation for rapid assessment, 
prioritization, decision-making, and intervention. It allows nurses to anticipate, recognize, and respond 
to deviations from the expected pathophysiological response, ultimately improving the client's chances 
of a positive outcome.

Applying Nursing Procedures and Psychomotor Skills in Managing Medical 
Emergencies in Clients

One of the common medical emergencies is cardiopulmonary arrest. It represents an abrupt loss of 
cardiac function, cessation of breathing, and complete loss of consciousness due to significant 
disturbances in the heart's electrical impulses, including conditions such as ventricular tachycardia and 
asystole, which we discussed in detail in the sections titled "Detecting Abnormalities in Cardiac Rhythm 
Strips" and "Improving the client's Cardiovascular Status." Immediate response to sudden cardiac arrest 
necessitates cardiopulmonary resuscitation (CPR) and defibrillation, as dictated by the client's condition.

Another emergency can be airway obstructions that can manifest as partial or complete blockages. A 
complete obstruction is indicated by the absence of coughing or other respiratory sounds from the 
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client. In such cases, the airway must be promptly cleared using techniques taught in your Basic Life 
Support training. When necessary, intubation is performed.

Meanwhile, partial airway obstructions can be discerned by monitoring the client's cough and other 
respiratory sounds. An ineffective cough suggests a more severe obstruction, whereas an effective 
cough helps clear secretions and foreign bodies from the airway. Clients with effective coughs should be 
encouraged to continue coughing. Removal of visible foreign bodies should only be attempted if there is 
no risk of pushing the object further into the airway.

Assessing spontaneous breathing involves the "look, listen, and feel" method, which includes observing 
chest movement, listening for breath sounds from the nose or mouth, and feeling for chest and upper 
abdomen motion. Rescue breathing is administered when the client is not breathing despite an open 
airway.

Chest compressions, as taught in your Basic Life Support course, are performed on unconscious, 
unresponsive, non-breathing, and pulseless clients. On the other hand, defibrillation involves 
delivering an electric shock to the heart. Various types of defibrillators include standard external 
defibrillators commonly found in healthcare facilities, transvenous defibrillators, implantable 
cardioverter defibrillators, and automated external defibrillators (AEDs).

AEDs, mainly found in community settings, are user-friendly and do not require recognition of cardiac 
arrhythmias or interpretation of cardiac rhythm strips. They are designed for use by the general public 
without healthcare or nursing expertise. Using an AED involves simply turning it on, placing the pads on 
the client's chest as directed by the machine, and following the automated instructions provided by the 
device.

Apart from the most critical medical emergencies, there are numerous conditions that can lead to 
life-threatening situations. These conditions can be categorized into various medical emergency types, 
including:

● Cardiovascular system medical 
emergencies

● Gastrointestinal medical emergencies

● Respiratory medical emergencies

● Renal medical emergencies

● Central and peripheral nervous system 
medical emergencies

● Musculoskeletal system medical 
emergencies

● Obstetrical and gynecological medical 
emergencies

● Medical emergencies affecting the ear, 
nose, and eyes

● Medical emergencies affecting the 
mouth and dental structures

A nurse's ability to apply nursing procedures and psychomotor skills in responding to these emergencies 
is crucial in ensuring the well-being and survival of clients in critical situations.
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Administering Emergency Care for Wound Disruption

Wound disruption encompasses two critical conditions: dehiscence and evisceration. Dehiscence 
signifies the separation of a surgical incision, while evisceration involves the separation of a surgical 
incision along with the protrusion of an internal bodily organ outside the body through the incision.

Both dehiscence and evisceration represent life-threatening emergencies that demand immediate 
attention. Nurses play a crucial role in providing emergency care by adhering to specific steps:

● Continuous Presence: The nurse should not leave the client unattended, ensuring constant 
vigilance.

● Seek Assistance: It's imperative to call for assistance from other healthcare professionals to 
provide immediate support.

● Cover the Wound: Using a clean, sterile towel or sterile saline dampened dressing, the nurse should 
carefully cover the open wound.

● No Reinsertion Attempts: The nurse should refrain from attempting to reinsert the protruding 
organs. Instead, they should maintain gentle pressure on the wound until a medical doctor arrives to 
take over.

Gastric Lavage 

One of the medical procedures used in emergencies is gastric lavage, which is used to remove toxic 
substances, such as poison or drugs, from the stomach. It's crucial to follow proper guidelines to ensure 
the safety and effectiveness of the procedure. Here's a step-by-step guide to performing gastric 
lavage:

1. Preparation

a. Check the doctor's order and ensure the procedure is indicated and properly documented.

b. Verify the client's identity using at least two unique identifiers, such as their name and date 
of birth.

c. Explain the procedure to the client or their authorized representative, obtaining informed 
consent if required.

2. Positioning: Place the client in a high Fowler's position whenever possible, as this facilitates tube 
insertion.

3. Tube Selection: Inspect both nares and select the one with no obstructions, such as a deviated 
septum or narrowing.

4. Measuring the Tube: Measure the length of the nasogastric tube from the client's nose to the 
earlobe and then down to the tip of the xiphoid process.

5. Mark this length on the tube using tape to indicate how far the tube should be inserted.
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6. Preparing the Tube: Apply a small amount of water-soluble jelly and a local anesthetic to the tip of 
the nasogastric tube to lubricate and ease insertion.

7. Tube Insertion

a. Have the client tilt their head slightly backward to hyperextend the neck.

b. Gently insert the nasogastric tube through the selected nare until you encounter resistance 
at the nasopharynx.

c. Instruct the client to take small sips of water while leaning forward, which may help the tube 
advance into the esophagus and stomach.

d. Continue advancing the tube until it reaches the pre-marked length, which indicates proper 
placement in the stomach.

8. Securing the Tube: Secure the nasogastric tube to the client's nose using tape to prevent 
accidental removal. Attach the tubing to the client's gown with a safety pin to minimize movement 
and tension on the tube.

9. Suction and Lavage: If ordered by the physician, either clamp the tube or connect it to a suction 
device.

a. Administer the ordered solution for lavage as per the doctor's instructions.

b. Clamp the tube after instilling the solution(s) to allow time for the lavage process.

It's crucial to regularly assess the client's response and comfort during the procedure. Document the 
procedure, including the type and volume of solution used, any client responses, and the tube's 
placement confirmation.

After the gastric lavage is complete, the nasogastric tube can be removed and disposed of properly. 
Always ensure proper disposal and follow institutional protocols and guidelines for the management of 
hazardous materials and waste.

Immediate Medical Care and Interventions for Various Emergencies

There are several other emergencies that require prompt medical attention and interventions:

Cardiovascular Emergencies

1. Heart Failure

● Description: Occurs when the heart cannot pump enough oxygenated blood to sustain 
bodily functions.

● Signs and Symptoms: Tachycardia, hypotension, lethargy, dyspnea, fluid retention, and skin 
pallor.
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● Interventions and Treatments: ACE inhibitors, beta-blockers, diuretics, dietary restrictions, 
implanted devices, and exercise as appropriate.

● Complications: Multi-system compromise, including renal and pulmonary systems, and 
potential respiratory and cardiac arrest if not treated.

2. Cardiac Tamponade

● Description: Abnormal fluid accumulation around the heart impairs its function.

● Signs and Symptoms: Elevated central venous pressure, hypotension, peripheral perfusion 
issues, tachycardia, dyspnea, and jugular vein distention.

● Interventions and Treatments: Emergency measures, oxygen supplementation, and 
pericardiocentesis if needed.

● Complications: Risk of cardiac arrest if not addressed promptly.

3. Hypertensive Crisis

● Description: Sudden, severe increase in blood pressure.

● Signs and Symptoms: Chest pain, altered consciousness, headache, and signs of organ 
compromise.

● Interventions and Treatments: Intravenous antihypertensive medications, like 
nitroprusside, in combination with other agents.

● Complications: Renal failure, myocardial infarction, heart failure, and cardiac arrest.

4. Superior Vena Cava Syndrome

● Description: Compression of the vena cava disrupts blood return to the heart.

● Signs and Symptoms: Tachypnea, dyspnea, edema, seizures, and potential respiratory or 
cardiac arrest.

● Interventions and Treatments: Mechanical ventilation, oxygen supplementation, and 
seizure precautions.

● Complications: Risk of respiratory and cardiac arrest.

5. Septic Shock

● Description: Systemic infection leads to widespread vasodilation.

● Signs and Symptoms: Severe hypotension, altered mental status, cardiovascular 
compromise, and metabolic imbalances.
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● Interventions and Treatments: Fluid replacement, mechanical ventilation, source control, 
and management of acid-base imbalances.

● Complications: Multi-system failure and potential death.

6. Hypovolemic Shock

● Description: Severe fluid loss due to causes like hemorrhage or dehydration.

● Signs and Symptoms: Decreased cardiac output, progressive dehydration, and metabolic 
acidosis.

● Interventions and Treatments: Fluid replacement, blood transfusions, plasma expanders, 
and positioning in the Trendelenburg position.

● Complications: Multi-system failure and potential shutdown.

7. Acute Coronary Syndrome

● Description: Sudden reduction in coronary circulation.

● Signs and Symptoms: Chest pain, angina, dyspnea, diaphoresis, and nausea/vomiting.

● Interventions and Treatments: Medications, including nitroglycerin, antiplatelets, 
thrombolytics, and surgical interventions like stents or bypass surgery.

● Complications: Risk of myocardial infarction and death.

8. Myocardial Infarction

● Description: Heart muscle ischemia due to reduced blood flow.

● Signs and Symptoms: Chest pain, diaphoresis, shortness of breath, and nausea/vomiting.

● Interventions and Treatments: Oxygen, anticoagulants, pain management, and 
interventions like stents or bypass surgery.

● Complications: Life-threatening arrhythmias, emboli, and weakened heart muscle.

9. Aneurysm Dissection and Rupture

● Description: Bulging artery with potential rupture and hemorrhage.

● Signs and Symptoms: Abdominal pain, tachycardia, loss of consciousness, and specific 
symptoms based on the location.

● Interventions and Treatments: Endovascular repair or surgery, antihypertensive 
medications.

● Complications: Massive hemorrhage and shock.
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10. Deep Vein Thrombosis

● Description: Formation of blood clots, often in the lower extremities.

● Signs and Symptoms: Redness, pain, swelling, and warmth at the clot site.

● Interventions and Treatments: Heat, compression, elevation, anticoagulants, and 
thrombolytics in severe cases.

● Complications: Pulmonary embolism and death.

11. Cardiogenic Shock

● Description: Inadequate cardiac output due to ventricular dysfunction or muscle damage.

● Signs and Symptoms: Hypotension, tachycardia, confusion, shortness of breath, and 
multi-system compromise.

● Interventions and Treatments: Medications to increase blood pressure and cardiac output, 
oxygen, pacing, defibrillation, and surgical interventions.

● Complications: Cardiac arrest, organ damage, and death.

12. Anaphylactic Shock

● Description: Systemic collapse due to severe allergic reactions.

● Signs and Symptoms: Hypotension, laryngeal edema, respiratory distress, and tachycardia.

● Interventions and Treatments: Epinephrine, respiratory support, and ACLS protocols as 
needed.

● Complications: Respiratory and cardiac arrest.

13. Neurogenic Shock

● Description: Circulatory collapse often resulting from spinal cord injury.

● Signs and Symptoms: Fainting, hypotension, and bradycardia.

● Interventions and Treatments: Medications to stimulate sympathetic nervous system 
activity.

● Complications: Severe circulatory collapse.

14. Obstructive Shock

● Description: Obstruction of major blood vessels.

● Signs and Symptoms: Hypotension, tachycardia, clammy skin, and respiratory distress.
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● Interventions and Treatments: Address the underlying cause, fluid replacement, and 
symptomatic management.

● Complications: Organ damage and failure.

15. Disseminated Intravascular Coagulation (DIC)

● Description: Abnormal clotting factor activity due to an underlying disorder.

● Signs and Symptoms: Both clotting and bleeding tendencies, peripheral thrombosis, 
hypotension, hypothermia, tachycardia, hypoxia, changes in consciousness, headaches, and 
behavioral changes.

● Interventions and Treatments: Fluid replacement, activated protein C, blood products, and 
intravenous fluids.

● Complications: Impaired organ perfusion, multi-system failure, and death.

Gastrointestinal Medical Emergencies

1. Intussusception

● Description: Intestine slides into another part, causing loss of perfusion.

● Signs and Symptoms: Abdominal pain, bloody stool, fever, vomiting, and diarrhea.

● Interventions and Treatments: Decompression with a nasogastric tube, IV fluids, and 
surgical repair.

● Complications: Peritonitis, sepsis, shock, and death if untreated.

2. Appendicitis

● Description: Acute infection and inflammation of the appendix.

● Signs and Symptoms: Lower right abdominal pain, rigidity, rebound tenderness, fever, 
vomiting, and nausea.

● Interventions and Treatments: Antibiotics and emergency appendectomy.

● Complications: Ruptured appendix, gangrene, peritonitis, sepsis, and death.

3. Peritonitis

● Description: Inflammation and infection of the peritoneum.

● Signs and Symptoms: Severe abdominal pain, guarding, rebound tenderness, ileus, fever, 
malaise, tachypnea, tachycardia, oliguria, and anuria.
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● Interventions and Treatments: Pain management, antibiotics, decompression, and 
emergency surgery.

● Complications: Massive sepsis, shock, and death.

4. Gastrointestinal Hemorrhage:

● Description: Massive bleeding in the GI tract.

● Signs and Symptoms: Changes in stool color (black, burgundy, coffee ground, bright red), 
vomiting blood, hypotension, pallor, weakness, shortness of breath.

● Interventions and Treatments: Gastric lavage, blood products, IV fluids, and cardiovascular 
support.

● Complications: Hypovolemic shock and death.

5. Esophageal Varices

● Description: Enlarged lower esophageal veins due to hepatic failure and portal 
hypertension.

● Signs and Symptoms: Often asymptomatic until rupture, leading to hemorrhage, shock, and 
vomiting of blood.

● Interventions and Treatments: Medications to reduce portal hypertension, banding of 
bleeding vessels, and management of shock.

● Complications: Hypovolemic shock and death.

Respiratory Medical Emergencies

1. Obstructions of the Respiratory Tract

● Description: Partial or complete airway obstructions.

● Signs and Symptoms: Coughing, choking, restlessness, anxiety for partial obstructions; 
apnea, cyanosis, and loss of consciousness for complete obstructions.

● Interventions and Treatments: Heimlich maneuver, removal of the obstruction, oxygen, 
endotracheal/nasotracheal tube, and mechanical ventilation if severe.

● Complications: Aspiration pneumonia, respiratory distress, and arrest.

2. Chronic Obstructive Pulmonary Disease (COPD)

● Description: Chronic bronchitis and emphysema.
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● Signs and Symptoms: Respiratory difficulty, hypoxia, cyanosis, and impaired oxygen 
exchange.

● Interventions and Treatments: Oxygen, bronchodilators, corticosteroids, and mechanical 
ventilation when necessary.

● Complications: Hypoxia, respiratory arrest, and death.

3. Aspiration

● Description: Entry of foreign substances into the respiratory tract.

● Signs and Symptoms: Coughing, choking, and respiratory obstruction signs.

● Interventions and Treatments: Correction of the obstruction, antibiotics, oxygen, 
intubation, and mechanical ventilation.

● Complications: Aspiration pneumonia, airway obstruction, respiratory distress, arrest, and 
death.

4. Inhalation Lung Injuries

● Description: Lung injuries from inhaling toxic substances.

● Signs and Symptoms: Vary by substance and can include respiratory distress, 
bronchospasm, edema, and pulmonary hemorrhage.

● Interventions and Treatments: Oxygen, bronchodilators, corticosteroids, and mechanical 
ventilation as needed.

● Complications: Lung scarring, respiratory arrest, and death.

5. Pleural Effusion

● Description: Abnormal fluid collection around the lung.

● Signs and Symptoms: Shortness of breath, chest pain, cough, and fever.

● Interventions and Treatments: Oxygen, thoracentesis, chest tube drainage, and addressing 
underlying causes.

● Complications: Respiratory distress, failure, and arrest.

6. Pneumothorax

● Description: Lung collapse due to air in the pleural space.

● Signs and Symptoms: Increased work of breathing, chest pain, hypoxia, and circulatory 
collapse.
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● Interventions and Treatments: Chest tube insertion, aspiration, surgical repair, and oxygen.

● Complications: Respiratory distress, hypoxia, and arrest.

7. Acute Respiratory Distress Syndrome (ARDS)

● Description: Sudden onset of severe respiratory distress and hypoxia.

● Signs and Symptoms: Increased work of breathing, dyspnea, cyanosis, and hypotension.

● Interventions and Treatments: Intubation, mechanical ventilation, oxygen, and treating 
underlying causes.

● Complications: Respiratory distress, hypoxia, multi-system failure, and arrest.

8. Atelectasis

● Description: Lung collapse due to various causes.

● Signs and Symptoms: Decreased lung volumes, chest pain, and dyspnea.

● Interventions and Treatments: Coughing, deep breathing, and respiratory support.

● Complications: Respiratory distress, hypoxia, multi-system failure, and arrest.

9. Flail Chest

● Description: Chest wall instability from trauma.

● Signs and Symptoms: Palpable rib fractures, paradoxical chest movement, and respiratory 
distress.

● Interventions and Treatments: Pain management, rib fixation, oxygen, and chest tube if 
needed.

● Complications: Pneumothorax, pneumonia, respiratory distress, hypoxia, and death.

10. Hemothorax

● Description: Collapse of the lung due to blood in the pleural space.

● Signs and Symptoms: Similar to pneumothorax: increased work of breathing, chest pain, 
hypoxia, tachycardia, and circulatory instability.

● Interventions and Treatments: Similar to pneumothorax: chest tube insertion, aspiration, 
surgical repair, and oxygen.

● Complications: Similar to pneumothorax: respiratory distress, hypoxia, and arrest.
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11. Respiratory Syncytial Virus (RSV)

● Description: Highly infectious upper respiratory infection, often causing bronchiolitis.

● Signs and Symptoms: Thick mucus, wheezing, tachypnea, cyanosis, coughing, stridor, 
listlessness, pharyngitis, hypercapnia, and apnea.

● Interventions and Treatments: Symptomatic and supportive care, IV fluids, supplemental 
oxygen, and respiratory interventions like intubation.

● Complications: Respiratory failure and arrest.

11. Fat Emboli

● Description: Fat globules enter the circulatory system, often from fractures, burns, trauma, 
or infections.

● Signs and Symptoms: Restlessness, decreased cognition, seizures, pulmonary infiltration, 
hypoxia, right-sided heart failure, petechial rash, low hematocrit, fever, tachycardia, oliguria, 
and fat in the urine.

● Interventions and Treatments: Symptomatic and supportive care, oxygen, and respiratory 
interventions like intubation.

12. Pulmonary Emboli

● Description: Embolus travels to the lungs.

● Signs and Symptoms: Increased work of breathing, shortness of breath, hypoxia, chest 
pain, coughing, anxiety, and panic.

● Interventions and Treatments: Respiratory support, thrombolytics, anticoagulation 
therapy, and oxygen.

● Complications: Respiratory distress, arrest, and death.

13. Pulmonary Edema

● Description: Filling of alveoli with fluid, impairing gas exchange.

● Signs and Symptoms: Adventitious breath sounds, fatigue, cyanosis, dyspnea, and hypoxia.

● Interventions and Treatments: Diuretics, suctioning, intubation, oxygen, and mechanical 
ventilation as needed.

● Complications: Respiratory distress, severe hypoxia, respiratory arrest, and death.
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Renal Medical Emergencies

1. Renal Calculi (Kidney Stones)

● Description: Hard mineral deposits in the kidney.

● Signs and Symptoms: Severe flank pain, urinary symptoms, nausea, vomiting, and fever if 
infected.

● Interventions and Treatments: Increased fluid intake, pain management, medications, 
lithotripsy, and surgical removal.

● Complications: Hemorrhage, infections, renal damage, and failure.

2. Pyelonephritis

● Description: Kidney infection often originating from the urinary tract.

● Signs and Symptoms: Flank pain, fever, urinary symptoms, nausea, vomiting, and pus in 
urine.

● Interventions and Treatments: Antibiotics, hospitalization, and IV antibiotics.

● Complications: Renal damage, sepsis, shock, and failure.

3. Renal Failure (Acute and Chronic)

● Description: Kidney failure, either acute or chronic.

● Signs and Symptoms: Nausea, vomiting, confusion, oliguria, anuria, edema, anorexia, 
anxiety, and flank pain.

● Interventions and Treatments: Dialysis, kidney transplantation, fluid management, 
medications, and blood transfusions.

● Complications: Renal shutdown and death.

4. Sickle Cell Anemia Crisis

● Description: Crisis due to sickle cell anemia.

● Signs and Symptoms: Various symptoms, including pain, fatigue, ulcers, and organ damage.

● Interventions and Treatments: Symptomatic treatment, oxygen, medication, and blood 
products.

● Complications: Multi-system failure and death without adequate treatment.
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Central and Peripheral Nervous System Medical Emergencies

1. Cerebrovascular Accidents (Strokes)

● Description: Brain insult leading to disability or death.

● Signs and Symptoms: Vary by location and severity, including dysphagia, vision changes, 
personality changes, sensory and motor deficits, ataxia, and altered consciousness.

● Interventions and Treatments: Thrombolytics, oxygen, antihypertensives, anticonvulsants, 
intubation, and mechanical ventilation.

● Complications: Seizures, increased intracranial pressure, inflammatory encephalitis, and 
death.

2. Guillain-Barré Syndrome

● Description: Acquired inflammatory condition, often due to Campylobacter jejuni infection, 
leading to peripheral nerve demyelination.

● Signs and Symptoms: Pain, paresthesia, numbness, diaphoresis, bilateral ascending 
paralysis, absent deep tendon reflexes, high cerebrospinal fluid protein, and autonomic 
changes.

● Interventions and Treatments: Focus on preventing respiratory failure, ABCs, ACLS 
protocols, intubation, oxygen, mechanical ventilation, and long-term restorative care.

● Complications: Respiratory distress, respiratory arrest, coma, and death.

3. Meningitis

● Description: Inflammation of the meninges and cerebrospinal fluid, often caused by various 
pathogens.

● Signs and Symptoms: Nuchal rigidity, mental status changes, Brudzinski's sign, Kernig's 
sign, fever, headache, purpural/petechial rash, arching of the back, seizures, photophobia, 
and bulging fontanels in infants.

● Interventions and Treatments: Seizure precautions, neurologic monitoring, maintaining a 
quiet environment, antibiotics, antipyretics, and fluid replacement.

● Complications: Permanent cerebral damage and death.

4. Encephalitis

● Description: Inflammation of cerebral tissue, often due to viruses.

● Signs and Symptoms: Nausea, vomiting, fever, headache, altered neurological function, 
weakness, disorientation, seizures, and behavioral changes.
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● Interventions and Treatments: Seizure precautions, neurologic monitoring, rest, increased 
fluid intake, antipyretics, and antiviral drugs.

● Complications: Long-term neurological changes, weakness, paralysis, coma, and death.

5. Brain Herniation

● Description: Abnormal protrusion of the brainstem through the foramen magnum due to 
increased intracranial pressure.

● Signs and Symptoms: Cushing's reflex, Cheyne-Stokes respirations, posturing, hypoxia, 
apnea, and respiratory failure.

● Interventions and Treatments: Preserve life, anticonvulsant medications, osmotic 
diuretics, corticosteroids, intubation, and mechanical ventilation.

● Complications: Permanent brain damage, seizures, coma, respiratory arrest, and death.

6. Traumatic Head Injury

● Description: Injury to the skull and brain, including primary and secondary injuries.

● Signs and Symptoms: Increased intracranial pressure, cerebral swelling, ischemia, hypoxia, 
impaired respiration, hypotension, acidosis, pupil changes, posturing, seizures, and altered 
consciousness.

● Interventions and Treatments: Medications (e.g., mannitol), anticonvulsants, oxygen, 
mechanical ventilation, fluid replacement, blood pressure management, and pain control.

● Complications: Increased intracranial pressure, permanent brain damage, seizures, coma, 
and death.

7. Subarachnoid Hemorrhage

● Description: Bleeding in the subarachnoid space due to various causes.

● Signs and Symptoms: Severe headache, decreased consciousness, nausea, vomiting, 
seizures, photophobia, neck stiffness, visual changes, and muscular pain.

● Interventions and Treatments: Bed rest, prevention of vasospasm (e.g., nimodipine), 
treatment of underlying cause (e.g., aneurysm), and supportive care.

● Complications: Chemical meningitis, hydrocephalus, brain edema, vasospasm, coma, and 
death.

8. Epidural Hematoma

● Description: Bleeding between the skull and dura mater, typically due to head trauma.
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● Signs and Symptoms: Loss of consciousness, confusion, unilateral pupil dilation, severe 
headache, nausea, vomiting, seizures, and lethargy.

● Interventions and Treatments: Urgent intervention (e.g., burr holes, craniotomy), 
anticonvulsant medications, osmotic agents (e.g., mannitol), and monitoring.

● Complications: Permanent brain damage, herniation, paralysis, coma, and death.

9. Spinal Cord Injuries

● Description: Traumatic injury to the spinal cord, resulting in various degrees of sensory and 
motor loss.

● Signs and Symptoms: Vary based on severity and location; can include paralysis, sensory 
deficits, impaired respiratory function, hypotension, ischemia, and autonomic dysfunction.

● Interventions and Treatments: ABCs, immobilization, intubation, mechanical ventilation, 
pain management, GI and urinary care, and prevention of complications.

● Complications: Spinal neurogenic shock, respiratory distress, autonomic dysreflexia, 
hypertension, immobility hazards, permanent damage, seizures, coma, and death.

Skeletal System Medical Emergencies

1. Skeletal Fractures

● Description: Bone breakage resulting from trauma; various types and classifications.

● Signs and Symptoms: Pain, deformity, muscle spasms, crepitus, swelling, ecchymosis, 
impaired movement, impaired circulation, and possible open wounds.

● Interventions and Treatments: Pain management, immobilization, elevation, cold 
application, internal/external fixation, casting, splinting, and traction.

● Complications: Deformity, compartment syndrome, fat embolism, neurological and vascular 
issues, osteomyelitis (in open fractures), and lifelong disability.

2. Dislocations and Subluxations

● Description: Complete separation of joint surfaces in dislocation; partial displacement in 
subluxation.

● Signs and Symptoms: Severe pain, limited joint mobility, alignment changes, 
neurological/circulatory issues, swelling, and rotation.

● Interventions and Treatments: Reduction (e.g., Kocher method), immobilization 
post-reduction, analgesia.
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● Complications: Fractures (e.g., Bankart or Hill-Sachs lesions), neurovascular impairment, 
recurrence, stiffness.

3. Traumatic Amputation

● Description: Sudden loss of limb or part due to trauma (avulsion, crush, guillotine).

● Signs and Symptoms: Pain, bleeding, hemorrhage, hypovolemic shock.

● Interventions and Treatments: ABCs, ACLS protocols, hemodynamic stabilization, 
amputated part preservation, antibiotics, surgical reattachment.

● Complications: Permanent limb loss, infection, neurovascular issues, disability, shock, 
death.

4. Mangled Limb

● Description: Severe traumatic injury to an extremity assessed with severity scales (MESS, 
MESI, etc.).

● Signs and Symptoms: Pain, fear, anxiety, neurovascular changes.

● Interventions and Treatments: Limb salvage if possible, pain management, infection 
prevention, hemorrhage control, immobilization, antibiotics, and tetanus vaccine.

● Complications: Limb loss, infection, planned amputation, disability, impaired neurovascular 
function.

5. Traumatic Blast Injuries

● Description: Injuries resulting from explosions, categorized as primary, secondary, or 
tertiary.

● Signs and Symptoms: Stretching, shearing, tearing, lacerations, organ damage, ischemia, 
necrosis, hemorrhage, impaired perfusion, skin damage, and peppered appearance.

● Interventions and Treatments: Varied treatments depending on injury type and severity, 
including organ repair, ostomy, antibiotics, wound care, debris removal, vessel management, 
and amputation.

● Complications: Infection, sepsis, hemorrhage, shock, organ failure, disability, limb loss, 
coma, and death.

Reproductive System Medical Emergencies

1. Amniotic Fluid Embolism

● Description: Rare but life-threatening obstetrical disorder where amniotic fluid enters the 
maternal circulation, often during labor or invasive procedures.
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● Signs and Symptoms: Rapid onset of symptoms, including pulmonary hypertension, 
hypoxia, respiratory distress, hemorrhage, uterine atony, finger numbness, panic, 
hypotension, coagulopathy, nausea, vomiting, and chest pain.

● Interventions and Treatments: Oxygen, intravenous fluids, intubation, mechanical 
ventilation, hypotension management, coagulopathy treatment, corticosteroids, fetal 
monitoring, emergency cesarean section, and post-mortem cesarean section if necessary.

● Complications: Myocardial damage, heart failure, DIC, coagulopathy, cardiac arrest, fetal 
death, and maternal death.

2. Vaginal Bleeding

● Description: Abnormal vaginal bleeding, including primary dysmenorrhea, dysfunctional 
uterine bleeding, and abnormal uterine bleeding.

● Signs and Symptoms: Cramps, heavy bleeding (dysmenorrhea), irregular cycles, bleeding 
outside menstruation (dysfunctional/abnormal uterine bleeding).

● Interventions and Treatments: Oral contraceptives, NSAIDs, heating pads, exercise, 
acupuncture, hypnosis, transcutaneous electrical nerve stimulation (TENS) for 
dysmenorrhea; hormonal therapies, hysterectomy, and endometrial ablation for 
dysfunctional/abnormal uterine bleeding.

● Complications: Sterility (with hysterectomy), hemorrhage, hypovolemic shock.

3. Pelvic Inflammatory Disease

● Description: Infection involving salpingitis, pelvic peritonitis, tubo-ovarian abscess, or 
endometritis, often due to Neisseria gonorrhoeae and Chlamydia trachomatis.

● Signs and Symptoms: Acute pelvic pain, fever, abdominal pain, guarding, rebound 
tenderness, abnormal vaginal bleeding, elevated WBC count.

● Interventions and Treatments: Hospitalization for pregnant women and severe cases, 
antibiotics (ceftriaxone, azithromycin, metronidazole, doxycycline).

● Complications: Fallopian tube scarring, infertility, ectopic pregnancies, sepsis, septic shock, 
and death if left untreated.

4. Ovarian Hyperstimulation Syndrome

● Description: Typically follows in vitro fertilization, resulting in enlarged ovaries with fluid 
accumulation.

● Signs and Symptoms: Decreased urinary output, abdominal pain, shortness of breath, 
diarrhea, thirst.
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● Interventions and Treatments: Hospitalization, anticoagulants, IV fluids, paracentesis for 
ascites, respiratory support, analgesia, increased fluid intake.

● Complications: Respiratory distress, effusions (pleural, pericardial), coagulopathy, edema, 
hemoconcentration, and death.

Ear, Nose, and Eye Medical Emergencies

1. Mastoiditis

● Description: Severe middle ear infection affecting the mastoid bone.

● Signs and Symptoms: Tenderness, swelling, redness around the mastoid bone, ear pain, 
fever, pus, and displaced pinna.

● Interventions and Treatments: IV antibiotics, myringotomy, mastoidectomy.

● Complications: Brain infection, abscess formation, necrosis, permanent hearing loss.

2. Ruptured Tympanic Membrane

● Description: Result of middle ear pressure changes from trauma, infection, or other causes.

● Signs and Symptoms: Ear drainage (sometimes bloody), ear pain, hearing loss.

● Interventions and Treatments: Antibiotics, pain management.

● Complications: Permanent hearing loss.

3. Foreign Bodies in the Ear

● Description: Placement of foreign objects in the ear, often seen in children.

● Signs and Symptoms: Itching, ear discharge, hearing problems.

● Interventions and Treatments: Removal with tools (e.g., auroscope or forceps).

● Complications: Ruptured tympanic membrane, hearing loss.

4. Epistaxis (Nosebleed)

● Description: Nasal hemorrhage due to various causes.

● Signs and Symptoms: Hemodynamic instability, panic, fear.

● Interventions and Treatments: Pressure at Little's area, cauterization, nasal packing, large 
bore cannula or balloon catheter insertion if bleeding persists.

● Complications: Infections (sinusitis), aspiration, and airway obstruction due to dislodged 
packing or catheter.
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5. Foreign Bodies in the Nose

● Description: Foreign objects, like food, buttons, or beads, inserted into the nasal cavity, 
especially common in children.

● Signs and Symptoms: Unilateral nose drainage (sometimes bloody) and nasal pain.

● Interventions and Treatments: Encourage blowing out the affected nostril while blocking 
the unaffected nostril, careful removal with forceps to avoid further pushing the object 
deeper.

● Complications: Nasal trauma and bleeding.

6. Airbag Injuries

● Description: Trauma resulting from the deployment of automobile airbags, affecting eyes, 
nose, face, ears, and other structures.

● Signs and Symptoms: Contusions, lacerations, retinal issues, hemorrhage, thermal burns, 
abrasions, and pain.

● Interventions and Treatments: Treatment based on injury severity and location.

● Complications: Blindness, hemorrhage, hypovolemia, enucleation, permanent deformity.

7. Orbital Blow Out Fractures

● Description: Fractures of the eye's orbital bones, pushing intraorbital tissue into paranasal 
sinuses.

● Signs and Symptoms: Impaired eye movement, swelling, pain, crepitus, retinal issues, 
diplopia, corneal abrasions, detached retina.

● Interventions and Treatments: Cold application, education on eye protection and avoiding 
activities that increase intraocular pressure.

● Complications: Retinal detachment, enucleation.

8. Corneal Foreign Body Trauma

● Description: Injury to the cornea due to various causes, including explosions, power tool 
use without safety goggles.

● Signs and Symptoms: Pain, redness, rust-colored appearance (if metal is involved), vision 
loss with impaled foreign body.

● Interventions and Treatments: Fluorescein staining, ophthalmologist's removal with slit 
lamp, antiseptic ocular drops.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                595



● Complications: Infection, vision loss, eye ulceration, corneal perforation, scarring.

9. Globe Rupture

● Description: Severe ocular emergency resulting from blunt or penetrating trauma, classified 
as posterior or anterior globe ruptures.

● Signs and Symptoms: Chemosis, decreased intraocular pressure, pain, conjunctival 
pigmentation, impaired eye movement, nausea, diplopia, tear-shaped pupil, vitreous 
hemorrhage.

● Interventions and Treatments: Patching the unaffected eye, pain management, 
corticosteroids, avoiding activities raising intraocular pressure, surgical intervention based 
on trauma location and severity, including enucleation.

● Complications: Enucleation, blindness.

10. Hyphema

● Description: Bleeding into the anterior chamber of the eye between the cornea and iris, 
caused by various factors.

● Signs and Symptoms: Light sensitivity, pain, blurry vision, reddish tinge to the eye, vision 
loss.

● Interventions and Treatments: Managing intraocular pressure, pain relief, patching, 
surgical procedures to remove pooled blood and prevent corneal staining.

● Complications: Increased intraocular pressure, blindness.

11. Retinal Detachment

● Description: Separation of the retina from its underlying support tissue, often resulting in 
permanent vision loss if not promptly treated.

● Signs and Symptoms: Flashing lights, floaters, veiling or curtain effects, photopsia, eye 
heaviness, central vision loss, distorted straight lines.

● Interventions and Treatments: Laser surgery, cryotherapy, vitrectomy, scleral buckle 
placement.

● Complications: Permanent, complete blindness.

Oral Medical Emergencies

1. Dental Avulsions

● Description: Traumatic loss of a tooth or teeth.
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● Signs and Symptoms: Pain, bleeding, tooth loss.

● Interventions and Treatments: Reimplantation, preserving the lost tooth in milk or saline, 
splinting the area after reimplantation.

● Complications: Permanent tooth loss.

2. Dental Luxations

● Description: Partial displacement of a tooth or teeth from their sockets.

● Signs and Symptoms: Pain, bleeding, partial tooth loss.

● Interventions and Treatments: Repositioning under local anesthesia, splinting with glass 
ionomer cement powder or stabilizing wire.

● Complications: Permanent tooth loss.

Assessing and Documenting the Client's Response to Emergency Interventions

Comprehensive care extends to evaluating the client's responses to emergency interventions, 
encompassing critical aspects such as the restoration of spontaneous breathing and cardiac function. 
Documentation is a crucial component of this process. Nurses must meticulously document various 
facets of the client's response to emergency interventions, which may include:

● Airway Maintenance: Ensuring the opening and sustained maintenance of an open airway.

● Breathing Restoration: Monitoring and documenting the successful restoration of breathing.

● Pulse Restoration: Documenting the restoration of the client's pulses, including peripheral 
pulses.

● Hemodynamics Restoration: Tracking and documenting the return of stable hemodynamics.

● Physical Stability: Assessing and recording the overall establishment and maintenance of the 
client's physical stability and normal functioning.

In certain instances, based on an unfavorable client response to emergency interventions, the nurse 
may recommend modifications to the emergency treatment plan. Thorough documentation of these 
responses is essential for providing optimal care and ensuring the best possible outcomes for the client.

G. Identifying Pathophysiology in Acute or Chronic Conditions 

Throughout this NCLEX LPN review, we delved into the pathophysiology of various acute, chronic, and 
emergency disorders and conditions. This exploration encompassed their etiologies, risk factors, signs, 
symptoms, diagnostic findings, complications, and anticipated outcomes.
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Understanding Fundamental Pathophysiological Principles 

In grasping the fundamentals of pathophysiology, it's crucial to comprehend key aspects such as the 
stages of infection, phases of the inflammatory process, wound healing stages, immunological 
responses, and cellular structures' roles. 

Stages of Infection

● Incubation Stage: This stage initiates with pathogen entry into the host and concludes when 
infection signs and symptoms become evident.

● Prodromal Stage: Beginning with symptom onset, this stage involves pathogen replication. 
Symptoms include generalized malaise, aches, anorexia, and headaches.

● Illness Stage: Symptoms continue in this phase but are generally less severe than during the 
prodromal stage.

● Convalescence Stage: During this phase, the client recovers, and symptoms vanish completely.

The inflammatory process serves as a natural defense mechanism against tissue damage, aiming to 
eliminate damaged tissue and restore normal tissue. The five classic signs of inflammation are:

● Pain: Occurs due to chemical release from damaged cells and tissues.

● Redness: Results from blood vessel vasodilation in response to injury.

● Swelling: Arises as body fluids enter the injured area.

● Heat and Warmth: Stem from vasodilation and increased blood flow.

● Dysfunction: Local dysfunction arises due to swelling and pain in the inflammatory process.

Phases of the inflammatory process may be referred to as vascular and cellular response, exudate, and 
reparative phases, respectively, instead of tissue injury, chemical release, and final stages.

Bacterial growth involves four phases:

● Lag Phase: Bacteria adapt to their new environment with slow growth and high biosynthesis 
rates.

● Log Phase: Characterized by rapid, continuous growth until nutrients become limited.

● Stationary Phase: Bacterial growth and metabolic activity cease due to nutrient depletion.

● Death Phase: Bacteria die as there are no nutrients to sustain them.
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Similarly, virus growth encompasses six stages:

● Attachment Stage: Virus attaches to host cellular receptors.

● Penetration Stage: Virus enters host cells.

● Uncoating Stage: Virus sheds its coating and deposits nucleic material into host cells.

● Replication Stage: Virus replicates.

● Self-Assembly Stage: Virus matures and modifies its proteins.

● Release and Lysis Stage: Virus exits host cells through lysis, resulting in cell death.

Wound Healing Stages

● Homeostasis Phase: Involves vasoconstriction, thrombin and platelet formation, and fibrin 
mesh formation to initiate healing.

● Inflammation Phase: Marked by pain, swelling, edema, and debris removal through 
phagocytosis.

● Proliferative and Granulation Phase: Features fibroblastic granulation tissue and collagen 
production.

● Maturation Phase: Includes continued skin development over the wound and lasts up to two 
years, making the wound vulnerable until full healing and tensile strength is achieved.

Immunological Bodily Responses 

Immunological bodily responses comprise both innate and adaptive immunity. Innate immunity 
employs physical, cellular, and chemical mechanisms against pathogens. Adaptive immunity includes 
active and passive immunity:

● Active Immunity: Natural (through infection) and artificial (via vaccines).

● Passive Immunity: Natural (placental transfer) and artificial (immune globulin injection).

H. Managing Unexpected Therapy Responses

While most clients respond predictably to therapies, unforeseen adverse reactions can occur. You must 
be vigilant in assessing clients for unexpected adverse responses to treatments, such as increased 
intracranial pressure or hemorrhage, and possess the ability to intervene effectively to counteract such 
complications. By embodying these multifaceted skills and knowledge, you contribute significantly to 
holistic and proficient nursing care, guiding clients through the challenges of illness and responding 
adeptly to emergent situations.
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Evaluating Clients for Unforeseen Adverse Reactions to Treatment 

It's essential to acknowledge that nearly all forms of treatment, therapies, interventions, and procedures 
carry potential risks and complications. Some of these responses may result from accidents or 
oversights, while others are considered normal but undesirable reactions to medical interventions, such 
as adverse reactions to medications. Accidental and inadvertent unexpected responses to therapy 
and procedures can encompass situations like:

● Maternal trauma, lacerations, pelvic floor damage, bleeding, and unintentional extension of 
episiotomy to the anus during forceps-assisted childbirth.

● Issues like tube leakage, improper placement, and dislodgement of nasogastric or gastric tubes.

● Complications like pneumothorax, hemothorax, or hydrothorax when a Total Parenteral Nutrition 
(TPN) catheter inadvertently perforates a vein, causing fluid to enter the pleural space during 
insertion.

● Accidental puncture of major blood vessels during various surgical procedures, invasive 
interventions, and diagnostic tests, such as descending aorta puncture during abdominal surgery, 
epidural catheter placement for anesthesia, and lung biopsy or chest tube insertion.

● Contamination of a sterile field and its contents.

● Lack of medical asepsis leading to contamination.

● Retention of sharps and other surgical instruments following surgery.

This NCLEX LPN review has thoroughly covered the prevention, recognition, signs, symptoms, and 
appropriate treatments for these inadvertent and accidental unexpected responses to therapy and 
procedures. Normal and relatively common but undesirable responses to treatment, therapies, 
interventions, and procedures encompass:

● Healthcare-associated infections (HAIs), including ventilator-associated pneumonia (VAP), central 
line-associated bloodstream infections (CLABSIs), surgical site infections (SSIs), 
catheter-associated urinary tract infections (CAUTIs), and more. These infections may arise due to 
the presence of multiple infections within healthcare facilities.

● Undesirable side effects, complications, and adverse reactions resulting from medications and 
fluid administration.

Throughout this NCLEX LPN review, we have provided comprehensive information on recognizing signs 
and symptoms, preventive measures, complications, and appropriate interventions for various medical 
diseases, disorders, and emergency situations.
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Evaluating and Monitoring Client Responses to Radiation Therapy

As outlined in the previous section titled "Radiation Therapy," radiation therapy encompasses external 
and internal approaches, each with distinct safety principles. The three radiation safety principles—time, 
distance, and shielding—guide the safe administration of radiation therapy. External radiation 
(teletherapy), delivered through a linear accelerator, targets affected areas with electron and gamma 
ionizing radiation. Therapeutic internal radiation, or brachytherapy, involves placing radioactive material 
internally or near the tumor.

Nurses play a crucial role in evaluating and monitoring client responses to radiation therapy, which 
involves assessing both therapeutic effects and potential side/adverse effects. This monitoring is 
essential to ensuring the client's well-being and the effectiveness of the treatment. Here is an overview 
of this process, as previously discussed in the section "Implementing Interventions to Address Side and 
Adverse Effects of Radiation":

Therapeutic Effects

● Assessment: Continuously assess the client's condition and symptoms to evaluate the 
therapeutic effects of radiation therapy. This includes checking the target area for any changes in 
size, consistency, or symptoms related to the primary tumor or cancer site.

● Imaging and Laboratory Tests: Depending on the cancer type and location, imaging studies 
(e.g., CT scans, MRI, PET scans) and laboratory tests (e.g., blood tests, tumor markers) may be 
performed to assess the response to radiation therapy and any changes in tumor size or activity.

● Client Feedback: Encourage open communication with the client to understand their perception 
of symptom relief and any improvements in their overall condition or quality of life.

Side/Adverse Effects

● Radiation therapy can result in various localized or systemic, acute or long-term side effects. 
Short-term effects include alopecia (hair loss), damage to the skin and mucosa, and bone 
marrow suppression. Long-term effects encompass conditions such as ulcerations, dental 
caries, fatigue, immunosuppression, radiation pneumonia, pulmonary fibrosis, cataracts, 
atrophy, and strictures. The specific effects depend on the treated area(s). Comprehensive 
client education about potential side effects is crucial, empowering clients to recognize and 
manage these effects. 

● Symptom Assessment: Regularly assess the client for common side effects of radiation therapy, 
such as skin changes (e.g., erythema, desquamation), fatigue, nausea, vomiting, diarrhea, 
mucositis, and changes in taste or appetite.

● Pain Evaluation: Assess the client's pain level and location, if applicable, to determine the 
extent of radiation-induced discomfort or pain.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                601



● Psychological Well-being: Monitor the client's emotional and psychological well-being, as 
radiation therapy can be emotionally challenging. Assess for signs of anxiety, depression, or 
distress.

● Nutritional Status: Evaluate the client's nutritional status, weight, and hydration to address any 
changes in appetite or nutritional needs resulting from radiation therapy side effects.

● Skin Care: If radiation therapy affects the skin, assess and provide appropriate skin care, 
including the application of prescribed topical agents or dressings.

● Medication Management: Administer prescribed medications to manage side effects, such as 
antiemetics for nausea or analgesics for pain relief. Monitor the client's response to these 
medications.

● Education: Educate the client about potential side effects, self-care measures, and strategies to 
alleviate discomfort. Encourage them to report any new or worsening symptoms promptly.

● Documentation: Thoroughly document the client's responses to radiation therapy, including any 
side effects, interventions, and the client's tolerance of the treatment.

Regular and comprehensive evaluation and monitoring of client responses to radiation therapy enable 
healthcare providers to make informed decisions about treatment adjustments, symptom management, 
and supportive care. This collaborative approach helps optimize the client's overall experience and 
treatment outcomes.

Implementing Interventions to Address Side and Adverse E�ects of Radiation 
Therapy

As detailed in the section titled "Assessing Cancer Risk Factors" exposure to external ultraviolet 
radiation, such as sunlight, and ionizing radiation from diagnostic x-rays and therapeutic radiation 
therapy for cancer are risk factors associated with cancer development. Nurses play a crucial role in 
addressing the adverse effects of radiation exposure and assisting clients in managing them. Below, we 
outline these interventions:

Addressing Adverse Effects of Ultraviolet Radiation Exposure: Nurses educate clients about the risks 
associated with ultraviolet (UV) radiation exposure, including tanning beds and sunbathing. Preventive 
measures are emphasized, such as:

● Sunscreen Usage: Encouraging the consistent use of sunscreen lotions to protect the skin from 
harmful UV rays.

● Protective Clothing: Advising clients to wear protective clothing like hats, sunglasses, and 
long-sleeved clothing to minimize direct sun exposure.

● Timing: Recommending avoiding the sun during peak UV radiation hours when exposure is most 
intense.
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● Skin Cancer Awareness: Educating clients about the signs of skin cancer, emphasizing vigilance 
for changes in skin appearance, and recognizing possible precancerous lesions like basal cell 
carcinoma, squamous cell carcinoma, and multiple myeloma.

Managing Side Effects of Radiation Therapy: As discussed in the section titled "Assessing clients for 
Adverse Effects of Radiation Therapy," radiation therapy can result in various short-term and long-term 
side effects, including alopecia (hair loss), skin and mucosal damage, dry mouth, bone marrow 
suppression, and more. Additionally, gastrointestinal issues like nausea, vomiting, diarrhea, and anorexia 
can affect the client's nutritional status. Nurses implement a range of interventions to address these 
side effects:

● Alopecia (Hair Loss)

○ Psychological Support: Providing emotional support for changes in body image.

○ Hair Care: Advising clients on maintaining hair with gentle care, using mild shampoos.

○ Alternative Solutions: Exploring options like wigs, hairpieces, and cold caps for hair 
protection.

○ Sun Protection: Encouraging the use of hats to protect the scalp from the sun.

● Skin Damage

○ Topical Lubricants: Recommending skin lubricants and lidocaine for comfort.

○ Individualized Treatment: Assessing the severity of skin damage to determine appropriate 
treatment.

● Dry Mouth (Xerostomia)

○ Medications: Administering preventive medications like amifostine or salivary gland 
stimulants.

○ Oral Care: Encouraging the use of sugar-free hard candies, gum, and mouth rinses to 
alleviate dry mouth.

○ Humidifier: Using a cool mist humidifier for additional relief.

● Mucosal Damage

○ Pain Relief: Administering mouthwash with lidocaine for pain relief.

○ Oral Rinse: Recommending rinsing with a baking soda and salt mixture.

○ Medications: Providing mild over-the-counter analgesics as needed.

○ Diet Modification: Suggesting a bland food diet and reducing denture use when applicable.

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                603



● Dental Care

○ Regular Dental Examinations: Promoting professional dental check-ups and care.

○ Oral Hygiene: Advising regular brushing, flossing, and mouth rinsing.

○ Antibiotics: Administering antibiotics, antiviral, or antifungal drugs for oral infections.

● Fatigue

○ Addressing Underlying Causes: Identifying and treating underlying causes of fatigue, such 
as pain, anemia, depression, or anxiety.

○ Stress Reduction: Teaching stress-reduction techniques and relaxation methods.

○ Exercise and Diet: Encouraging exercise and a balanced diet to boost energy levels.

● Nausea and Vomiting

○ Medication Adjustment: Reviewing medications that may contribute to nausea and 
vomiting, making necessary changes.

○ Antiemetics: Administering antiemetics as prescribed.

○ Herbal Remedies: Recommending remedies like ginger.

● Anorexia (Loss of Appetite)

○ Appetite Stimulants: Considering appetite stimulants such as megestrol acetate or steroid 
medications.

○ Dietitian Guidance: Involving a dietitian to create an appropriate eating plan.

○ Meal Frequency: Suggesting smaller, frequent meals.

○ Nutritional Supplements: Recommending supplements like Ensure when necessary.

○ Enteral or Parenteral Nutrition: Utilizing these options to maintain adequate nutrition.

● Diarrhea

○ Identifying Causes: Determining and addressing underlying causes of diarrhea.

○ Dietary Modifications: Recommending a low-fiber, low-residue diet.

○ Medications: Administering antidiarrheal medications when appropriate.

● Bone Marrow Suppression and Immunosuppression

○ Infection Monitoring: Vigilantly monitoring clients for signs and symptoms of infection.
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○ Timely Treatment: Administering prompt treatment for infections based on culture and 
sensitivity results.

● Radiation Pneumonia, Pneumonitis, and Pulmonary Fibrosis

○ Anti-Inflammatory Medications: Using anti-inflammatory medications, such as steroids, to 
manage radiation pneumonitis.

○ Long-Term Monitoring: Continuously assessing and managing complications, including 
pulmonary fibrosis.

● Other Fibrosis

○ Individualized Treatment: Tailoring treatment to the specific symptoms and severity of 
fibrosis.

○ Rehabilitation: Utilizing physical and occupational therapy for neuromuscular 
complications.

● Cataracts

○ Ocular Surgery: Recommending surgical intervention for cataracts, including laser surgery.

Nurses are instrumental in providing comprehensive care and support to clients undergoing radiation 
therapy, ensuring their comfort and well-being while managing treatment-related side effects and 
complications.

I. Empowering Clients through Health Problem Management Education

Nurses play a pivotal role in educating clients, their loved ones, and caregivers about effective health 
problem management. This education is particularly important for addressing both acute and chronic 
health conditions, providing individuals with the knowledge and tools they need to take charge of their 
well-being.

Educating Clients on Acute or Chronic Conditions and Illnesses

Nurses are at the forefront of imparting valuable knowledge to clients, equipping them with the 
information and skills necessary for managing their health problems. These health problems can 
encompass both acute and chronic conditions.

● Acute Health Problems: Nurses educate clients about a range of acute health issues, such as 
the proper care of traumatic or surgical wounds, effective medication management for acute 
infectious diseases like pneumonia, and the management of conditions like dependent edema.

● Chronic Health Problems: Clients receive comprehensive education about common chronic 
health problems, including chronic heart disease, chronic respiratory conditions like asthma and 
amyotrophic lateral sclerosis (ALS), progressive neurological disorders such as Alzheimer's and 
Parkinson's disease, and diabetes.
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Navigating Acute Health Problems

When it comes to acute health problems, nurses guide clients through various aspects of management. 
For instance, they teach clients how to care for traumatic or surgical wounds, ensuring proper healing 
and preventing infections. They also educate individuals on handling medications for acute infectious 
diseases, such as pneumonia, to optimize recovery. Additionally, nurses empower clients to manage 
issues like dependent edema, promoting comfort and well-being.

Chronic Health Conditions: In-Depth Understanding

For chronic health conditions, comprehensive education is crucial. Conditions like chronic heart disease, 
respiratory disorders (like chronic asthma), progressive neurological issues (such as Alzheimer's and 
Parkinson's disease), and diabetes require ongoing education and reinforcement. 

Examples of Chronic Heart Disease

● Coronary Artery Disease (CAD): This is one of the most common types of chronic heart disease. It's 
caused by a buildup of plaque in the arteries that supply blood to the heart muscles, which can lead 
to reduced blood flow and angina (chest pain).  

● Heart Failure: Also known as congestive heart failure, this condition occurs when the heart's ability 
to pump blood is weakened. The heart may not be able to meet the body's needs, causing symptoms 
like shortness of breath, fatigue, and fluid retention.

● Arrhythmias: These are irregular heartbeats that can be chronic in nature. Conditions like atrial 
fibrillation (AFib) cause the heart to beat irregularly, potentially leading to an increased risk of 
blood clots and stroke.

● Cardiomyopathy: This is a disease of the heart muscle itself, causing it to become enlarged, 
thickened, or stiff. It can impact the heart's ability to pump blood effectively. It’s ECG showing 
how fast the heart is beating and whether its rhythm is steady or irregular.

By imparting this knowledge, nurses empower clients to make informed decisions, adhere to treatment 
plans, and take proactive steps to maintain their health. Effective education helps clients and their 
families develop the skills and confidence needed to navigate their health journey with greater 
independence and improved quality of life.

Educating clients on acute and chronic illness typically involves:

● Understanding the nature of the health problem.

● Identifying associated risk factors.

● Recognizing factors that support effective management.

● Identifying factors that may impede effective management.

● Learning about medications and other treatments (e.g., nebulizer use).
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● Understanding potential side effects, adverse effects, and complications of prescribed 
treatments.

● Knowing when to seek medical advice.

● Appreciating the importance of follow-up care in the community setting.

● Utilizing community resources, including peer support groups, to enhance management and 
prevent complications.

Special considerations are essential to provide the appropriate support and guidance:

● Medication Adherence:

○ Emphasize the critical importance of adhering to prescribed medications consistently and as 
scheduled.

○ Provide clear instructions on medication administration, potential side effects, and how to 
manage them.

○ Encourage open communication with healthcare providers about any medication-related 
concerns.

● Prevention and Transmission Control (e.g., AIDS):

○ Educate clients about the modes of transmission of their illness and how to prevent 
spreading it to others.

○ Discuss safe practices, such as condom use and safe needle disposal.

○ Promote regular follow-up appointments for monitoring and managing their condition.

● End-of-Life Care and Decision-Making:

○ Approach discussions about end-of-life choices with sensitivity and empathy.

○ Provide information about hospice and palliative care options, focusing on enhancing the 
client's comfort and quality of life.

○ Guide clients in creating advance directives, living wills, and appointing durable power of 
attorney for healthcare decisions.

○ Discuss post-death planning, including funeral arrangements and organ donation if 
applicable.

● Emotional and Psychological Support:

○ Acknowledge the emotional impact of a serious or terminal diagnosis.

○ Encourage clients to express their feelings and concerns.
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○ Offer resources for counseling, support groups, or mental health professionals to address 
psychological well-being.

● Family and Caregiver Education:

○ Include family members and caregivers in the education process to ensure a supportive 
environment.

○ Teach caregivers how to assist with medication management, symptom monitoring, and 
emotional support.

● Regular Updates and Communication:

○ Maintain ongoing communication with the client to assess their understanding and address 
evolving needs.

○ Adapt educational content based on the client's changing condition and treatment plan.

● Respect Cultural and Spiritual Beliefs: Be sensitive to the client's cultural and spiritual 
preferences and beliefs, which may influence their decision-making and coping mechanisms.

● Advanced Care Planning:

○ Encourage clients to outline their healthcare preferences, including the level of medical 
intervention they desire.

○ Assist clients in appointing a healthcare proxy if they wish to have someone make decisions 
on their behalf.

● Legal Considerations: Ensure clients are aware of legal aspects related to their condition, 
including disability benefits, insurance coverage, and financial planning.

● Promote Dignity and Autonomy:

○ Respect the client's choices and decisions, even if they differ from healthcare providers' 
recommendations.

○ Empower clients to actively participate in their care and treatment decisions.

Educating clients facing serious, chronic, or terminal illnesses is not only about providing information but 
also about offering emotional support, promoting autonomy, and enhancing their overall quality of life. It 
involves a holistic approach that considers not just the medical aspects but also the emotional, social, 
and spiritual dimensions of their experience.

Tailoring Educational Approaches 

Effective client education not only enhances the client's ability to manage their health but also fosters a 
sense of empowerment and involvement in their care. It is essential to tailor educational approaches to 
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individual client needs and preferences, ensuring that the information is clear, relevant, and actionable. 
To provide effective education, nurses follow a structured process:

Assessment of Educational Needs:

● Identify the client's existing knowledge, beliefs, and health literacy level.

● Assess the client's readiness and motivation to learn.

● Determine any cultural or language barriers that may affect understanding.

Analysis of Assessment Data:

● Analyze the collected data to identify gaps in knowledge or skills related to the client's condition 
or illness.

● Recognize any misconceptions or myths the client may hold.

Diagnosis of Learning Needs:

● Diagnose the specific learning needs based on the assessment findings.

● Prioritize learning needs according to their relevance and impact on the client's health.

Planning Educational Activities:

● Develop a tailored educational plan to address identified learning needs.

● Consider the client's level of understanding, cognitive abilities, and preferred learning style.

● Set clear and achievable learning goals for the client.

Implementation of Educational Activities:

● Deliver education through various methods, such as verbal explanations, written materials, 
visual aids, and hands-on demonstrations.

● Provide ample opportunities for the client to ask questions and seek clarification.

● Encourage active participation in the learning process.

Content Inclusion in Client Teaching Plan:

● Cover essential information related to the client's condition or illness:

○ Pathophysiology: Explain the underlying disease process.

○ Risk Factors: Identify both modifiable and non-modifiable risk factors.

○ Lifestyle Modifications: Discuss changes in diet, medication adherence, exercise, and other 
habits.
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○ Diagnostic Procedures: Describe tests used for diagnosis and monitoring.

○ Signs and Symptoms: Educate on recognizing and managing symptoms.

○ Treatments and Interventions: Provide details on medications, benefits, risks, and 
alternatives.

○ Self-Care Strategies: Offer guidance on self-management and preventive measures.

○ Community Resources: Inform clients of available support services.

○ Follow-Up Care: Explain the importance of regular follow-up and appointments.

● Promote Informed Decision-Making:

○ Encourage clients to ask questions and express concerns.

○ Discuss the benefits and risks of treatment options.

○ Emphasize the importance of shared decision-making between the client and healthcare 
team.

● Evaluation of Understanding:

○ Assess the client's comprehension of the information provided.

○ Use open-ended questions or ask the client to explain the key points.

○ Clarify and reinforce any misunderstood concepts.

Understanding Factors A�ecting Client Recovery from Body System Alterations

Recovery from alterations in body systems can be influenced by a range of intrinsic and extrinsic 
factors. Just as with other health-related disorders, these factors can either promote or hinder a client's 
progress. For instance, conditions like diabetes can negatively impact a client's recovery from physical 
alterations, while strong social support systems can positively affect recovery from mental health issues 
like substance abuse. Conversely, factors such as the availability of community resources, social stigma, 
family dynamics, stress, and culturally competent care can all have negative repercussions on a client's 
physical and psychological recovery. To help comprehend these influential factors, the Dimensions of 
Health model provides a framework:

● Biological Dimension of Health: Factors such as favorable genetics, full-term pregnancies, and 
protective immunizations can enhance recovery. On the other hand, comorbid diseases like 
heart disease and diabetes can impede optimal recovery.

● Psychological Dimension of Health: An internal locus of control, high cognitive function, 
effective stress management techniques, and the client's orientation can contribute to enhanced 
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recovery. Conversely, psychiatric mental illnesses, high levels of debilitating stress, and an 
external locus of control can hinder recovery.

● Environmental Dimension of Health: Access to fluoridated water, clean air free from toxins, and 
uncontaminated drinking water and food sources can support recovery. Conversely, exposure to 
contaminated water and food sources can obstruct optimal recovery.

● Behavioral Dimension of Health: Active participation in the treatment plan and adherence to 
medication and other treatment regimens can promote recovery. Conversely, a lack of 
adherence to the treatment regimen and depression can impede recovery.

● Sociocultural Dimension of Health: The presence of available community resources and a 
robust social support system can enhance recovery. Conversely, limited economic resources and 
inadequate follow-up care can hinder optimal recovery.

● Health Systems Dimension of Health: Culturally competent care and the accessibility of 
community healthcare resources can facilitate recovery. Conversely, the absence of affordable 
and accessible healthcare systems and resources within the community can impede optimal 
recovery.

Understanding these dimensions and their impact on a client's recovery is essential for healthcare 
professionals striving to provide holistic care and support to individuals with alterations in their body 
systems. 

Utilizing Nursing Procedures, Pathophysiology, and Psychomotor Skills in Caring 
for Clients with Body System Alterations

Caring for clients with alterations in their body systems is a multifaceted task that requires registered 
nurses to draw upon their knowledge of nursing procedures, pathophysiology, and psychomotor skills.

Nursing Procedures: Guiding the Care Process

The knowledge of nursing procedures serves as the foundation for effective care delivery. It 
encompasses the application of the nursing process, which involves assessment, diagnosis, planning, 
implementation, and evaluation. Nurses also employ various procedures for communication, teaching, 
obtaining informed consent, admitting and discharging clients, transferring them within a facility, 
providing preoperative care, and monitoring medical devices. These procedures are not only governed by 
established standards of care and practice but also tailored to the policies and protocols of the specific 
healthcare facility.

Pathophysiology: Unveiling Underlying Mechanisms

Understanding the pathophysiology of specific disorders is indispensable in providing tailored care. 
Nurses must have a deep grasp of the underlying mechanisms that drive alterations in bodily systems. 
Whether it's diabetes, heart failure, chronic obstructive pulmonary disease, increased intracranial 
pressure, venous stasis, or pneumothorax, applying this pathophysiological knowledge enables nurses 
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to make informed decisions, anticipate potential complications, and design interventions that align with 
the unique needs of each client.

Psychomotor Skills: Hands-On Expertise

Psychomotor skills, the practical and hands-on aspects of nursing care, are equally essential. 
Registered nurses employ these skills when performing a wide range of procedures. Whether inserting 
an intravenous line, irrigating a surgical wound, ensuring proper body mechanics while repositioning a 
client, or providing passive range of motion exercises, these skills contribute to the comfort, safety, and 
overall well-being of the client.

The Intersection of Expertise

The synergy of nursing procedures, pathophysiology knowledge, and psychomotor skills creates a 
well-rounded nurse capable of delivering holistic care. This holistic approach ensures that clients 
receive care that is not only based on evidence and best practices but also individualized to their unique 
condition and needs. By integrating these components, registered nurses exemplify their commitment to 
the well-being of their clients, promoting optimal health outcomes and enhancing their quality of life.

Evaluating the Attainment of Client Treatment Goals

As previously outlined in the section titled "The Nursing Process and Psychosocial Integrity," the 
evaluation of client treatment goal achievement involves assessing the client's present condition and 
status in relation to both their baseline data and the predetermined expected outcomes of care 
established during the planning phase of the nursing process. The evaluation process encompasses five 
key steps:

1. Data Collection: Gathering data pertinent to the client's current condition and the established 
expected outcomes.

2. Data Analysis: Analyzing the collected data to identify trends, changes, or significant findings.

3. Comparison: Comparing the analyzed data against the predetermined expected outcomes to 
assess whether they have been met, exceeded, or fallen short.

4. Connection: Establishing a connection between the interventions implemented and the data 
and expected outcomes. This step links the care provided to the observed results.

5. Conclusion and Decision-Making: Drawing conclusions about the effectiveness of the 
interventions and treatments through the application of critical thinking and professional 
judgment skills. Based on the assessment, a decision is made regarding whether to continue the 
current plan of care, modify it, or discontinue it altogether.

This systematic evaluation process ensures that the client's progress is continually assessed and that 
adjustments to the care plan are made as necessary to promote optimal outcomes and quality of care.
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Chapter 8: Quiz & Answers
1. Pelvic inflammatory disease is most often caused by: 

A. Trichomoniasis 
B. E. coli 
C. Staphylococcus aureus 
D. Neisseria gonorrhoeae 

Correct Response: D 
Explanation: Pelvic inflammatory disease is most often caused by the Neisseria gonorrhoeae and 
Chlamydia trachomatis pathogens, and it most often occurs as the result of untreated salpingitis, pelvic 
peritonitis, a tubo-ovarian abscess, and/or endometritis.

Unlike Neisseria gonorrhoeae, trichomoniasis and infections caused by E. coli and Staphylococcus 
aureus are not associated with the onset of pelvic inflammatory disease, which can lead to infertility, 
increased risk for ectopic pregnancies, sepsis, septic shock, and death when left untreated. (See 
Reproductive System Medical Emergencies)

2. Intussusception occurs when: 

A. Part of the intestine slides into another part of the intestine
B. The appendix ruptures 
C. An ileostomy stoma retracts below the abdominal surface. 
D. Lungs are infiltrated 

Correct Response: A 
Explanation:   Intussusception occurs when a part of the intestine slides into another part of the 
intestine. This medical emergency can lead to poor perfusion of the intestine. The signs and symptoms 
of intussusception include knee to chest posturing, abdominal pain, bloody stool, fever, constipation, 
vomiting, and diarrhea.

A ruptured appendix occurs when an infected appendix ruptures; a stoma retraction occurs when an 
ileostomy stoma retracts below the abdominal surface; and pneumonia occurs when the lungs become 
infiltrated. (See Gastrointestinal Medical Emergencies)

3. Your client has superior vena cava syndrome. The client’s wife asks what this is. How should you 
respond to the client’s wife? You should explain that superior vena cava syndrome is: 

A. The compression of the renal medulla
B. Syncope and dizziness of unknown origin 
C. Pressure on the vena cava, which is a major vein in the body 
D. Pressure on the vena cava, which is the largest artery in the body

Correct Response: C 

    © 2024 ACHIEVE ULTIMATE CREDIT-BY-EXAM GUIDE | NCLEX - LPN                613



Explanation: You should explain that superior vena cava syndrome is pressure on the vena cava, which 
is a major vein, not an artery, in the body that carries blood from the systemic circulation to the right 
atrium of the heart. This pressure on the superior vena cava prevents the normal return of the body’s 
circulating blood to the heart.

The signs and symptoms of superior vena cava syndrome include tachypnea, dyspnea, venous stasis, a 
loss of consciousness, edema, seizures, respiratory and/or cardiac arrest, and syncope of unknown 
origin. This is a life threatening medical emergency. (See Immediate Medical Care and Interventions for 
Various Emergencies)

4. Identify this cardiac rhythm strip:

A. Third Degree Heart Block
B. Second Degree Atrioventricular Block, Type II 
C. Ventricular Fibrillation 
D. Premature Atrial Contractions

Correct Response: C 
Explanation: The two types of ventricular fibrillation that can be seen on an ECG strip are fine ventricular 
fibrillation and coarse ventricular fibrillation; ventricular fibrillation occurs when there are multiple 
electrical impulses from several ventricular sites. This results in erratic and uncoordinated ventricular 
and/or atrial contractions. (See Ventricular Arrhythmias)

5. Identify this cardiac rhythm strip: 

A. Torsades De Pointes 
B. Accelerated Idioventricular Arrhythmia 
C. First Degree Atrioventricular Heart Block 
D. Supraventricular tachycardia 

Correct Response: D 
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Explanation: Supraventricular tachycardia is simply defined as all tachyarrhythmias with a heart rate of 
more than 150 beats per minute.

The atrial and ventricular cardiac rates are from 150 to 250 beats per minute, the cardiac rhythm is 
regular, the p wave may not be visible because it is behind the QRS complex, the PR interval is not 
discernible, the QRS complexes look alike, and the length of the QRS complexes ranges from 0.06 to 
0.12 seconds. (See Atrial Arrhythmias)

6. Identify this cardiac rhythm strip: 

A. Asystole 
B. Atrial Flutter 
C. Supraventricular Tachycardia 
D. Premature Atrial Contractions

Correct Response: B 
Explanation: Atrial flutter, which is a relatively frequently occurring tachyarrhythmia, is characterized by 
a rapid atrial rate of 250 to 400 beats per minute, a variable ventricular rate, a regular atrial rhythm, and 
a possibly irregular ventricular rhythm. The P waves are not normal, the flutter wave has a saw tooth 
look (f waves), the PR interval is not measurable, QRS complexes are uniform, and the length of these 
QRS complexes is from 0.06 to 0.12 seconds. (See Atrial Arrhythmias)

7. Identify this cardiac rhythm strip: 

A. Idioventricular Rhythm 
B. Bundle Branch Block
C. Sinus Bradycardia 
D. Atrial Flutter 
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Correct Response: C 
Explanation: Sinus bradycardia is a sinus rhythm that is like the normal sinus rhythm, with the exception 
of the number of beats per minute. Sinus bradycardia has a cardiac rate less than 60 beats per minute, 
the atrial and ventricular rhythms are regular, the P wave occurs prior to each and every QRS complex, 
the P waves are uniform in shape, the length of the PR interval is from 0.12 to 0.20 seconds, the QRS 
complexes are uniform, and the length of these QRS complexes is from 0.06 to 0.12 seconds. (See Sinus 
Rhythms)

8. Your client is receiving phototherapy. What nursing intervention would you implement for this 
client?

A. Placing the client in the Trendelenburg position
B. Monitoring the color of the stools 
C. Using a Hoyer lift for client transfers
D. Monitoring the arterial blood gases 

Correct Response: B 
Explanation: You would monitor the color of the stools for the client who is receiving phototherapy. 
Phototherapy is used to treat psoriasis, but it is most commonly employed for the treatment of neonatal 
hyperbilirubinemia and jaundice, which can occur among both full term and preterm infants.

You would also monitor and document the client’s: Skin for changes in color that may indicate an 
increase or decrease in the amount of bilirubin in the client’s blood Laboratory bilirubin levels to 
determine whether or not the client’s bilirubin levels are decreasing as a result of the phototherapy. 
Volume, color and characteristics of the stool because phototherapy can lead to frequent, loose stools 
as well as a color change to green colored stools. (See Implementing and Monitoring Phototherapy)

9. Which of the following is an adverse effect of radiation therapy?

A. Fibrosis 
B. Alopecia 
C. Oral dryness
D. Xerostomia

Correct Response: A 
Explanation: Radiation fibrosis can affect bones, nerves, ligaments, muscles, blood vessels, tendons, 
and the heart, in addition to the lungs. Fibrosis occurs as the result of abnormal fibrin and protein 
accumulation within normal irradiated tissue.

Alopecia and oral dryness, also referred to as xerostomia, are side effects and complications to 
radiation, but not adverse effects.

Other side effects, complications, and adverse effects associated with therapeutic radiation therapy are:

● Skin damage
● Damage to the mucosa

● Dental caries and oral infections
● Fatigue
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● Nausea and vomiting
● Anorexia
● Diarrhea

● Bone marrow suppression and 
immunosuppression

● Radiation pneumonia
● Cataracts (See Evaluating and Monitoring 

Client Responses to Radiation Therapy)

10. You are having a nice dinner in a fancy restaurant. As you are eating, you hear the gentleman 
eating at the next table start to bang the table, hold his throat and forcibly cough. What should you 
do? 

A. Perform the Valsalva maneuver 
B. Encourage the person to continue coughing 
C. Perform the Heimlich maneuver
D. Begin CPR and prepare for ACLS measures 

Correct Response: B 
Explanation:   You would encourage the person to continue coughing because this person has a partial 
airway obstruction. You would perform the Heimlich maneuver when the person has a complete airway 
obstruction. CPR and ACLS may be necessary later, but not now as based on the fact that the person only 
has a partial airway obstruction. Lastly, the Valsalva maneuver is done when one exerts pressure against 
resistance. (See Applying Nursing Procedures and Psychomotor Skills in Managing Medical Emergencies 
in Clients)
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NCLEX - LPN Study Guide: Conclusion
In this comprehensive NCLEX LPN study guide, we've delved into a wide array of topics that are essential 
for nurses to master in preparation for their licensure examination and successful nursing practice. 
These topics span across nursing fundamentals, clinical skills, ethical considerations, client care, and 
healthcare system knowledge.

As future nurses, it's imperative to grasp the fundamentals of nursing care, including case management, 
assignment, delegation, and supervision. Collaboration with interdisciplinary teams, maintaining client 
advocacy, and upholding client rights are also critical aspects of nursing practice.

Moreover, the study guide touches upon the legal and ethical dimensions of nursing, emphasizing the 
importance of informed consent, confidentiality, and ethical practice. Nurses must also be well-versed in 
handling emergencies, preventing accidents and errors, and promoting safety in various healthcare 
settings.

Understanding the human lifespan, from developmental stages to end-of-life care, is essential for 
providing holistic and client-centered care. Additionally, nurses should be proficient in physical 
assessment techniques, teaching and learning principles, and recognizing and addressing behavioral and 
mental health issues.

Clinical skills, such as medication administration, hygiene, and infection control, are central to nursing 
practice. Being able to interpret diagnostic tests and laboratory values, as well as assessing for potential 
complications, is crucial for client care.

Lastly, nurses should comprehend the pathophysiology of diseases, be prepared to handle unexpected 
responses to therapies, and have a strong foundation in fluid and electrolyte balance, hemodynamics, 
and illness management.

This comprehensive study guide provides a robust foundation for nursing students and aspiring LPNs, 
equipping them with the knowledge and skills needed to succeed in their nursing careers and excel in 
their NCLEX LPN examinations. Continuous learning, practice, and dedication will further enhance their 
competence and ability to deliver safe and compassionate care to clients. Good luck on your journey to 
becoming a skilled and knowledgeable registered nurse!
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Practice Exam
1. Which of these would be the most appropriate way to document a client’s refusal of medication?

A. “The client refused the heparin injection when I tried to administer it. She yelled at me saying, ‘I 
do not want that injection right now!’ and told me to leave the room. I explained the risks of not 
taking the medication. She seemed very annoyed that I tried to give it at that time. I will attempt 
again later in my shift.”

B. “Ct stated she did not want the SQ heparin injected at this time. Risks of not taking this med 
were reviewed with the ct and ct verbalized understanding.”

C. “Subcutaneous Heparin injection was attempted to be given to the client per the physician’s 
order. Client refused, stating, ‘I do not want that injection.’ Potential risks for refusing the 
medication were reviewed with the client and client verbalized understanding.”

D. “Heparin refused during the shift. Risks reviewed.”

Correct Response: C
Explanation: The correct answer is (C). This documentation method provides an objective and concise 
account of the client's refusal of medication. It states that a subcutaneous Heparin injection was 
attempted as per the physician's order, the client refused, and the potential risks for refusing the 
medication were reviewed, with the client verbalizing understanding. This documentation adheres to the 
principles of clear, accurate, and objective record-keeping in healthcare. (A), (B), and (D) are incorrect for 
various reasons. (A) introduces subjective language, potentially clouding the objective documentation 
required in healthcare records. (B) lacks essential details about the attempted administration and is less 
comprehensive in describing the verbalized understanding. (D) is too brief, offering minimal information 
about the refusal and lacking specificity in terms of who conducted the risk review and the client's 
response.(See Record & Communicate)

2. The LPN is caring for a 9 month-old infant. Which of these behaviors exhibited by the child 
warrants further investigation?

A. She seems distressed with new adults.
B. She only babbles “mama” and “dada.”
C. She prefers crawling and is making no attempt to walk.
D. She does not respond to her own name.

Correct Response: D
Explanation: The correct answer is (D), as the behavior that warrants further investigation in a 
9-month-old infant is the failure to respond to her own name. By 9 months of age, infants typically 
exhibit the ability to recognize and respond to familiar voices, including their own name, serving as a 
crucial indicator of social and cognitive development. The absence of responsiveness to her name may 
raise concerns regarding potential issues related to hearing, language acquisition, or social engagement. 
In contrast, the other provided behaviors—being distressed with new adults (A), babbling "mama" and 
"dada" (B), and preferring crawling over walking (C)—are generally considered within the expected range 
of developmental variations for a child of this age. Being distressed with new adults is a common 
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behavior in infants and does not necessarily warrant further investigation, as they often experience 
stranger anxiety as a normal part of their social development. Babbling "mama" and "dada" is a typical 
language development milestone for a 9-month-old, and preferring crawling over walking is within the 
expected range of developmental variations, as the timeline for motor skill development can vary among 
infants.(See The Aging Process, Developmental Stages, and Transitions)

3. The LPN examines the client’s ECG strip attached to this question. The LPN identities this cardiac 
rhythm as which of the following?

A. Bradycardia
B. Atrial fibrillation
C. Ventricular tachycardia
D. Atrial flutter

Correct Response: D
Explanation: The correct answer is (D), Atrial flutter. This rhythm is characterized by a regular, 
saw-tooth pattern of atrial activity, often referred to as "F-waves." Atrial flutter typically presents with an 
atrial rate higher than the ventricular rate, creating a characteristic appearance on the ECG. (A), 
bradycardia, is incorrect because atrial flutter is associated with a rapid atrial rate, not a slow one. (B), 
atrial fibrillation, is incorrect as atrial fibrillation typically displays irregular and chaotic atrial activity, 
differing from the organized pattern seen in atrial flutter. (C), ventricular tachycardia, is also incorrect 
because the rhythm on the ECG primarily involves atrial activity, and ventricular tachycardia would 
present with a different ECG pattern primarily involving the ventricles. Therefore, the correct 
identification of the rhythm in this case is atrial flutter (D). (See Atrial Arrhythmias)

4. The LPN enters the room of a client who is having a tonic-clonic seizure. Which action should the 
LPN take first?

A. Elevate the head of the bed.
B. Prepare Lorazepam for administration.
C. Secure the airway.
D. Place a tongue depressor in between the client’s teeth.

Correct Response: C
Explanation: The correct answer is (C), as the first priority when a client is experiencing a seizure is to 
secure the airway. Ensuring a clear airway is crucial to prevent respiratory compromise and maintain 
oxygenation during the seizure episode. This involves repositioning the client to prevent the tongue from 
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obstructing the airway, and, if necessary, providing supplemental oxygen to support breathing. (A), (B), 
and (D) are incorrect actions in this context. Elevating the head of the bed (A) may not be the immediate 
priority, and preparing Lorazepam for administration (B) is a secondary intervention after addressing the 
airway. Placing a tongue depressor in between the client’s teeth (D) is contraindicated, as it can cause 
injury and is not recommended in the management of seizures. Therefore, the primary focus should be 
on securing the airway to ensure the client's safety and well-being during the seizure episode. (See 
Providing Care to Clients Following Seizure Episodes)

5. In what order should the LPN see the following clients? Use appropriate letters to match the 
correct order

A. a 72-year-old client with pneumonia asking 
to order her dinner.

B. a 23-year-old client with left arm fracture 
after an MVA complaining of 6 out of 10 
pain in his arm

C. a 53-year-old client with lower leg swelling 
complaining of sudden onset headache and 
blurry vision.

D. a 47-year-old client requesting more 
information regarding her surgery 
scheduled in three hour

A. A, D, B, C
B. D, C, B, A
C. B, C, A, D
D. C, B, D, A

Correct Response: D
Explanation: The correct answer is (D), as the LPN should prioritize seeing the clients in the following 
order: the 53-year-old client with lower leg swelling complaining of a sudden onset headache and blurry 
vision (C), the 23-year-old client with a left arm fracture after an MVA complaining of 6 out of 10 pain in 
his arm (B), the 47-year-old client requesting more information regarding her surgery scheduled in three 
hours (D), and finally, the 72-year-old client with pneumonia asking to order her dinner (A). This 
prioritization is based on the urgency and potential severity of the health issues presented by each 
client. The 53-year-old client may be experiencing a medical emergency requiring immediate attention, 
followed by addressing the acute pain of the 23-year-old. The 47-year-old's surgery information can be 
provided next, and the 72-year-old's request can be addressed last. (See Prioritization)

6. The LPN has just received a report on the following clients. Which of these clients should the LPN 
see ?

A. A client with a newly placed NG tube who is complaining of pain around the face and a plugged 
nose.

B. A post-op prostatectomy client complains of bladder spasms and blood in his foley bag.
C. A client in an arm cast that is 2 days post-op and reports feelings of numbness and tingling in 

her affected arm.
D.  A client newly diagnosed with hepatitis A reports stomach pain and itchy skin.

Correct Response: C
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Explanation: The correct answer is (C). Numbness and tingling in a limb raise concerns about 
compromised circulation or nerve function, potentially indicating compartment syndrome related to the 
cast or surgery. This situation demands urgent attention and reporting to the primary healthcare provider 
(PHCP). (A) is not correct as addressing discomfort and obstruction related to an NG tube, while 
important, does not take precedence over the symptoms described in (C). (B) is also incorrect, as 
bladder spasms and blood in the foley bag are common postoperative occurrences after a 
prostatectomy and are expected in the early postoperative period. (D) is not correct since symptoms 
related to hepatitis A, such as stomach pain and itchy skin, are important but do not necessitate the 
same immediate attention as the potential neurological concerns and post-operative complications 
described in the other options. (See Prioritization)

7. A client receiving a blood transfusion experiences a hemolytic reaction. Which finding will the 
LPN expect when assessing this client?

A. Hypotension, backache, low back pain, fever.
B. Wet breath sounds, severe shortness of breath.
C. Chills and fever occurred about an hour after the infusion started.
D. Urticaria, itching, respiratory distress.

Correct Response: A
Explanation: The correct answer is (A) as it accurately identifies the signs and symptoms of a hemolytic 
reaction, including chills, headache, backache, and dyspnea. In contrast, (B) incorrectly associates wet 
breath sounds and severe shortness of breath with circulatory overload. (C) is also incorrect because 
chills and fever about 1 hour after the infusion indicate a febrile or pyrogenic reaction. Similarly, (D) is 
inaccurate as it suggests that urticaria, itching, and respiratory distress indicate an allergic reaction. (See 
Addressing Blood Transfusion Complications)

8. The LPN is assisting a physician at the client's bedside with inserting a chest tube. What is the 
most important intervention by the LPN?

A. Keep a sterile field
B. Make sure the client is comfortable
C. Make sure the client is still
D. Have all supplies ready when the physician arrives.

Correct Response: A
Explanation: The correct answer is (A), as the LPN's paramount intervention during the chest tube 
insertion is to maintain a sterile field. This is crucial because the central line, which is a type of IV, will be 
inserted with its tip resting in the client's heart. Therefore, it is imperative that the procedure is 
conducted in a sterile environment to prevent infections. While ensuring client comfort and stillness is 
important, especially in the context of a chest tube insertion, the priority in this situation is maintaining a 
sterile field to minimize the risk of infection. The LPN should collaborate with another team member, 
such as a second LPN, to address client comfort and stability while focusing on the sterile field during 
the procedure. (B) and (C), which involve ensuring client comfort and stillness, are important aspects of 
client care but are secondary to the critical need for a sterile environment during the insertion of the 
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chest tube. (D), having all supplies ready, is also important but does not take precedence over 
maintaining a sterile field during this invasive procedure. (See Invasive Procedures: Varied and Vital)

9. The LPN is performing data collection on a client. When collecting data on a client's 
gastrointestinal system, the LPN should perform inspection and then

A. percussion.
B. palpation.
C. auscultation.
D. digital rectal examination.

Correct Response: C
Explanation: The correct answer is (C) for systematic gastrointestinal data collection by an LPN, which 
involves the sequential steps of inspecting the abdomen, auscultating for bowel sounds, percussing the 
abdomen, and palpating it. This order ensures a comprehensive and organized assessment. (A) is 
inaccurate as auscultation should follow inspection to assess bowel sounds. (B) is incorrect since 
palpation should come after percussion, and avoiding problem areas initially is essential for maintaining 
the client's cooperation. (D) is deemed inappropriate, as a digital rectal examination (DRE) is typically 
performed by a healthcare provider and is not a routine step in the LPN's gastrointestinal data collection. 
Following the proper sequence is vital for a thorough assessment and effective collaboration in client 
care. (See Techniques of Physical Assessment)

10. Which of these would be the most appropriate assignment for an LPN?

A. 35-year-old client who is suffering from an acute asthma attack
B. 18-year-old femur fracture client who is just returning to the floor from the recovery unit
C. 20-year-old client with Cystic Fibrosis who needs an early morning sputum sample collection
D. 84-year-old client 2 days post-op after knee replacement surgery who needs help ambulating

Correct Response: C
Explanation: The correct answer is (C), as the most appropriate assignment for an LPN is the 
20-year-old client with Cystic Fibrosis who needs an early morning sputum sample collection. Collecting 
samples on stable clients falls within the LPN's scope of practice. However, other options involve 
scenarios that require expertise beyond the LPN's scope. The 35-year-old client with an acute asthma 
attack requires immediate attention from an RN or medical provider due to the urgency and complexity 
of the situation. Similarly, the 18-year-old femur fracture client returning from the recovery unit needs 
an initial assessment by an RN. The 84-year-old client 2 days post-op after knee replacement surgery, 
who needs help ambulating, is better suited for a nursing assistant, allowing the LPN to focus on tasks 
aligned with their expertise. This approach ensures efficient and safe care allocation based on the 
specific needs of each client. (See Client Care Assignment)

11. A client is admitted to the ICU after being in a boating accident where he was severely injured. 
His mother is at the bedside and asks him about the accident. The client states, “What accident? 
I'm fine, Mom!” Which of the following is the client exhibiting?
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A. Suppression
B. Repression
C. Denial
D. Displacement

Correct Response: A
Explanation: The correct answer is (A), as the client is exhibiting suppression. Suppression involves the 
conscious and intentional blocking of unwanted thoughts or urges, and in this case, the client purposely 
avoids discussing the boating accident with his mother by reassuring her that everything is fine. This 
defense mechanism allows individuals to cope with overwhelming thoughts by actively pushing them out 
of conscious awareness. (B) Repression, on the other hand, involves a subconscious process of blocking 
unwanted memories, making it distinct from the client's conscious effort to suppress thoughts of the 
accident. While (C) denial is a common defense mechanism characterized by refusing to accept reality, 
the client is not outright denying the accident but rather consciously avoiding discussing it. (D) 
Displacement, the redirection of emotions to a less threatening target, is not evident in the client's 
response. Recognizing the use of suppression informs appropriate therapeutic approaches and support 
to help the client cope with the traumatic event. (See Coping Mechanisms)

12. The LPN collects this set of vital signs from the client: Pulse 67, Blood Pressure 167/89, 
Temperature 96.2 F, Pulse Ox 98%. What would be the most appropriate next action?

A. Apply a warm blanket.
B. Administer Metoprolol.
C. Contact the primary healthcare provider.
D. Review the client’s chart.

Correct Response: D
Explanation: The correct answer is (D) Review the client’s chart. The LPN should carefully examine the 
client's chart to determine whether the recorded vital signs, including a pulse of 67, blood pressure of 
167/89, temperature of 96.2°F, and pulse oximetry of 98%, are within the client's baseline. 
Understanding the client's typical vital sign ranges is crucial before deciding on any interventions, as 
elevated readings may be normal for that individual. Applying a warm blanket (A) is not the most 
appropriate action as it does not directly address the potential hypertension indicated by the elevated 
blood pressure. Administering Metoprolol (B) without a comprehensive assessment may not be 
warranted, and contacting the primary healthcare provider (C) should be based on a more informed 
understanding of the client's baseline. Reviewing the client’s chart allows for a comprehensive 
assessment before deciding on any specific interventions. (See Monitoring Client Output: Detecting 
Changes from Baseline)
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13. Which of the following of Erikson’s developmental stages are relevant to adults ages 18-64? 
Select all that apply.

A. Ego Integrity vs. Despair
B. Generativity vs. Stagnation
C. Industry vs. Inferiority

D. Initiative vs. Guilt
E. Intimacy vs. Isolation

A. A and D
B. B and C
C. C and E
D. B and E

Correct Response: D 
Explanation: The correct answer is (D) (Generativity vs. Stagnation) and (Intimacy vs. Isolation). These 
two stages of Erikson's developmental theory are particularly relevant to adults aged 18-64. Generativity 
vs. Stagnation focuses on the adult's desire to contribute to society, nurture the next generation, and 
leave a lasting legacy, capturing the essence of middle adulthood. Intimacy vs. Isolation is pertinent to 
the young adult and middle adulthood stages, emphasizing the need for individuals to form meaningful 
relationships and connections with others. In contrast, (Ego Integrity vs. Despair), (Industry vs. 
Inferiority), and (Initiative vs. Guilt) are not directly applicable to adults aged 18-64. Ego Integrity vs. 
Despair is more associated with later adulthood, typically starting in the late 60s and beyond, involving 
reflection on one's life. Industry vs. Inferiority is relevant to the school-age years, while Initiative vs. 
Guilt pertains to early childhood development. Understanding these Eriksonian stages is crucial for 
comprehending the psychological and social challenges adults face during different phases of their lives. 
(See Charting Psychosocial Development: The Wisdom of Erik Erikson)

14. The LPN reviews a client’s ABG results: pH 7.41, PO2 86 mmHg, PCO2 39 mmHg, and HCO3 32 
mEq/L. Which of the results is out of range?

A. PCO2

B. HCO3

C. pH
D. PO2

Correct Response: B
Explanation: The normal ranges are:

pH PO2 PCO2 HCO3

7.35–7.45 75–100 mmHg 35–45 mmHg 22–26 mEq/L

(See Comprehensive Understanding of Laboratory Values)
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15. The LPN is asked to perform an occult blood test. What type of sample should be collected?

A. arterial blood sample
B. sputum sample
C. venous blood sample
D. stool sample

Correct Response: D
Explanation: The correct answer is (D) stool sample. An occult blood test is designed to identify hidden 
(occult) blood in the stool, serving as an indicator of potential gastrointestinal bleeding. Collecting a 
stool sample is crucial for this test, as it allows healthcare professionals to assess the presence of blood 
in the digestive system. Arterial blood (A) is not typically used for occult blood testing, as it does not 
directly reflect gastrointestinal bleeding. Sputum (B) and venous blood (C) are also inappropriate 
choices for occult blood testing, as the focus of the test is specifically on detecting blood in the stool, not 
in respiratory or general circulatory systems. Therefore, the accurate and relevant specimen for an 
occult blood test is a stool sample, providing valuable insights into the presence of gastrointestinal 
bleeding. (See Fecal Occult Blood Testing (Guaiac Screening))

16. Your client is experiencing general malaise. Which stage of infection is this client in?

A. The incubation stage
B. The illness stage
C. The prodromal stage 
D. The convalescence stage

Correct Response: C 
Explanation: The correct answer is (C) the prodromal stage. General malaise in a client indicates the 
prodromal stage of infection, characterized by non-specific symptoms such as fatigue, muscle and joint 
pain, reduced appetite, and the onset of headaches. This stage follows the incubation stage (A), which is 
the initial phase of an infection that begins upon pathogen entry into the host and ends when signs and 
symptoms become evident. The illness stage (B) comes next, marked by the continuation of symptoms, 
although generally less severe than during the prodromal stage. Finally, the convalescence stage (D) 
represents the recovery period, during which symptoms gradually disappear. Understanding these 
stages is crucial for healthcare professionals in providing appropriate care and interventions based on 
the progression of the infection. (See Stages of Infection)

17. The LPN is helping a client get out of bed to use the restroom. Which of these actions represents 
proper ergonomic practice?

A. Bend over the clients to get a good grip when sitting the client up.
B. Lift the client into a standing position by using your leg and back muscles.
C. Aid the client in sitting/standing by lifting with the legs and keeping the back straight.
D. Let the client use your body to pull up in a sitting, then standing, position.

Correct Response: C
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Explanation: The correct answer is (C), as it represents proper ergonomic practice when assisting a 
client in getting out of bed. (C), which involves aiding the client in sitting or standing by lifting with the 
legs and keeping the back straight, aligns with safe techniques that minimize the risk of musculoskeletal 
strain or injury for both the LPN and the client. This approach ensures a more even distribution of weight 
and relies on the strength of the legs rather than placing undue stress on the back. In contrast, (A) and 
(B) are incorrect, as bending over the client or lifting them into a standing position using leg and back 
muscles can potentially lead to back strain. (D) is also incorrect, as allowing the client to use the LPN's 
body for support may compromise stability and increase the risk of falls. Therefore, (C) is the most 
appropriate and ergonomic method for assisting the client in this scenario. (See Proper Body Mechanics: 
Lifting and Moving)

18. The LPN is caring for assigned clients.The LPN should first check the client with

A. sickle cell disease who has new onset pain rated as 9 on a scale of 0-10
B. pneumonia who has a temperature of 100.6F (38.1 C) and is receiving IV antibiotics
C. Graves disease who has a heart rate of 110/min and a blood pressure of 122/85 mm Hg
D. diabetes mellitus who has an elevated serum glucose level and is requesting insulin lispro prior 

to a meal

Correct Response: A
Explanation: The correct answer is (A). Sickle cell disease is an inherited blood disorder characterized 
by the transformation of red blood cells (RBCs) into a sickle shape when deoxygenated, which can lead 
to clumping and blood flow obstruction during conditions like dehydration, stress (e.g., infection), and 
hypoxia. This results in acute pain episodes known as vaso-occlusive crises due to impaired blood flow 
and tissue ischemia. Immediate recognition and intervention are crucial to prevent irreversible tissue 
damage, such as myocardial infarction or stroke. (B), (C), and (D) describe manifestations in other 
clinical scenarios, such as fever in pneumonia, tachycardia in Graves disease, and hyperglycemia in 
diabetes mellitus, which may require attention but can be safely delayed or managed appropriately 
within their contexts. The priority for the LPN is the timely and focused care of the client experiencing a 
vaso-occlusive crisis. (See Prioritization)

19. The LPN is discussing a breach of the standard of care with a nursing student. The LPN uses 
which of the following situations as an example of negligence?

A. The UAP (Unlicensed Assistive Personnel) fills a water basin with warm water while the client 
with depression combs her hair.

B. The nurse transcribes a new medication order: Questran powder 2 oz bid with wet food or one 
full glass of water.

C. The nurse checks the distal pulses of a client's legs two hours after they have returned from a 
cardiac catheterization.

D. The nurse observes a UAP enter the room of a client on contact precautions wearing gloves and 
a gown.

Correct Response: C. The nurse checks the distal pulses of a client's legs two hours after they have 
returned from a cardiac catheterization.
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Explanation: The correct answer is (C) as delaying the assessment of distal pulses for two hours after a 
cardiac catheterization constitutes a breach of the standard of care, where prompt and frequent 
assessments are crucial to monitor for potential complications and ensure the client's safety. (A) and (D) 
are considered incorrect since providing warm water for hair combing, as described, is generally safe 
and aligns with standard care practices, while the nurse observing appropriate infection control 
practices does not represent negligence. Furthermore, (B) is not the correct choice, as negligence in 
medication administration would only apply if the nurse fails to follow the medication order correctly, 
leading to harm to the client. (See Malpractice)

20. You measure your 5-year-old client’s vital signs as: 

● Respiratory rate: 32 breaths per minute 
● Pulse: 100 beats per minute 
● Blood pressure: 85/55

The mother asks you if these vital signs are normal. You should respond to this mother by stating: 

A. “The respiratory rate is a little too fast but the other vital signs are normal.”
B. “The pulse rate is a little too fast but the other vital signs are normal.”
C. “The blood pressure is a little low but the other vital signs are normal.”
D. “All of these vital signs are normal for a child that is 5 years of age.”

Correct Response: A
Explanation: The correct answer is (A) "The respiratory rate is a little too fast but the other vital signs 
are normal." For a 5-year-old, the normal respiratory rate should fall within the range of 22 to 30 breaths 
per minute, and in this case, the measured rate of 32 breaths per minute is slightly elevated. However, 
the pulse rate (100 beats per minute) and blood pressure (85/55) fall within the typical ranges for a 
preschool child. It's important to highlight that the elevated respiratory rate may indicate the need for 
further assessment or monitoring. The incorrect responses include (B), as the pulse rate is within the 
normal range, (C), as the blood pressure is also within the expected range for a 5-year-old, and (D), 
which is inaccurate due to the elevated respiratory rate. Understanding and interpreting age-appropriate 
vital sign ranges are crucial for healthcare providers to effectively assess and address the health status 
of young children. (See Providing Care for Different Age Groups: Preschool to Middle Age Adults)

21. The A, B. C, Ds of a complete and comprehensive nutritional assessment includes:

A. Assessment data, biochemical data, clinical data, and dietary data
B. Ancestral cultural data, biochemical data, clinical data, and dietary data
C. Anthropometric data, biological data, chemical data, and dietary data
D. Anthropometric data, biochemical data, clinical data, and dietary data

Correct Response: D
Explanation: The correct answer is (D) Anthropometric data, biochemical data, clinical data, and dietary 
data. A comprehensive nutritional assessment involves the evaluation of an individual's nutritional 
status through four key components represented by the A, B, C, and D. A encompasses Anthropometric 
Data, including physical measurements like height, weight, body mass index, and other body 
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dimensions. B focuses on Biochemical Data, examining laboratory test results such as serum albumin, 
hemoglobin, urinary creatinine, and serum transferrin levels to gain insights into the individual's 
biochemical status. C involves Clinical Data, where healthcare professionals observe the client's physical 
condition, skin health, activity level, and mucous membrane status for signs of nutritional deficiencies or 
imbalances. Finally, D stands for Dietary Data, where clients provide information about their food and 
fluid intake over the last 24 hours, dietary preferences, and typical dietary choices. The incorrect options 
include additional elements that are not traditionally part of a nutritional assessment, highlighting the 
importance of understanding and applying the A, B, C, and D components for a thorough nutritional 
evaluation. (See Assessing the Client's Eating Ability and Nutritional Status)

22. Your client has been getting total parenteral nutrition for bowel rest for the last four days. 
During your assessment of the client today, your client tells you that their “chest hurts.” You assess 
that the client is also experiencing dyspnea. What is most likely occurring with this client?

A. Your client may be experiencing a fluid overload
B. Your client may be experiencing an embolus
C. Your client may be hyperglycemic
D. Your client may have an inadvertent pneumothorax

Correct Response: B
Explanation: The correct answer is (B). If a client receiving total parenteral nutrition for bowel rest 
reports chest pain and experiences dyspnea, the most likely occurrence is an embolus, as explained in 
(B). This complication can arise when air enters the closed system during tubing changes or when 
connecting a new container of hyperalimentation. Symptoms associated with an embolus, including 
chest pain, difficulty breathing (dyspnea), shortness of breath, coughing, and respiratory distress, are 
indicative of a potential issue in the circulatory system. Prevention measures, such as instructing clients 
to perform the Valsalva maneuver during tubing changes and ensuring rapid changes in tubings and 
solutions to minimize air exposure, are essential to mitigate this risk. While fluid overload (A) and 
hyperglycemia (C) are potential complications of total parenteral nutrition, they typically present with 
different symptoms. Additionally, an inadvertent pneumothorax (D), involving air trapped in the chest 
cavity, may occur during catheter insertion and is more likely to manifest immediately rather than after 
four days of TPN administration. In summary, recognizing the signs of an embolus and understanding 
preventive measures are crucial components of care for clients receiving total parenteral nutrition. (See 
Evaluating the Client's Response to Intermittent Parenteral Fluid Therapy)

23. Which of the following are included in the Rights of Medication Administration? Select all that 
apply.

A. right dose
B. right time
C. right explanation

D. right client
E. right route

A. B, C, D, E
B. B, C, E
C. A, B, D
D. A, B, D, E
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Correct Response: D (A, B, D, E)

Explanation: The correct response is (D) (A, B, D, E). The Rights of Medication Administration include 
the right client, right drug, right dose, right route, and right time. These principles are crucial in ensuring 
safe and effective medication administration. An additional right that is sometimes included is the right 
documentation, emphasizing the importance of accurately recording the administration process. 
Therefore, the comprehensive set of rights comprises the right drug, right dose, right client, right route, 
right time, and right documentation. (See Guiding Principles of Medication Administration)

24. If the LPN posts comments or anecdotes on social media that include identifying information 
about clients, what are the grounds for firing the LPN?

A. The LPN violated the law.
B. The LPN was negligent.
C. The LPN was unethical.
D. The LPN violated a pledge.

Correct Response: A
Explanation: The correct answer is A - The LPN violated the law. Posting comments or anecdotes on 
social media that include identifying information about clients constitutes a violation of the Health 
Insurance Portability and Accountability Act (HIPAA). This law is designed to safeguard the privacy and 
confidentiality of all medical information, encompassing written, oral, electronic, and personal identity 
information. Disclosing identifiable details about clients on social media platforms not only breaches 
professional ethical standards but, more critically, it infringes upon the legal protections mandated by 
HIPAA. The incorrect responses, such as citing negligence, ethics, or a pledge violation, do not capture 
the specific legal gravity associated with violating HIPAA regulations, which is essential for healthcare 
professionals to understand and adhere to in order to maintain the confidentiality and trust of their 
clients.(See Client Rights)

25. The LPN is assisting the client in collecting a clean catch urine sample. Which of the following 
directions is not appropriate for this procedure?

A. “You will need to wear sterile gloves for this procedure.”
B. “You will begin to urinate into the toilet and then stop; you will then urinate into the container 

about 10-15 mL.”
C. “Avoid touching the inside rim of the container.”
D. “You will clean the perineal area prior to urinating.”

Correct Response: A
Explanation: The correct answer is (A) "You will need to wear sterile gloves for this procedure." Sterile 
gloves are not necessary for collecting a clean catch urine sample. The appropriate directions for this 
procedure include instructing the client to begin urinating into the toilet, then stop and collect the 
midstream urine into the container (B). Additionally, advising the client to avoid touching the inside rim 
of the container (C) and cleaning the perineal area prior to urinating (D) are essential steps to maintain 
the sterility of the collected sample. The incorrect direction, wearing sterile gloves, is unnecessary for 
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this non-invasive procedure, where standard clean technique, involving the use of clean non-sterile 
gloves, is sufficient. Understanding the proper steps for a clean catch urine sample is vital for healthcare 
professionals to ensure accurate and uncontaminated test results. (See Clean Catch or Midstream Urine 
Specimen (Gender-Specific))

26. Which of the following is true about use of technology when caring for a client?

A. Computers should only be used for charting purposes during the shift.
B. Medications should be documented promptly.
C. When researching a client’s condition, any available sources can be used.
D. If the nurse does not have time to complete their charting, it is appropriate to take a lunch break 

and then return to charting.

Correct Response: B
Explanation: The correct answer is (B) Medications should be documented promptly. Timely and 
accurate documentation of medications is crucial in ensuring client safety and maintaining a 
comprehensive record of the client's treatment plan. It helps prevent errors, ensures effective 
communication among healthcare providers, and supports continuity of care. While computers are 
commonly used for charting, they can also serve various purposes, such as accessing and validating 
information about a client's condition or treatment. However, it's essential to verify the reliability of 
sources when using technology for research. The incorrect responses include the notion that computers 
should only be used for charting (A), emphasizing the importance of using technology beyond charting 
purposes. Additionally, the suggestion that any available sources can be used when researching a 
client's condition (C) overlooks the importance of relying on credible and evidence-based information. 
Lastly, delaying charting to take a lunch break and returning later (D) is not advisable, as timely 
documentation is crucial for effective client care. Understanding the appropriate use of technology is 
vital for healthcare professionals to enhance client outcomes and maintain the integrity of the 
healthcare process. (See Information Technology in Healthcare)

27. Your pediatric client weighs 48 pounds. How many mg of a medication would you administer to 
this client with each dose when the doctor has ordered 5mg/kg/day in two equally divided doses?

A. 45 mg
B. 60 mg
C. 52 mg
D. 55 mg

Correct Response: D 
Explanation: To calculate the pediatric client's dosage in milligrams for each dose, you need to first 
convert the client's weight to kilograms, then determine the total milligrams for the day, and finally 
divide the daily dosage by 2 because the order specifies two equally divided doses per day. Here are the 
steps for this calculation:

i. Calculate the client's weight in kilograms:
48 pounds / x kg = 2.2 pounds/1 kg
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ii. Criss-cross multiply the known numbers and divide this product by the remaining number to 
solve for X:
48 x 1 = 48
48/2.2 = 21.81 kg
iii. Determine the client's total daily dosage when the doctor has ordered 5 mg/kg/day:
21.81 kg x 5 = 109.05 mg per day
iv. Calculate the client's dose for each of the two divided doses:
109.05/2 = 54.53 mg, which is rounded off to 55 mg for each of the two divided doses. (See Pediatric 
Dosages and Special Considerations)

28. The LPN collects this set of vital signs from the client: Pulse 67, Blood Pressure 167/89, 
Temperature 96.2 F, Pulse Ox 98%. What would be the most appropriate next action?

A. Apply a warm blanket.
B. Administer Metoprolol.
C. Contact the primary healthcare provider.
D. Review the client’s chart.

Correct Response: D
Explanation: The correct answer is (D) review the client's chart. The LPN should examine the client's 
chart to determine if the observed vital sign values, including a bradycardic pulse of 67, elevated blood 
pressure of 167/89, a low temperature of 96.2 F, and a Pulse Ox reading of 98%, align with the 
individual's baseline. If the client's baseline falls within the reported range, the high readings may not 
necessarily warrant immediate intervention, as they could reflect the client's normal physiological 
parameters. In this context, applying a warm blanket might address the low temperature but overlooks 
the broader picture of potential baseline variations. Administering Metoprolol without a comprehensive 
understanding of the client's baseline could risk exacerbating the bradycardia. While contacting the 
primary healthcare provider is a reasonable step, it should follow a thorough review of the client's chart 
to provide essential context for interpreting the observed vital sign values and ensuring an informed 
communication with the healthcare team. Therefore, the LPN's most appropriate next action is to review 
the client's chart, allowing for a more nuanced interpretation of the vital signs in the context of the 
client's individual baseline. (See Documentation and Reporting)

29. Which of the following clients is at highest risk for an electrolyte imbalance?

A. Six-month-old with diarrhea and a temperature of 101.5
B. 67-year-old recovering from hepatic injury
C. 84-year-old admitted with a hip fracture
D. 16-year-old with Type I diabetes

Correct Response: A
Explanation: The correct answer is the six-month-old with diarrhea and a temperature of 101.5. 
Electrolyte imbalances are more likely in individuals with significant fluid losses, such as those 
experiencing diarrhea and fever. In this case, the six-month-old's condition increases the risk of 
dehydration, leading to potential electrolyte imbalances. Diarrhea results in the loss of essential 
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electrolytes like sodium, potassium, and chloride, and the accompanying fever exacerbates fluid loss 
through increased sweating and respiratory rate. The other options, including the 67-year-old recovering 
from hepatic injury, the 84-year-old admitted with a hip fracture, and the 16-year-old with Type I 
diabetes, present different clinical scenarios where electrolyte imbalances are not the primary concern 
or are not as acutely prominent. (See Identifying Signs and Symptoms of Fluid and Electrolyte 
Imbalances)

30. Which of the following is a nursing diagnosis that reflects some unexpected responses to 
therapy?

A. Episiotomy extension related to a forceps delivery 
B. Respiratory depression related to NSAIDs
C. Hemothorax related to a latex allergy 
D. All of the above

Correct Response: A
Explanation: The correct answer is (A) Episiotomy extension related to a forceps delivery. This nursing 
diagnosis signifies unexpected responses to therapy, specifically in the context of maternal trauma, 
lacerations, damage to the pelvic floor, bleeding, and the unintended extension of an episiotomy to the 
anus during a forceps delivery. These unexpected outcomes emphasize the need for nursing intervention 
and specialized care. The incorrect responses include (B), where respiratory depression related to 
NSAIDs is an inaccurate association, as respiratory depression is more commonly linked with narcotic 
analgesics like morphine. (C), involving hemothorax related to a latex allergy, is also incorrect as 
hemothorax is not a typical response to a latex allergy but is more commonly associated with 
complications from invasive procedures. (D), claiming all of the above as nursing diagnoses reflecting 
unexpected responses to therapy, is inaccurate as only option A truly aligns with unexpected outcomes 
in the context of forceps delivery. Understanding the specific associations between nursing diagnoses 
and therapeutic responses is vital for effective client care and intervention. (See Evaluating Clients for 
Unforeseen Adverse Reactions to Treatment)

31. An LPN is talking with a client scheduled to undergo a vasectomy in the next few minutes. He 
states, “I know I signed the form and all, but I’m not feeling so sure of this. It can be reversed 
pretty easily, right?” What is the LPN’s best response?

A. “It’s normal to feel a little nervous before a procedure like this one.”
B. “Yes, vasectomies can be reversed, but I’m sure once you have it you won’t regret it.”
C. “It sounds like you might be a little nervous. Don’t worry, this is a pretty minor procedure, and 

the doctor doing it is the best we have. You’re in great hands.”
D. “It sounds like you have a few more questions you’d like answered. Let me grab the doctor 

quickly so he can answer them for you.”

Correct Response: D
Explanation: The correct answer is (D) "It sounds like you have a few more questions you’d like 
answered. Let me grab the doctor quickly so he can answer them for you." This response is the most 
appropriate as it demonstrates the LPN's sensitivity to the client's uncertainties about the vasectomy, 
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validates his concerns, and respects his right to receive additional information before proceeding. 
Acknowledging the need for clarification, the LPN offers to involve the doctor promptly, ensuring that the 
client has the opportunity to have his questions answered and make an informed decision. In contrast, 
the other options either downplay the client's concerns, make assumptions about his feelings, or provide 
general reassurance without directly addressing his specific questions about the procedure's 
reversibility. Effective communication and respect for the client's autonomy in the decision-making 
process are crucial in promoting informed consent and ensuring a positive healthcare experience. (See 
Informed Consent )

32. The LPN is observing a client using crutches for a leg injury. Which of these would indicate a 
need for more education?

A. The client has a slight bend in the elbow when using the handles.
B. The client places the top padding 1–2 inches below the axilla with a firm grip on the handles.
C. When going down the stairs, the client leads with the injured leg.
D. The client rests the axilla on the top padding and loosely grips the handles with hands.

Correct Response: D
Explanation: The correct answer is (D). When observing a client using crutches for a leg injury, the 
indication for needing more education is if the client rests the axilla on the top padding and loosely grips 
the handles. This practice can lead to nerve damage, as the axilla (armpit) should not bear the full weight 
of the body. The client should have a firm grip on the handles and use the strength of the arms to 
support themselves, ensuring proper weight distribution. (A), (B), and (C) describe appropriate crutch 
use: having a slight bend in the elbow, placing the top padding 1–2 inches below the axilla with a firm 
grip on the handles, and leading with the uninjured leg when going down the stairs. However, option D 
indicates a need for correction in the client's technique to prevent potential complications.(See 
Assessing the Client's Use of Assistive Devices)

33. An LPN is having a serious discussion with a client who is facing a major surgery. During their 
conversation, the LPN is careful to pause and allow for silence. Which of these is the best reason for 
him to do this?

A. It allows the client to write down questions he or she has for the doctor.
B. It gives the client an opportunity to think about what is being discussed and ask related 

questions.
C. It allows the client to have a break from discussing such a serious topic.
D. It is designed to make sure the client is actually paying attention.

Correct Response: B
Explanation: The correct answer is (B) "It gives the client an opportunity to think about what is being 
discussed and ask related questions." The LPN's use of pauses and silence during a serious discussion 
with a client facing major surgery serves to create a conducive environment for the client to reflect on 
the information provided and formulate any questions or concerns that may arise. This approach 
facilitates open communication, allowing the client the necessary time and space to actively engage in 
the conversation. While the client may indeed have questions for the doctor, the primary purpose of the 
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pauses is to enhance the immediate interaction with the LPN, fostering a supportive atmosphere for the 
client to process and participate in the discussion. The other options, involving writing down questions 
for the doctor, providing a break from the topic, or ensuring the client's attention, do not align with the 
intended purpose of the thoughtful use of silence in this context. (See Prioritizing Adequate Time for 
Client Communication)

34. An LPN is tasked with checking the narcotic count on a medical surgical unit. Which statement 
by the LPN requires further investigation?

A. “The end of shift narcotics count is incorrect and needs to be reported.”
B. “I need a witness when I waste the leftover narcotics in the client’s PCA pump.”
C. “I left the narcotics box unlocked after confirming the beginning of shift count was correct.”
D. “I am going to check the facility’s policy for how to dispose of this controlled substance.”

Correct Response: C 
Explanation: The correct answer is (C) "I left the narcotics box unlocked after confirming the beginning 
of shift count was correct." This statement by the LPN requires further investigation as it indicates a 
lapse in security protocols, posing a potential risk to client safety. Proper storage and security of 
narcotics are paramount to prevent unauthorized access and potential diversion, and leaving the 
narcotics box unlocked could compromise the integrity of controlled substances. In contrast, the other 
statements show appropriate awareness and diligence in narcotic management, such as (A) reporting 
incorrect counts at the end of the shift, (B) ensuring a witness during the disposal of leftover narcotics in 
a client-controlled analgesia (PCA) pump, and (D) consulting the facility's policy for proper disposal of 
controlled substances. Adhering to established procedures and maintaining the security of controlled 
substances are crucial for maintaining the safety and integrity of medication management in healthcare 
settings.(See Documenting Medication Administration Across All Routes)

35. Although you were informed that your assigned client has no special skincare needs, you 
observe reddened areas over bony prominences upon your assessment. What is the next 
appropriate action?

A. Correct the initial assessment form.
B. Redo the assessment and document the current findings.
C. Conduct and document an emergency assessment.
D. Perform and document a focused assessment of skin integrity.

Correct Response: D
Explanation: The correct answer is (D). Conducting and recording a targeted assessment of skin 
integrity is the appropriate course of action in response to this newly identified issue. (A) and (B) are not 
applicable as the initial assessment remains unchanged and cannot be revised. (C) is also inappropriate, 
as the situation does not involve a life-threatening event, and therefore, an emergency assessment is 
unnecessary. (See Assessment of Skin Breakdown Risk)
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36. Your client has an allergy to both penicillin and latex. Which of these pathophysiological facts 
should you apply when you are providing to this client?

A. The sensitizing dose of penicillin can lead to anaphylaxis.
B. The second dose of penicillin can lead to distributive shock.
C. You should be aware of the fact that about 10% of the population has an allergy to both 

penicillin and latex. 
D. You should be aware of the fact that about 20% of the population has an allergy to both 

penicillin and latex. 

Correct Response: B
Explanation: The correct response is (B). When caring for a client with allergies to both penicillin and 
latex, it is crucial to apply the fact that the second dose of penicillin can lead to distributive shock, 
specifically anaphylaxis. The first exposure to penicillin, referred to as the "sensitizing dose," primes the 
body for a subsequent exposure. It is during the second exposure or dose that anaphylaxis or 
anaphylactic shock can be triggered. This understanding is vital in preventing severe allergic reactions in 
individuals with known allergies to penicillin. (A), (C), and (D) incorrectly state specific percentages of 
the population with allergies to both penicillin and latex, and these percentages are not supported by 
scientific evidence. In summary, the application of the fact that the second dose of penicillin can lead to 
distributive shock is crucial in providing safe and informed care to a client with known allergies to both 
penicillin and latex. (See Recognizing Symptoms and Indications of an Allergic Reaction)

37. The LPN is placing a Foley in a female client. Place the following steps in the appropriate order.

A. Prepare the sterile field.
B. Separate labia with non-dominant hand.
C. Clean the urinary meatus using cleansing 
solutions and forceps.
D. Inflate catheter balloon.

E. Place the client in a supine position with 
flexed knees.
F. Place lubricant on the catheter.
G. Place catheter in meatus with dominant 
(sterile) hand.

A. A, E, F, B, C, G, D
B. E, A, B, F, G, C, D
C. A, E, B, F, G, D, C
D. E, A, F, B, C, G, D

Correct Response: D
Explanation: The correct answer is (D). The LPN should follow this order when placing a Foley catheter 
to ensure a safe and aseptic insertion. The first step is to place the client in a supine position with flexed 
knees (E) to facilitate the procedure. Next, the LPN should prepare the sterile field (A) to maintain 
asepsis during the catheterization process. After that, lubricant should be applied to the catheter (F) for 
ease of insertion. The LPN then separates the labia with the non-dominant hand (B) to expose the 
urinary meatus. Cleaning the urinary meatus using cleansing solutions and forceps (C) is the subsequent 
step to minimize the risk of infection. Following this, the catheter is inserted into the meatus with the 
dominant (sterile) hand (G). Finally, the LPN inflates the catheter balloon (D) to secure it in place. Any 
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deviation from this ordered process may compromise sterility and pose potential harm to the client.(See 
Using Alternative Methods to Promote Urinary Elimination)

38. Which of the following behaviors is least appropriate when dealing with fellow staff members?

A. Only report conflicts that interfere with client care.
B. Provide positive feedback and constructive criticism.
C. Serve as a resource.
D. Provide input for performance evaluations.

Correct Response: A 
Explanation: The correct answer is (A) Only report conflicts that interfere with client care. This behavior 
is least appropriate when dealing with fellow staff members as conflicts can permeate various aspects of 
healthcare practice, including client care, nursing staff interactions, collaboration with other hospital 
staff, and the utilization of resources. Addressing conflicts comprehensively, rather than selectively 
reporting only those with a direct impact on client care, is crucial for fostering a healthy work 
environment and promoting effective teamwork. In contrast, providing positive feedback and 
constructive criticism (B), serving as a resource (C), and offering input for performance evaluations (D) 
are all considered appropriate behaviors in professional settings, contributing to positive team dynamics 
and individual growth. Recognizing the multifaceted nature of conflicts in healthcare is essential for 
healthcare professionals to effectively manage interpersonal challenges and maintain a supportive 
working environment. (See Collaboration with Interdisciplinary Teams)

39. The LPN is participating in a quality improvement project to reduce urinary tract infections 
(UTIs) for older adult clients in long-term care. It would be appropriate for the LPN to recommend. 
Select all that apply. 

A. The addition of more liquids to meal trays.
B. Standardizing the dosing times of prescribed diuretics.
C. Audio reminders for turning bed-bound clients.
D. Daily bathing using bath basins.
E. A staff in-service on hand hygiene.

Correct Response: A, E
Explanation: The correct answers are (A) and (E). To effectively reduce UTIs in older adults, the LPN can 
implement significant interventions such as offering more liquids, particularly during and between 
meals, to counteract the reduced thirst reflex common in this population, which may lead to a fluid 
volume deficit, a significant factor in UTI development. Additionally, promoting hand hygiene is crucial in 
preventing healthcare-acquired infections, including UTIs. On the other hand, (B), (C), and (D) are not 
pertinent to UTI prevention. Standardizing diuretic dosing times, while potentially helpful in preventing 
falls, does not directly impact UTI risk. Audio reminders for turning bed-bound clients are more relevant 
to pressure ulcer prevention, and bath basins, due to bacterial concerns, are discouraged or should be 
single-use if utilized.(See Performance Improvement Activities)
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40. What type of immunity occurs when a client has an infectious, communicable disease like the 
measles?

A. Adaptive immunity
B. Passive natural immunity
C. Active natural immunity
D. Active artificial immunity

Correct Response: C
Explanation: The correct answer is (C) Active natural immunity. This form of immunity occurs when a 
client becomes immune to a disease after being infected, as is the case with infectious, communicable 
diseases like measles. The body produces antibodies in response to the real infection, building a natural 
defense against the specific pathogen. In contrast, (A) adaptive immunity involves the acquisition of 
antibodies or activated T cells over time, typically through repeated exposure to antigens. The incorrect 
options include passive natural immunity (B), which involves the transfer of immunity from mother to 
fetus through the placenta, not the client's response to an infectious disease. Active artificial immunity 
(D) is also incorrect as it results from immunization with vaccines, not from natural infection. 
Understanding the distinctions between these types of immunity is essential for healthcare 
professionals in comprehending how the body responds to infections and vaccinations. (See Defenses 
Against Infection: Specific Antibody and Cell-Mediated Immunity)

41. The LPN is finishing the admission of a client with a cognitive impairment to the unit. When 
explaining the call bell to the client, the client does not respond. Which of the following is most 
appropriate?

A. Explain to the client that, in addition to the call bell, they can yell out for help or assistance when 
needed.

B. Turn the lights down to promote rest and relaxation.
C. Ask to move the client to a room at the end of the hallway so that they have an alert roommate 

that can report any issues with their call bell.
D. Leave the call bell in the client’s hand with the thumb over the button to activate the call bell.

Correct Response: A 
Explanation: The correct response is (A). When explaining the call bell to a client with a cognitive 
impairment who does not respond, the most appropriate action is to provide an alternative method for 
alerting staff. It is crucial to adapt communication strategies to the client's specific needs. Therefore, 
explaining to the client that, in addition to the call bell, they can verbally call out for help or assistance 
ensures they have an alternative and effective means of communication. This approach takes into 
consideration the client's cognitive impairment, promoting a more client-centered approach to care. (B) 
and (C) are unrelated to addressing the client's communication challenge, while (D), leaving the call bell 
in the client's hand with the thumb over the button, is not a safe or effective solution. In summary, 
offering an alternative communication method aligns with client-centered care and addresses the 
specific needs of the client with cognitive impairment. (See Other Preventive Measures)
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42. On a Thursday, the LPN is caring for a client who identifies as a Seventh Day Adventist. The 
client is scheduled for a minor invasive procedure on Saturday. Which of these is the most 
appropriate action?

A. Reschedule the procedure for Friday.
B. Ask the client if he has any specific beliefs or restrictions on the Sabbath.
C. Reschedule the procedure for Sunday.
D. Move forward with the procedure without question.

Correct Response: B 
Explanation: The most appropriate action is (B). When caring for a Seventh Day Adventist client 
scheduled for a minor invasive procedure on a Saturday, the LPN should ask the client if they have any 
specific beliefs or restrictions related to the Sabbath. Seventh Day Adventists typically observe the 
Sabbath from Friday evening to Saturday evening, and some individuals may have strict religious beliefs 
about refraining from work or certain activities during this time. It is essential for the LPN to engage in 
open communication with the client to understand their individual beliefs and preferences regarding the 
procedure. Rescheduling the procedure for Friday or Sunday may be options depending on the client's 
religious practices, and it is important to respect and accommodate their beliefs in the planning of 
medical interventions. Moving forward with the procedure without discussion or consideration of the 
client's religious beliefs would not be respectful or client-centered care. (See Understanding Factors 
Influencing Treatment Plan Non-Adherence in Clients)

43. A LPN is caring for an elderly client and realizes she made an error by administering an 
antibiotic at the drip rate ordered for normal saline. What is the most appropriate action?

A. Do nothing. There are no serious risks or side effects to this type of medication error.
B. File an incident report giving objective data about what happened.
C. Tell the charge nurse the medication error occurred and that it was due to the previous nurse 

mislabeling the IV tubing from the antibiotic and normal saline bags.
D. Tell the client that a medication error occurred and about the potential side effects.

Correct Response: B 
Explanation: The correct answer is (B). The most appropriate action is to file an incident report, as 
indicated in option B. Administering an antibiotic at the drip rate ordered for normal saline is a 
medication error that needs to be documented for thorough investigation and analysis. Incident reports 
serve as valuable tools for healthcare teams to understand the circumstances surrounding errors, 
identify contributing factors, and implement preventive measures to enhance client safety. (A), doing 
nothing, is not appropriate, as medication errors can have serious consequences, and addressing them 
promptly is crucial. (C), blaming the previous nurse without proper investigation, is not a constructive 
approach and may lead to a lack of accountability within the healthcare team. (D), informing the client 
about the medication error and potential side effects, is not the initial step to take; it is essential to first 
report the error through appropriate channels to ensure a comprehensive understanding of the incident 
before communicating with the client. (See Reporting of Incidents, Events, Irregular Occurrences, or 
Variance)
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44. An LPN is working in a client’s room who is positive for C. Diff (Clostridium difficile). What is the 
best action for the LPN to take?

A. Don a mask, gown, and gloves when working with this client.
B. Wear gloves when having any physical contact with the client.
C. Wear gloves and a mask when cleaning the client.
D. Wear gloves and gown during client care.

Correct Response: D
Explanation: The correct answer is (C). The best action for the LPN when working with a client positive 
for C. Diff (Clostridium difficile) is to wear gloves and a gown during client care, as indicated in option D. 
C. Diff is associated with contact precautions, and gloves and a gown constitute the appropriate personal 
protective equipment (PPE) for preventing transmission. This is because the primary mode of C. Diff 
transmission is through contact with contaminated surfaces rather than respiratory droplets. (A), (B), 
and (C), which involve additional measures such as masks or excessive PPE, are not necessary for C. Diff 
precautions. While some individuals may choose to wear masks, it is not mandatory nor a 
standard/recommended practice, as the primary concern is contact with the bacteria through skin or 
clothing. In summary, using gloves and a gown during client care represents the most effective and 
recommended approach to minimize the risk of C. Diff transmission in this context. (See 
Transmission-Based Precautions)

45. Which statement would be the most accurate in safety education for injury prevention in the 
home of elderly adults?

A. Use the handrail when going up and down the stairs, ensure robes or pants are held up if flowy, 
and wear comfortable, non-skid footwear.

B. Use solid chairs without armrests, remove anything in walkways, and use cordless phones.
C. Remove all throw rugs, remove furniture from all pathways, and wear comfortable, non-skid 

footwear.
D. Have raised toilet seats, ensure all throw rugs have gripping material on the floor side, and use 

grab bars in the shower/bathroom.

Correct Response: C
Explanation: The correct answer is (C). In safety education for injury prevention in the homes of elderly 
adults, the most accurate statement emphasizes the removal of potential fall hazards. Advising 
individuals to remove all throw rugs, clear pathways of furniture, and wear comfortable, non-skid 
footwear is crucial in minimizing the risk of falls, as throw rugs, furniture in walkways, and slippery 
footwear are common contributors to accidents in the elderly population. While the recommendation in 
(A) to use handrails when going up and down stairs and ensure secure clothing is valid, it lacks the 
comprehensive approach of addressing throw rugs and non-skid footwear. (B), suggesting the use of 
solid chairs without armrests and clearing walkways, does not sufficiently cover the risks associated 
with throw rugs and proper footwear. (D), while addressing certain safety aspects, does not encompass 
the broader issues related to throw rugs, furniture in walkways, and non-skid footwear as effectively as 
the correct response. (See Home Safety: Evaluating the Need for Home Modifications for Clients)
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46. The LPN is receiving the report on a comatose client at the start of the shift at 1500. What 
statement should be of most concern?

A. The client was bathed and skin was assessed head-to-toe at 0900 with no abnormal findings.
B. The client’s indwelling urinary catheter was last changed 5 days ago.
C. The client’s PEG tube was changed 6 months ago.
D. The client was repositioned on his right side at 1100.

Correct Response: D
Explanation: The correct answer is (D). The LPN should be particularly concerned about the statement 
that the comatose client was repositioned on his right side at 1100. Given the bedridden status of the 
client, regular repositioning every two hours is crucial to prevent the development of pressure ulcers and 
skin breakdown. Failing to adhere to this recommended repositioning schedule can lead to serious 
complications for immobilized clients, making it a matter of immediate concern. In contrast, the report 
of the client being bathed and the skin being assessed at 0900 with no abnormal findings (A) is a 
positive aspect of the report, indicating routine skin care. While the client's indwelling urinary catheter 
not being changed for 5 days (B) raises infection risk concerns, it is not as time-sensitive as the failure to 
reposition the comatose client at the recommended intervals. Additionally, the report of the PEG tube 
being changed 6 months ago (C) is not an immediate concern during this shift. In summary, the LPN 
should prioritize addressing the lack of timely repositioning to mitigate the risk of skin breakdown for the 
bedridden client. (See Implementing Strategies for Skin Integrity Maintenance and Prevention of Skin 
Breakdown)

47. While repositioning the client, the LPN notices a shallow, open ulcer on the sacrum with 
partial-thickness skin loss. What is the classification stage of this ulcer?

A. Stage I
B. Stage III
C. Stage IV
D. Stage II

Correct Response: D
Explanation:The correct answer is (D) Stage II. While repositioning the client, the LPN observes a 
shallow, open ulcer on the sacrum with partial-thickness skin loss, classifying it as Stage II in the wound 
classification system. Stage II denotes damage to both the epidermis and dermis, indicating that the 
skin is not intact. This stage is characterized by partial-thickness skin loss, aligning with the observed 
features of the ulcer. The LPN appropriately rules out other stages: (A) Stage I, characterized by intact 
skin with non-blanchable redness; (B) Stage III, involving full-thickness skin loss extending into 
subcutaneous tissue; and (C) Stage IV, representing the most severe form with damage to deeper 
structures. The LPN's recognition of the ulcer's characteristics aligns with the appropriate wound 
classification, ensuring accurate assessment and subsequent care planning for the client. (See 
Implementing Strategies for Skin Integrity Maintenance and Prevention of Skin Breakdown)
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48. The LPN is caring for a client who has a history of exhibiting inappropriate and dangerous 
behavior in brief episodes. The LPN is asked to suggest ways to adapt the client’s care plan to 
prevent these episodes. Which of the following are appropriate interventions? Select all that apply.

A. Ensure the client has the same bedtime to 
promote adequate sleep.
B. Change the client’s schedule daily to help the 
client adjust to unexpected changes.
C. Promote appropriate socialization to ensure 
the client is having enough personal interaction.

D. Allow the clients to participate in physical 
exercise to help decrease the client’s stress.
E. Keep the client engaged in activities from 
wake up to bedtime to distract the client.

A. B, C, D
B. A, C
C. A, C, D
D. B, D, E

Correct Response: C
Explanation: The correct answer is (C) (A, C, D), as these interventions are appropriate for adapting the 
client’s care plan to prevent episodes of inappropriate and dangerous behavior in a client with a history 
of such episodes. Ensuring the client has the same bedtime to promote adequate sleep (A) contributes 
to a stable routine, which can reduce stress and potential triggers. Promoting appropriate socialization to 
ensure the client has enough personal interaction (C) helps address social needs and may prevent 
feelings of isolation or frustration. Allowing the client to participate in physical exercise to help decrease 
stress (D) is beneficial for overall well-being. These measures collectively provide a comprehensive 
approach to fostering a supportive and structured environment for the client, minimizing potential 
triggers for inappropriate behaviors. (B) is not appropriate, as changing the client’s schedule daily may 
introduce unnecessary stress and unpredictability, which could exacerbate the client's condition. (E), 
while potentially useful in moderation, should be approached cautiously, as excessive engagement in 
activities may contribute to fatigue and stress.(See Empowering Self-Control: Strategies for Preventing 
and Managing Inappropriate Behavior)

49. A client who is 3 hours post-op from a hysterectomy is ordered 7.5 mg morphine sulfate q 2 hr 
PRN for pain. The pharmacy sends a vial constituted of 5mg/10mL. How many mL will the nurse 
give?

A. 15mL
B. 10mL
C. 5mL
D. 7.5 mL

Correct Response: D
Explanation: Available is 5mg/10ml but ordered is 7.5mg

5 mg/10 mL = 7.5 mg 
75 mg = 5x
75 ÷ 5 = 15
So x = 15mL (See Calculation Formulas for Dosages)
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50. A female client is about to begin her first chemotherapy treatment. She tells the LPN, “It sounds 
silly, but I’m just so afraid of how people will react to me once I lose all my hair. I always had such 
pretty hair… I know, stupid, right?” What is the LPN’s best response?

A. “Your hair will grow back right after treatment stops. And for many women, it grows back even 
thicker and shinier! For now, just focus on getting better.”

B. “Most people are pretty understanding about chemo hair loss, but I know it’s hard. Have you 
joined our chemotherapy support group?”

C. “Don’t worry. The way they make wigs these days, no one will be able to tell! Would you like me 
to help you pick one out?”

D. “Many people have a hard time with chemo-related hair loss. Tell me a little more about your 
concerns.”

Correct Response: D
Explanation: The correct answer is (D). The LPN's best response is to express empathy and encourage 
the client to share more about her concerns. By saying, "Many people have a hard time with 
chemo-related hair loss. Tell me a little more about your concerns," the LPN demonstrates active 
listening and validates the client's feelings, creating an open and supportive environment for the client to 
express her fears and emotions. (A) attempts to reassure the client about hair regrowth but may 
minimize her feelings and not address the emotional aspect adequately. (B) suggests joining a support 
group, which may be helpful but does not directly acknowledge the client's immediate concerns. (C) 
focuses on wigs, potentially overlooking the emotional impact of hair loss on the client. In contrast, (D) 
prioritizes understanding and addressing the client's emotional well-being during a challenging time. 
(See Applying Therapeutic Communication Techniques in Nursing Practice)
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