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PREFACE

Nursing is core part in health service delivery system in which health
promotion, disease prevention; curative and rehabilitative health
strategies are applied. The clinical nursing skills for the nurses are
of paramount important not only to provide comprehensive care but
also enhance clinical competence. The purpose of preparing this
lecture note is to equip nurses with basic clinical nursing skills, which
will enable them to dispatch their responsibility as well'as to develop
uniformity ‘among Ethiopian Professional Nurse Training ‘Higher
Institutions.

The lecture note series is designed to have two parts: part-l is
composed.of most basic clinical skills, where as part two will. be
covering most advances clinical skills as well as fundamental
concepts related to the skills. It is well known that no nursing service
can be provided with out basic clinical nursing skills. For nurse to
provide health service at different settings; hospital, health center,
health post and at the community level including home based care
for chronically sick patients, the course is very essential. It is also
hoped that other primary and middle level health professional
training institution will utilize the lecture notes to rational exercise the

professional skills.

The lecture note is therefore organized in logical manner that
students can learn from simpler to the complex. It is divided in to

units and chapters. Important abbreviations and key terminologies



have been included in order to facilitate teaching learning processes.
On top of that learning objectives are clearly stated to indicate the
required outcomes. Glossary is prepared at the end to give
explanation for terminologies indicated as learning stimulants at
beginning of each chapter following the learning objectives. Trial is
made to give some scientific explanation for procedure and some
relevant study questions.are prepared to each chapter to aid
students understand of the subject. To enhance systematic
approach in conducting nursing care the nursing process is also

indicated for most procedures.
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Basic Clinical Nursing Skills

UNIT ONE
CHAPTER 1

INTRODUCTION

Learning Objectives:
After completing this unit, the learners will be able to:
e State the modern definition of nursing
e Outline the historical background of nursing world wide and
in Ethiopia
s Identify the contribution of significant individuals in nursing
e Describe the nursing process
e Describe critical thinking as an instrument for provision of

quality care

Nursing

Definition:

“It is the diagnosis and treatment of human responses to actual or
potential health problems” (ANA 1980).

It is assisting the individual, sick or well in the performance of those
activities contributing to health or its recovery (to peaceful death)

that he will perform unaided, if he had the necessary strength, will or
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Nursing is the art and science that involves working with individual,
families, and communities to promote wellness of body, mind, and
spirit. It is a dynamic, therapeutic and educational process that
serves to meet the health needs of the society, including its most

vulnerable members.

Historical Background of Nursing

Nursing has a history as long as that of human kind. Human beings
have always faced the challenge of fostering health and caring for
the ill and dependent. Those who were especially skilled in this area
stood out and, in some instances, passed their skills along to others.
Uprichard (1973) described the early history of nursing using three
images: the folk image, the religious image, and the renaissance

image.

The Folk Image of Nursing:

The Nurse as Mother

The early development of nursing was rarely documented, so we
must speculate about its character from what we know of early
civilizations. The nurse was generally a member of the family or, if
not, then a member of the community who demonstrated a special
skill in caring for others. Nursing in this perspective was seen largely
as a feminine role an extension of mothering. Indeed, the word
nursing itself may have been derived from the same root as the
words nourish and nurture. This view of nursing was prevalent in the

earliest historical records and is still present in primitive cultures.
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death; those who worked in them were seen as corrupt and

unsavory.

The Emergence of Modern Nursing

To some extent, the three early images of the nurse were held
simultaneously for hundreds of years. Then, in the 19" century, one
woman changed the course of nursing: Florence Nightingale.
Although born to wealth and a family well placed in Victorian English
Society, Florence Nightingale had a firm belief in Christian ideals
that made hler disdainful of a life of luxury. She believed her true
calling was to minister to the sick. As an intelligent and well-
educated woman, she recognized that optimum care of the sick
required education. She persevered against family and social
opposition and initiated personal study and research into sanitation
and' health. She studied with Pastor Fleidner of 33, was to
reorganize the care for the sick at a hospital established -for

“Gentlewomen in Distressed Circumstances.”

Nightingale’s success in her first post led Britain’s secretary of war to
recruit her for a far more arduous reorganization. Britain was then
engaged in a major war in the Crimea; reports were coming back
that more men died of wounds in the hospitals than on the
battlefield. Funds were raised and nurses recruited for Florence
Nightingale’s Crimean campaign. When she arrived at the front,
Nightingale found that conditions in the military hospitals were
abominable. The absence of sewers and laundry facilities, the lack

of supplies, the poor food, and the disorganized medical services
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contributed to a death rate of more than 50% among the wounded.
Nightingale insisted on retaining control of all of her supplies, funds,
and personnel. Her efforts and those of her staff reduced the death
rate among the wounded to less than 3%. She eventually completely
reformed the military’s approach to the health care of the British

soldier.

In 1860, she created a school of nursing, which was the model for
most nursing education in England. The school was organized
around three components: 1) a trained matron with undisputed
authority over all members of the staff, 2) a planned course of
theoretical and practical training, and 3) a home attached to the
hospital in which carefully selected students were placed in the care
of “sisters” responsible for their moral and spiritual training. (The
English term “sisters” used for secular nurses reflects nursing’s
religious history.) Nightingale established educational standards for
the students — she concerned herself not just with health care needs

but with human needs.

Her school prepared nurses for hospital care (where they were
called “ward sisters”) and for supervisory and teaching positions.
Nightingale also set up a program for preparing “district” nurses,
the public health/visiting nurses of England. She wrote that these
district nurses needed additional education because they would be

working more independently than the hospital staff members.

Nightingale’s strong statements about the role of nurses and their

need for lifelong education are still quoted widely today. Perhaps

6
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she, more than anyone else, can be credited with establishing

nursing as a profession.

In the early ages, much of the practice of medicine was integrated
with religious practices. Before the development of modern nursing,
women of nomadic tribes performed nursing duties, such as helping
the very young, the .old, and "the - sick, care-dwelling mothers

practiced the nursing of their time.

As human needs expanded, nursing development broadened; its
interest and functions through the social climates created by
religious ideologies, economic development, industrial revolutions,
wars, crusades, and education. In this way modern nursing was

born.

The ‘intellectual revolution of the 18th and 19th centuries led to a

scientific revolution. The dynamic change in economic and political
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History of Nursing in Ethiopia

Even though Ethiopia is one of the oldest countries in the world,
introduction of modern medicine was very late. Health care of
communities and families was by Hakim (wogesha or traditional
healers).

Around 1866 missionaries came to Eritrea, (one of the former
provinces of Ethiopia) and started to provide medical care for very
few members of the society. In 1908 Minlik Il hospital was
established in the capital of Ethiopia. The hospital was equipped and

staffed by Russians.

Later ‘hospital building was continued which raised the need to train
health auxiliaries and nurses. In 1949 the Ethiopian Red Cross,
School of Nursing was established at Hailesellasie | hospital in Addis
Ababa. The training was given for three years. In 1954 Hailesellasiel
Public: Health College was established in Gondar to trainhealth
officer, community health nurses and sanitarians to address the
health problem of most of the rural population. In line with this, the
Centralized school of Nursing formerly under Ministry of health and
recently under Addis Ababa University Medical Faculty and Nekemit

School of nursing are among the senior nurse’s training institutions.

During the regimen of 'Dergue’, the former bedside and community
health nursing training was changed to comprehensive nursing. An
additional higher health professional training institution was also
established in Jimma(1983) to train health professionals using

educational philosophy of community based and team approach.
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NURSING PROCESS and CRITICAL THINKING
Nursing Process:

Definition: Nursing Process is a tool or method for organizing and
delivering care or a deliberate intellectual activity where
by the practice of nursing is approached in an orderly
systematic manner. It is'a systematic problem solving
approach to client care. It is ‘a series.of planned steps
and actions directed toward meeting the need and
solving problems.of people and their significant others; it
is systematic, scientific problem solving in - action

(Sorensen and Luckman, 1986)

Purpose of Nursing Process:
1. Toidentify clients health care needs

2. To establish nursing care plan so as to meet those needs

10
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health problems. In nursing assessment the best sources of

11
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Physical examination

(Analysis of data is included as part of the assessment. For
those who wish to emphasize its importance analysis may be
identified as a separate step of the nursing process.)

2. Diagnosis — identification of the following two types of patient

problems:

a) Nursing diagnosis — actual or potential health problems that

can be managed by independent nursing interventions.

Purposes of the Nursing Diagnosis- the nursing diagnosis

serves the following purposes:

e Identifies nursing priorities

- Directs nursing interventions to meet the client’s high

priority needs

e Provides a common language and forms a basis for
communication and understanding between nursing

professionals and health care team.

e Guides the formulation of expected outcomes for

guality assurance requirements of third party payer.

* Provides a basis for evaluation to determine if nursing

12
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The diagnostic statement

The client may present with more than one problem. Therefore, the
nursing diagnosis may be made up of multiple diagnostic
statements. Each diagnostic statement has two or three parts
depending on the healthcare facility. The three-part statement

consists of the following components:
e Problem

e Etiology

13
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Writing the Diagnostic Statement

The diagnostic statement connects problem, etiology, and signs and
symptoms. The first two parts of the statement are linked by” related
to,” some times abbreviated R/T. The last two parts are linked by “as

evidenced by,” some times abbreviated AEB.

E.G. Ineffective Airway Clearance related to physiologic effects of
pneumonia as evidenced by increased sputum, coughing, abnormal
breath sounds, tachypnea, and dyspnea.

b) Collaborative problems — certain physiologic
complications that nurse monitor to detect onset or
changes in status. Nurses manage collaborative
problems using physician — prescribed and nursing
prescribed interventions = to  minimize  the

complications of the events.

3. Planning — development of goals and a plan of care designed to

assist the patient in resolving the diagnosed problems. Setting

14
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Establishing Expected Outcomes

An expected outcome is a measurable client behavior that indicates
whether the person has achieved the expected benefit of nursing
care. It may also be called a goal or objective. An expected outcome
has the following characters tics:

e Client oriented

. Speg“%\‘“ . Ethfoﬁfﬁe

15
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N.B. Dividing the nursing process into five distinct components or
steps serves to emphasize the essential nursing actions that must
be taken to resolve patient’'s nursing diagnoses and manage any

collaborative problems or complications.

Critical thinking:

It is defined as an intellectually disciplined process of actively and
skillfully conceptualizing, applying, analyzing, synthesizing, and or
evaluating information gathered from, or generated by observation,
experience, reflection, reasoning or communication, as a guide to
belief. and action. Critical thinking involves problem solving and
decision making process, but it is a more complex process: Critical
thinking competencies are the cognitive processes a nurse in clinical
situations include diagnaostic reasoning clinical inferences, and
clinical decision-making. The nurse process is considered the
specific critical thinking competency in nursing. Critical thinking skill
assists the nurse to look at all aspects of a situation and then at a
conclusion. When critical thinking is employed in clinical situations
one should expect the how to examine ideas, beliefs, principles,
assumptions, conclusions, statements and inferences before coming

to a conclusion and make a decision

16
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Study Questions:
1. Define nursing using modern definition.
2. List nurse professionals who significantly contributed to
professional development.
State the historical trends of nursing development.

3.
4. Mention st§.I MQ pro&I&h‘f
5.
6

Stat mon ways of collecting og(a t client.

Qbe critical thi
§ %

17
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UNIT TWO
SAFETY IN HEALTH CARE FACILITIES
CHAPTER TWO
INFECTION CONTROL/ UNIVERSAL
PRECAUTION

Learning Objectives:
At the end of this chapter the learner will be able to:
» Describe infection prevention in health care setups
e List chain of infection
< Identify between medical asepsis and surgical asepsis
e - Discuss the purpose, use and components of standard
precautions.
- Maintain both medical and surgical asepsis
e Describe how to setup a client’s room for isolation, including
appropriate barrier techniques.
e Identify hoe to follow specific airborne, droplet and contact

precautions.

New Terminology

- Airborne precaution - protective isolation

- Contact precaution - standard precaution

- Droplet precaution - transmission-based precaution
- Isolation

18
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Nursing Process

Assessment
- ldentify appropriate times for hand washing

- ldentify type of protective clothing required for barrier

nursing.

- Identify epidemiology of the disease to determine how to

prevent infection from spreading.
- ldentify equipment needed to prevent spread of organisms
- Assess method of terminal cleaning and disposing
equipment.
- Assess method of hand washing that is most appropriate for
assigned task.
- Identify clients at risk for infection
- Assess availability of equipment for frequent hand washing.
- Evaluate health status of the nurse
- Check agency policy for hand washing protocol
- Assess need for use of unsterile gloves
- Assess nurses and clients for latex allergies

- Assess need for laterx-free equipment and/or environment.

Planning/Objective

- To prevent the spread of endogenous and exogenous flora

to other client.

19
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- To reduce potential for transforming organisms from the
hospital environment to the clients from acquiring

nosocomial infections.

- To deliver client care with pathogen-free hands.

- To prevent pathogenic microorganisms spreading from client

to client, environment or health care personnel to client.

- To prevent health care workers from contamination.

Implementation
- . Preparation for isolation
-~ Donning and removing isolation attire
- Using a mask
- Assessing vital signs
-~ Removing items from isolation room
- Utilizing double-bagging for isolation
- Removing a specimen from isolation room
- Transporting isolation client outside the room
- Removing soiled large equipment from isolation room
- Hand washing (Medical asepsis)
- For using Waterless Antiseptic Agents
- Cleaning Washable Articles
- Donning (putting on) and Removing clean Gloves

- Managing Latex Allergies

20
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Evaluation/Expected Out9kme

21



Basic Clinical Nursing Skills

Normal Body Defense

Individuals normally have defenses that protect the body from
infection. These defenses can be categorized as non-specific and

specific.

Specific Defenses

Specific defenses (immune): are directed ‘against identifiable
bacteria, viruses, fungi, or other infectious agents. Specific defenses
of the body involve the immune.system, which responds to foreign

protein in the body (E.g. bacteria or transplanted tissues) or, in some

22
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Inflammation is a local and non-specific defense response of the
tissues to injury or infection. It is an adaptive mechanism that
destroys or dilutes the injurious agent, prevents further spread injury,
and promotes the repair of damage tissue. Inflammation is
characterized by the following classic signs and symptoms of
(Virchow, 1821-1902):

(a) Pain (dolor), - (b) Swelling (tumor), (c) Redness (rubor), (d) Heat
(calor), and (e) Impaired function of the part (fanctio laesa), if the
injury is severe. Often words with “it is” describe an inflammatory

process.

An infection is-an invasion of the body tissue by microorganisms and
their proliferation there. Such a micro organism is called infections

agent.

Pathogencity is the ability to produce disease; thus a pathogen is a
microorganism that causes disease. A “true” pathogen causes
disease or infection in a healthy individual. An opportunistic
pathogen causes disease only in a susceptible individual. Etiology is
the study of causes; the etiology of an infectious process is the
identification of the invading microorganisms. Infectious diseases

are the major cause of illness and death in Ethiopia.

23
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Conditions Predisposing to Infection

Certain conditions and invasive techniques predispose clients to
infection because the integrity of the skin is broken or the illness
itself establishes a climate favorable for the infectious process to
occur. Among the most common are surgical wounds, changes in

the antibacterial immune system, or alterations to the body.

Nosocomial Infection

Nosocomial infections are infections that are acquired while the
client is.in the hospital, infections that were not present or.incubating

at the time of admission.

Standard Precautions

Standard precaution is also. called universal precautions. These
were instituted as a result of the human immunodeficiency virus
(HIV) epidemic. Blood and body fluid precautions were practiced on

all clients regardless of their potential infectious state.

In 1987, body substance isolation (BSI) was proposed. The intent of
this isolation system was to isolate all moist and potentially
infectious body substances (blood, feces, urine, sputum, saliva,
wound drainage and other body fluids) from all clients, regardless of

their infectious status, primarily through the use of gloves.

Standard precaution blends the major features of universal
precautions (blood and body fluids precautions) and body substance

isolation into a single set of precautions to be used for the care of all

25
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clients in hospitals, regardless of their diagnosis or presumed
infection status. The new standard precautions apply to blood, all
body fluids, secretions, and excretions, whether or not they contain

visible blood; non-intact skin; and mucus membrane.

Fundamental Principles: Certain fundamental principles should be
applied to all clients. These include hand washing, use of gloves,
proper placement of clients in hospital ‘to prevent spread of
microorganisms to others or to the client, and appropriate use of
isolation equipment to prevent the spread of microorganisms to

health care workers and other clients.

Basic Medical Asepsis

Hand washing (Medical Asepsis)

Purpose
e To prevent the spread of infection

< Toincrease psychological comfort

Equipment
e Soap for routine hand washing
e Orange wood stick for cleaning nails, if available

e Running warm water, paper towel, trash basket

26
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Procedure

1.

Stand in front of but away from sink to avoid touching of

uniform to a sink.
Ensure that paper towel is hanging down from dispenser.

Turn on water using foot pedal or faucet (using elbow of hand)

so that flow is adequate, but not splashing.

Adjust < temperature to warm. Rationale: cold does not

facilitate sudsing and cleaning; hot is damaging to skin.

Wet hands _under running water, wet hands facilitate

distribution of soap over entire skin surface.

Place a small amount, one to two teaspoons (5-10mL) of liquid
soap on hands. Thoroughly distribute overhands. Soap should
come from a dispenser, possible; this prevents spread of

microorganism.

Rub vigorously, using a firm, circular motion, while keeping
your fingers pointed down, lower than wrists. Star with each
finger, then between fingers, then palm and back of hand to

create friction on all surfaces.

Wash your hands for at least 10-15 seconds. Duration of
washing is important to produce mechanical action and allow

antimicrobial products time to achieve desired effect.

Clean under your fingernails with an orangewood stick. (This
should be done at least at start of day and if hands are heavily

contaminated).

27
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10.

11.

12.

13.

14.

Rinse your hands under running water, keeping fingers

pointed down ward in order to prevent contamination of arms.

Resoap your hands, rewash, and rerinse if heavily

contaminated.

Dry hands thoroughly with a paper towel, while keeping hands
positioned with fingers pointing up. Moist hands tend to gather

more microorganisms from the environment.

Turn off water faucet with dry paper towel, if not using foot

pedal to avoid contaminating the hands.

Restart procedure at step 5 if your hands touch the sink any

time between steps 5 and 13.

Donning and Removing Gloves

28
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3. Hold glove at wrist edge and slip finger into opening. Pull

29
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0 Assess extent of barrier techniques needed (i.e., gloves,
gown, mask, protective eye wear).

0 Assess need for special equipment (i.e., hazardous west
bags, plastic bags for specimens).

Planning

0 To prevent clients (especially: compromised clients) from
acquiring nosolomial infections.

0 To prevent -the spread of micro organism to health
professionals.

0  To reduce potential for transmission of micro organisms.

o0 To  protect hospital personnel and others ‘from
contamination.

o To provide appropriate equipment and techniques: for

preventives measures.

Implementation/Procedures

Donning protective gear utilizing standard precautions.

Exiting a client’s room utilizing standard precautions.

Evaluation/Expected outcomes

Clients remain infection free.

Transmission of micro organism is controlled.
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Health care workers protected from micro organism.

Appropriate nursing interventions are carried out for the

client.

Donning Protective Gear Utilizing Standard

Precautions

Equipment

Disposable gloves
Gown

Mask

Apron

Cap

Protective eye wear (gogle)

Procedure

1. Wash hands using soap and dry.

2. Put on gown by placing one arm at a time though sleeves
wrap gown around body so it cover clothing completely.

3. Bring waist ties from back to front of gown or turn back
according to hospital policy. This ensures that entire clothing is
covered by the gown, preventing accidental contamination.

4. Tie gown at neck or adher velcro strap to gown
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5. Don mask. Rationale: Masks are worn when there is an

anticipated contact with respiratory droplet secretiveness.

6. Don protective eye wear such as face shield. Face shields will
protect the nurse from splashing of blood or body fluids while

caring for clients.

7. Done disposable gloves.

Standard Precaution Guidelines

- Wash hands thoroughly after removing gloves and before

and after all client contact

- Wear gloves when there is direct contact with blood, body
fluids, secretions, excretions, and contaminated items. This
include neonate before first bath, wash as soon as possible

if an anticipated contact with this body substances occurs.
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Place all contaminated articles and trash in leak proof bags.
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Disinfection and sterilization

Disinfection: is a process that results in the destruction of most
pathogens, but not necessarily their spots. Common methods of
disinfection include the use of alcohol wipes, a hexachlorophene or
chlorohexidine gluconate soap scrub, or povidone-iodine scrub to Kill

microorganisms on the skin.

Stronger disinfectants include phenol and mercury bichoride, which
are too strong to be used on living tissue. Boiling can be used to
disinfect in animate objects. However, it does not destroy all

microorganisms or spores.

Sterilization:

It is the process of exposing articles to steam heat under pressure or
the chemical disinfectants long enough to kill all microorganisms and

spores.

Exposure to steam at 18 pounds of pressure at a temperature of
125° for 15 minutes will kill even the toughest organisms. A

pressure steam sterilizer is called an autoclave.

Some chemicals also can be used to sterilize an object. However,
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Items to be use to maintain sterility technique

Hair covering:

In sterile environments a cap or hood is worn to cover the hair.
Remember that no hair can show. If the hair is long, a special type of

hood will be worn.

Surgical Mask

In strict sterile situations such as in operation room (OR) or with
protective isolation, the mask covers the mouth and nose. The
purpose of mask is to form a barrier to stop the transmission of
pathogens. In the OR or during other sterile procedure, the mask
prevents harmful microorganisms in your respiratory tract from
spreading to the client. When the client has an infection, the mask

protects you from his/ her pathogens.

Sterile gown

Sterile gown is commonly worn in the OR, with protective isolation
and some times in the delivery room. The hands touch only the part

of sterile gown that will touch the
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Sterile Gloves

For some procedures sterile gloves are worn. Remember that once
gloves are put on, touching any thing unsterile contaminates them.

Therefore, make all preparations before putting on gloves.

Procedures for putting on sterile gloves:
Steps:
1. Wash the hands to limit the spread of microorganisms

2. Open the outer glove package, on a clean, dry, flat surface

36



Basic Clinical Nursing Skills

b. Pull the second glove on; touching only then outside
of the sterile glove with the other sterile gloved hand

and keeping the fingers inside the cuff.

c. Adjust gloves and snap cuffs in to place. Avoid

touching the inside glove and wrist area

8. Keep the sterile gloved hands above waist level. Make sure
not to touch: the cloths. Keep hands folded when not
performing a procedure. Both actions help to prevent

accidental contamination.
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How ever, still some facilities follow such system.

Category-specific isolation, specific categories of isolation (eg.
Respiratory, contact, enteric, strict or wound) are identified, using
color-coded cards. This form of isolation is based on the client’s
diagnosis. The cards are posted outside the client’'s room and state

that visitors must check with nurses before entering.

Disease —specific isolation, uses a single all-purpose sign. Nurse
selects the items on the card that are appropriate for the specific

disease that is causing isolation.

Preparing for Isolation

Purpose

To prevent spread of microorganisms

To control infectious diseases

Equipment

Specific equipment depends on isolation precaution system used.
- Soap and running water.

- Isolation cart containing masks, gowns, gloves, plastic bags

isolation tape.
- Linen hamper and trash can, when needed.
- Paper towel
- Door card indicating precautions
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Procedure

1. Check orders for isolation

2. Obtain isolation cart from central supply, if needed.

3. Check that all necessary equipment to carry out the isolation
order is available.

4. Place isolation card on the client’s door.

5. Ensure that linen hamper and trash cans are available, if
needed.

6. Explain purpose of isolation to client and family.

7. Instruct family in procedures required.

8., Wash hands with antimicrobial soap* before and after entering

isolation room.

* Types of antimicrobial soap or agent depend on infectious

agent and client condition.

Donning and Removing Isolation Attire

Equipment

Gown

Clean gloves
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Procedure

For donning attire

1.

2.

Wash and dry hands

Take gown from isolation cart or cupboard. Put on a new gown

each time you enter an isolation room.

Hold gown so that opening is in back when you are wearing
the gown.

Put gown on by placing one arm at a time through sleeves, put

gown-up and over your shoulder
Wrap gown around your back, tying strings at your neck.

Wrap gown around your waist, making sure your back is

completely covered. Tie string around your waist.

Done eye shield and/or mask, if indicated. Mask is required if
there is a risk of splashing fluids.

Don clean gloves and pull gloves over gown wristlets.

For Removing Attire

1.

2.

Unite gown waist strings
Remove gloves and dispose of then in garbage bag.

Next, untie neck strings, bringing them around your shoulders,

so that gown is partially off your shoulders.

Using your dominant hand and grasping clean part of wristlet,

put sleeve wristlet over your non-dominant hand. Use your
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non-dominant hand to up pull sleeve wristlet over your

dominant hand.
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5.

10.

Tie bottom strings around your neck to secure mask over your
mouth. There should be no gaps between the mask and your
face.

Important; change mask every 30 minutes or sooner if it
becomes damp as effectiveness is greatly reduced after 30

minutes or if mask is moist.
Wash your hands before removing mask.

To remove mask, untie lower strings first, or slip elastic band

off without touching mask.
Discard mask in a trash container

Wash your hands
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Using Double-Bagging for Isolation

Equipment

2 isolation bags
Items to be removed from room

Gloves

Procedure

1.

Follow dress protocol for entering isolation room, or, if you are

already in the isolation room, continue with step 2.

Close isolation bag when it is one-half to three-fourths full.

Close bag inside the isolation room.

Double-bag for safety if outside of bag is contaminated, if the
bag could be easily penetrated, or if contaminated material in
the bag is heavy and could break bag.

Set-up a new bag for continued use inside room. Bag is
usually red with the word “Biohazard” written on outside of
bag.

Place bag from inside room in to a bag held open by a second
health care worker outside room if double bagging is required.
Second health care worker makes a cuff with the top of the
bag and places hands under cuff. This prevents hands from

becoming contaminated.

Place bag in to second bag with out contaminating outside of

bag. Secure top of bag by typing a knot in top of bag.
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7. Take bag to designated area where biohazard material is
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4. Help client to transport vehicle. Cover client with a bath
blanket.

5. Tell receiving department what type of isolation client needs

and what type of precaution hospital personnel should follow.

6. Remove bath blanket, and handle as contaminated linen when

client returns to room.

7. Instruct all-hospital personnel to wash their hands before they

leave the area.

8. Wipe down transportation vehicle with antimicrobial solution if

soiled.

Protocol for Leaving Isolation Room

Untie gown at wrist
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Guide lines for Disposing of Contaminated Equipment

Disposable gloves: place in isolation bag separate from
burnable trash and direct to appropriate hospital area for

disposal

Glass equipment: Bag separately from metal equipment and

return to CSR (Central Sterilization Room).

Metal equipment: Bag all equipment together, label and
return to CSR

Rubber and plastic items: Bag items separately and return to

CSR for gas sterilization.

Dishes: Requires no special precautions unless
contaminated with infected material; then bag, label and

return to Kitchen.

Plastic or paper dishes: Dispose of these items in burnable

trash.

Soiled linens: place in laundry bag, and send to separate
area of laundry room from special care. If possible place
linens hot-water-soluble bag. This method is safes for
handling as bag may be placed directly into washing
machine. (Double-bagging is usually required because these
bags are easily punctured or torn. They also dissolve when

wet.)

Food and liquids: Dispose of these items by putting them in

toilet — flush thoroughly.
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CHAPTER THREE
CARE OF PATIENT UNIT

Learning Objective

At completion of this unit the learner will be able to:
e State the general instruction for nursing procedures.
e Define patient and patient unit.

e Take care of patient unit and equipment in health care

facilities

General Instructions for all Nursing Procedures

1. Wash your hands before and after any procedure.
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I THE PATIENT UNIT

Definition:
Patient: A Latin word meaning to suffer or to bear.

- Is a person who is waiting for or undergoing

medical/nursing treatment and care.

we * Ethy,
Patient Care\l@ﬁ‘%‘e’space where the Jplat% ﬁcommodated
» %
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desired positions i.e. to elevate the head or the foot of
the bed

Most commonly found in Ethiopia hospitals
Are less expensive and free of safety hazard

Handles should be positioned under the bed when

not in use
C. Side rails
. It should be attached to both sides of the bed
Full rails — run the length of the bed
— Half rails _ run only half the length of the bed and

commonly attached to the pediatrics bed.

D. Bed Side Table/Cabinet

e Is a small cabinet that generally consists of a drawer

and a cupboard area with shelves

e Used to store the utensils needed for clients care.
Includes the washbasin (bath basin, emesis (kidney)

basin, bed pan and urinal
e Has a towel rack on either sides or along the back

e Is best for storing personal items that are desired near
by or that will be used frequently

E.g. soap, shampoo, lotion etc

E. Over Bed Table
. The height is adjustable
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Can be positioned and consists of a rectangular, flat
surface supported by a side bar attached to a wide
base on wheels

Along side or over the bed or over a chair

Used for holding the tray during meals, or care items

when completing personal hygiene

F. The Chair

Most basic care units have at least one chair located

near the bedside

For the use of the client, a visitor, or a care provider

G. Overhead Light (examination light)

Is usually placed at the head of the bed, attached to

either the wall or the ceiling
A movable lamp may also be used
Useful for the client for reading or doing close work

Important for the nurse during assessment

H. Suction and Oxygen Outlets

Suction is a vacuum created in a tube that is used to
pull (evacuate) fluids from the body E.g. to clear
respiratory mucus or fluids

Oxygen is one of the gases frequently used for health

care today. Oxygen is derived through a tube.
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. Electrical Outlets

. Almost always available in the wall at the head of the
bed
J. Sphygmomanometer
. The blood pressure assessment tool, has two types:

1. An aneroid

2.-Mercury, which is frequently used during nursing
assessment.
K. Call Light
. Used for client’s to maintain constant contact with care

providers

I1. Care of Patient Unit
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2.

. Protect table tops when using hot utensils or any

solution that may leave stain or destroy the table top.

. Report promptly any damaged or missing equipment.

Care of Equipment in General

. Rinse used equipment in cold water. Sock materials in
recommended antiseptic solutions.. Remove any sticky
material. Hot water coagulates the protein of organic
material and tends to make it adhere.

Wash well in hot soapy water. Use an abrasive, such

as a stiff-bristled brush, to clean equipment.

Rinse well under running water.

Dry the article.

Clean the gloves, brush and clean the sink.

Care of Linen and Removal of Stains

. Clean linen should be folded properly and be kept
neatly in the linen cupboard.

. Dirty linen should be put in the dirty linen bag (hamper)

and never be placed on the floor.

. Torn linen should be mended or sent to the sewing
room.
. Linen with blood should be soaked in cold water to

which a small amount of hydrogen peroxide is added if

available.
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UNIT THREE
BASIC CLIENT CARE
CHAPTER FOUR

ADMISSION, TRANSFER AND
DISCHARGE OF PATIENTS

Learning Objectives:

At the end of this chapter students will be able to:

Demonstrate how to orient a new client to the health care
facility.
Discuss concepts related to caring for the client’s clothing

and valuable items on admission.

State some of the nursing consideration related to admission

of a client.

Demonstrate the ability to transfer a client from one unit to

another safely and effectively.

Identify nursing considerations related to a client’s discharge

from the health care facility.

Explain teaching that should occur at the time of a client

discharge.
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A.

Admission

Admission is a process of receiving a new patient to an individual

unit (ward) of the hospital. (Hospitalized individuals have many

needs and concerns that must be identified then prioritized and for

which action must be taken).

Purpose

To help a new patient to adjust to hospital environment and
routines.

To alleviate the patient's fear and worry about the
hospitalization.

To facilitate recovery of patient from his/her problems

Nurse's Responsibilities during Admission of a Patient to

Hospital

Check for orders of admission.

Check about financial issue, payment scheme (free or paying)
Assess the patient's immediate need and take action to meet
them. These needs can be physical (e.g. acute pain) or
emotional distress, (upset)

Make introduction and orient the patient

. Greet the patient
. Introduce self to the patient and the family
. Explain what will occur during the admission process

(admission routines) such as admission bath, put on

hospital gowns etc.
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. Orient patient to individual unit: Bed, bathroom, call
light, supplies and belonging; and how these items work
for patient use.

. Orient patient to the entire unit: location of nurses
office, lounge etc.

. Explain anything you expect a patient to do in detail.
(This helps the patients participate in their care).

. Introduce other staff and roommates.

4, Perform baseline assessment
General assessment

a. Observation and physical examination such as:

. Vital signs; temperature pulse, respiration and
blood pressure.
. Intake and output

. Measure the weight of the patient
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6. Documentation
. Record all parts of the admission process
. Other recording include

Notification to dietary departments
Starting kardex card and medication records
If there is specific form to the facility, complete it.

N.B. Additional measures can be carried out according

to the patient problems (diagnoses).

B. Transfer of the patient to another unit
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= Record the transfer in a transfer note. Give the time, the unit
to which the transfer occurs, types of transportation
(wheelchair, stretcher), and the cleint's physical and
psychological condition
> Make sure that the receiving unit is ready. Usually a short
verbal report is given to the reciving department nurse.
C. Discharging a Patient

Indications for discharge

. Progress in the patient's condition

. No change in the patient's condition (Referral)
. Against medical advice

. Death

Nurse's Respaonsibility during Discharging a Patient

1. Check for orders that a patient need to be discharged
2. Plan for continuing care of the patient
. Referral as necessary
. Give information for a person involved in the patient
care.
. Contact family or significant others, if needed.
. Facilitate transportation with responsible unit

3. Teaching the patient about

. What to expect about disease outcome
. Medications (Treatments)

. Activity

. Diet
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. Need for continued health supervision, and others as
needed
4. Do final assessment of physical and emotional status of the

patient and the ability to continue own care.

5. Check and return all patients’ personal property (bath items in
patient unit and those kept in safe area).

6. Help the patient or family to deal with business office for
customary financial matters and in obtaining supplies.

7. Keep records
o] Write discharge note

o] Keep special forms for facility

Discharge summaries usually include:

. Description of client’s condition at discharge

. Treatment (e.g. Wound care, Current medication)
. Diet

. Activity level

. Restrictions

Referral is a condition in which a client/patient is sent to a higher

health care system for better diagnostic and therapeutic actions.

. Any active health problems
. Current medication
. Current treatments that are to be continued

. Eating and sleeping habits
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Self-care abilities
Support networks
Life-style patterns

Religious preferences

Discharging a patient against medical advice (AMA)

1.

o M 0N

When the patient wants to leave an agency without the
permission of the physician/nurse in charge — an authorized.
Ascertain why the person wants to leave the agency.

Notify the physician/ nurse in charge of the client’s decision
Offer the patient the appropriate form to complete

If the client refuses to sign the form, document the fact on the
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Study Questions:

1.

Mention concepts related to caring for clients

belongings on admission.

State some of the nursing consideration related to

admission of a client.

Exercise how to ‘transfer a client from one unit to

another safely and effectively.

Identify nursing considerations related to discharge

of a client from health care facility

Explain teaching that should occur at time of a client

discharge.
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CHAPTER FIVE
VITAL SIGNS

Learning Objectives
At the end of the unit the learner will be able to:

. Describe the procedures used to assess the vital signs:

temperature, pulse, respiration, and blood pressure.

. Identify factors that can influence each vital sign.

. Identify equipment routinely used to assess vital signs.

. Identify rationales for using different routes for assessing
temperature.

. Identify the location of commonly assessed pulse sites.

. Take vital signs and interpret the finding.

. Document the vital signs.

Il. Vital Signs (Cardinal Signs)

Vital signs reflect the body’'s physiologic status and provide
information critical to evaluating homeostatic balance. The term
“vital” is used because the information gathered is the clearest
indicator of overall health status.

Vital sign Includes: T (temperature), PR (Pulse Rate), RR
(Respiratory Rate), and BP (Blood Pressure)
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Key Terminology

- apical pulse - Korotokoff’
- tympanic
- apex - oral
- apnea - orthopnea
- axilla - palpation
- bradycardia - pedal pulse
- bradypnea - popliteal pulse
- carotid pulse - pulse
- cheyne-stokes respiration - pulse pressure
- cyanosis - radial pulse
- diastole - rectal
- dyspnea - sphygmomanometer
- eupnea - stetoscope
- femoral pulse - systolic
- fever - tachycardia
- hypertension - temperature
- hypotension - thermometer
Acronyms

BP PR PO °c

RR CVS B °F

T (@) BPM
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Purposes:

e To obtain base line data about the patient condition

68



Basic Clinical Nursing Skills

4, Before and after the administration of certain medications that
could affect RR or BP
(Respiratory and CVS (Cardio Vascular System))
5. Before and after surgery or an invasive diagnostic procedures
Before and after any nursing intervention that could affect the
vital signs. E.g. Ambulation

7. According to hospital /otherhealth institution policy.

I Temperature —Body temperature is the measurement of
heat inside a person’s body (core temperature); it is the balance
between heat produced and heat lost.
Normal body temperature using oral (O; or per os, PO)
measurement remains as appropriately 37° celsius or 98.6 ° F.
There are Two Kinds of Body Temperature
1. Core Temperature

. Is the Temperature of the deep tissues of the body,

such as the cranium, thorax, abdominal cavity, and

pelvic cavity
. Remains relatively constant
. Is the Temperature that we measure with thermometer
2. Surface Temperature:
. The temperature of the skin, the subcutaneous tissue
and fat

Alterations in Body Temperature
Normal body temperature is 37° C or 98.6 °F (Average) the range is
36-38 °c (96.8 — 100 °F)
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Pyrexia:
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. Children’s temperature continue to be more labile than
those of adults until puberty

. Elderly people, particularly those > 75 are at risk of
hypothermia

. Normal body temperature of the newborn if taken orally
is 37 °C.
2. Diurnal variations (circadian rhythms)
. Body temperature varies through out the day
. The point of highest body temperature is usually

reached between 8:00 p.m. and midnight and lowest
point is reached during sleep between 4:00 and 6:00

a.m.
3. Exercise
. Hard or strenuous exercise can increase body

temperature to as high as 38.3 — 40 ¢ — measured

rectally
4. Hormones
. In women progesterone secretion at the time of

ovulation raises body temperature by about 0.3 — 0.6°C

above basal temperature.

5. Stress
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. Stimulation of skin can increases the production of
epinephrine and nor epinephrine — which increases

metabolic activity and heat production.
6. Environment
. Extremes in temperature can affect a person’s
temperature regulatory systems:.

Measuring Body Temperature

Sites to Measure Temperature

Most common are:

. Oral

. Rectal

. Axillary

. Tympanic

Thermometer: is an instrument used to measure body temperature

Types
1. Oral thermometer

. Has long slender tips
2. Rectal thermometer

. Short, rounded tips

3. Axillary
. Long and slender tip
4.  Tympanic
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In other way it is also divided as mercury, digital and electronic
types. In developed countries, mercury type thermometers are no
more use in hospital setup but in our context still very important.

1. Rectal Temperature:

Readings are considered to be more accurate, most reliable, is >

0.65%¢ (1 °F) higher than the oral temperature.

Procedure
. Explain the procedure to the patient
. Wash hands and assemble necessary equipment and
bring to the patient bedside.
. Position the person laterally;

. Apply lubricant 2.5 cm above the bulb;
. Insert the thermometer 1.5 — 4 cm into the anus. For an

infant 2.5cm, for a child 3.7 cm — for an adults 4 cm

. Measured for 2-3 minutes

. Remove the thermometer and read the finding

. Clean the thermometer with tissue paper

. A rectal thermometer record does not respond to

changes in arterial temperature as quickly as an oral

thermometer

Contraindications
. Rectal or perineal surgery;
. Fecal impaction — the depth of the thermometer

insertion may be insufficient;
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2. Oral

Procedure

Rectal infection;

Neonates —can cause rectal perforation and ulceration;

Explain the procedure to the patient

Wash hands and assemble necessary equipment and
bring to the patient bedside.

Position the person comfortably and request the patient
to open the mouth;

Hold the thermometer firmly with the thumb and fore
finger; shake it with strong wrist movements until the
mercury line falls to at least 35 °c .

Place the bulb of the thermometer well under the
client’'s tongue. Instruct the client to close the lips (not
the teeth) around the bulb. Ensure that the bulb rests
well under the tongue, where it will be in contact with
blood vessels close to the surface.

Remove the thermometer after 3 to 5 minutes,
according to the agency guidelines.

Remove the thermometer, wipe it using it once a firm
twisting motion

Hold the thermometer at eye level. Read to the nearest
tenth
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. Hold the glass thermometer in place for 8 to 10
minutes. Hold the electronic thermometer in place until
the reading registers directly

. Remove and read the thermometer. Dispose of the
equipment properly. Wash hands

. Record the reading

N.B. The axillary method is safest and most noninvasive.

Tympanic Temperature

The tympanic temperature is placed snugly in to the client's outer
ear canal. It records temperature in 1 to 2 seconds. Many pediatric
and intensive care units use this type of thermometer because it

records a temperature so rapidly.

Procedure
e Wash the hands
e Explain the procedure to the client to ensure cooperation

and understanding
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child of 6 years or younger, use your nondominant hand to
pull the ear down and back.

« Slowly advance the probe in to the client's ear with a back
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Pulse Sites
Temporal: is superior (above) and lateral to (away from the midline
of) the eye
1. Carotid: at the side of the neck below tube of the ear (where
the carotid artery runs between the trachea and the
sternoclidiomastoid muscle)
Temporal: the pulse is taken at temporal bone area.
Apical: at the apex of the heart: routinely used for infant and
children < 3 yrs
In adults — Left midclavicular line under the 4™, 5" 6" intercostals
space
Children < 4 yrs of the Lt. mid clavicular line
4, Brachial:
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Method

Pulse: is commonly assessed by palpation (feeling)
or auscultation (hearing)

The middle 3 fingertips are used with moderate pressure for
palpation of all pulses except apical; the most distal parts are more

sensitive,

Pulse Rate
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Pulse Rhythm
. The pattern and interval between the beats, random, irregular

beats — dysrythymia

Pulse Volume: the force of blood with each beat

. A normal pulse can be felt with moderate pressure of the
fingers and can be obliterated with greater pressure.

. Full or bounding pulse forceful or full blood volume obliterated
with difficulty

. Weak, feeble or thready readily obliterated with pressure from
the finger tips
Elasticity of arterial wall

. A healthy, normal artery feels, straight, smooth, soft and
pliable, easily bent after breaking

. Reflects the status of the clients vascular system
If the pulse is regular, measure (count) for 30 seconds and
multiply by 2
If it is irregular count for 1 full minute

Procedure for measuring radial pulse (the most common)
> Wash hands
=< Explain the procedure to the client
=< Position the client's fore arm comfortably with the wrist
extended and the palm down
> Place the tips of your first, second, and third fingers over the
client’s radial artery on the inside of the wrist on the thumb

side.
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= Press gently against the client's radial artery to the point
where pulsation can be felt distinctly

> Using a watch, count the pulse beats for 30 seconds and
multiply by two to get the rate per minute

> Count the pulse for full minute if it is abnormal in any way or
take an apical pulse

=< Record the rate (BPM) on paper or the flow sheet. Report
any irregular findings to appropriate person

> Wash your hands

1l Respiration

Respiration is the act of breathing (includes intake of 0, removal of
C02)

Ventilation is another word, which refer to the movement of air in
and out of the lungs.

Hyperventilation: very deep, rapid respiration

Hypoventilation: very shallow respiration

Two Types of Breathing
1. Costal (thoracic)
. Involves the external muscles and other accessory
muscles (sternoclodio mastoid)
. Observed by the movement of the chest up ward and

down ward. Commonly used for adults
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2. Diaphragmatic (abdominal)
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Stress "
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When taking blood pressure using stethoscope, the nurse identifies

five phases in series of sounds called Korotkoff's sound.

Phase 1: The pressure level at which the 1st joint clear tapping
sound is heard, these sounds gradually become more intense. To
ensure that they are not extraneous sounds, the nurse should

identify at least two consecutive tapping sounds.

Phase 2: The period during deflation when the sound has a

swishing quality

Phase 3: The period during which the sounds are crisper and more

intense

Phase 4: The time when the sounds become muffled and have a

soft blowing quality

Phase 5: The pressure level when the sounds disappear

Procedure

Assessing Blood pressure

Purpose
o] To obtain base line measure of arterial blood pressure
for subsequent evaluation
o] To determine the clients homodynamic status
o] To identify and monitor changes in blood pressure

resulting from a disease process and medical therapy.
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EQUEPMENT
o] Stethoscope
o] Blood pressure cuff of the appropriate size
o] Sphygmomanometer

Procedure

1. Prepare and position the patient appropriately

» Make sure that the client has not smoked or ingested
caffeine; with in 30 minutes prior to measurement.

e Position the patient in sitting position, unless otherwise
specified. The arm should be slightly flexed with the
palm of the hand facing up and the fore arm supported
at heart level

» Expose the upper arm

2. Werap the deflated cuff evenly around the upper arm.

e Apply the center of the bladder directly over the medial
aspect of the arm. The bladder inside the cuff must be
directly over the artery to be compressed if the reading
to be accurate.

e For adult, place the lower border of the -cuff

approximately 2 cm above antecubital space.

3. For initial examination, perform preliminary palipatory

determination of systolic pressure
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Palpate the brachial artery with the finger tips

Close the valve on the pump by turning the knob
clockwise.

Pump up the cuff until you no longer feel the brachial
pulse

Note the pressure on sphygmomanometer at which the
pulse is no longer felt

Release the pressure completely in the cuff, and wait 1

to 2 minutes before making further measurement

4. Position the stethoscope appropriately

Insert the ear attachments of the stethoscope in your
ears so that they tilt slightly fore ward.

Place the diaphragm of the stethoscope over the
brachial pulse; hold the diaphragm with the thumb and

index finger.

5. Auscultate the client's blood pressure

Pump up the cuff until the sphygmomanometer registers
about 30 mm Hg above the point where the brachial
pulse disappeared.

Release the valve on the cuff carefully so that the
pressure decreases at the rate 2-3 mmHg per second.
As the pressure falls, identify the manometer reading at
each of the five phases

Deflate the cuff rapidly and completely
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. Repeat the above step once or twice as necessary to

confirm the accuracy of the reading.

6. Remove the cuff from the client’'s arm

7. For initial determination, repeat the procedure on the client's
other arm, there should be a difference of no more than 5 to
10 mmHg: between the arms. The arm found to have the

higher pressure, should be used for subsequent examinations

8. Document and report pertinent assessment data, report any
significant change in client's blood pressure to the nurse in
charge. Also report these finding:

A. Systolic blood pressure (of adult) above 140 mmHg.
B. Diastolic blood pressure (of an adult) above 90 mmHg

C. Systolic blood pressure of (an adult) below 100mmHg

Study questions

Explain vital sings and list what it includes.

Identify important times to assess vital signs.

Mention some of the factors affecting body temperature.
What does pulse deficit mean?

Define arterial blood pressure.

o o E IS

Explain the two methods of assessing blood pressure.
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CHAPTER SIX
SPECIMEN COLLECTION

Learning Objectives:

At the end of this chapter, students will be able to:

Identify at least three reasons for laboratory examination of
urine.

Demonstrate correct collection of the following urine
specimens: midstream, 24-hours, fractional, and indwelling
urine catheter.

Explain at least one reason for collecting specimen like
sputum, blood or stool.

Demonstrate correct collection of a stool specimen.

Demonstrate correct collection of a sputum specimen.

Key Terminology:
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Hemoglobine
Hematocrite

Leukocyte
Occult
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3. Assemble and organize all the necessary materials for the

specimen collection.

4. Get the appropriate specimen container and it should be
clearly labeled have tight cover to seal the content and
placed in the plastic bag or racks, so that it protects the

laboratory technician from contamination while handling it.

. The patient's identification such as, name, age, card

number, the ward and bed number = (if in-patient).
. The types of specimen and method used (if needed).
. The time and date of the specimen collected.

6. Put the collected specimen into its container . without

contaminating outer parts of the container and its cover.

All the specimens should be sent promptly to the laboratory, so that

the temperature and time changes do not alter the content.

A. Collecting Stool Specimen

Purpose

. For laboratory diagnosis, such as microscopic examination,
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Assist the patient and place the bed pan under the
patient's buttocks (follow the steps under "Giving

and removing bedpan")
Give patient privacy by leaving alone, but not far

Instruct the patient about how to notify you when

finished defecation.
Remove the bedpan and keep on safe place by
covering it

Recomfort the patient

3. Obtain stool sample

Take the used bedpan to utility room/toilet
container using spatula or applicator without

contaminating the outside of the container.
The amount of stool specimen to be taken
depends on the purpose, but usually takes.
(o] 3.5 gm sample from formed stool
(o] 15.30 ml sample from liquid stool

Visible mucus, pus or blood should be included

into sample stool specimen taken.

4. Care of equipments and the specimen collected.

Handle and label the specimen correctly

Send the specimen to the laboratory immediately,
unless there is an order for its handling. Because
fresh specimen provides the most accurate

results.

94



Basic Clinical Nursing Skills

 Dispose the bedpan's content and give proper

care of all equipments used.

5. Documentation and report

B. Collecting Urine Specimen

Types of urine specimen collection

1. Clean voided urine specimen

(Also called clean catch or midstream urine specimen)

2. Sterile urine specimen
3. Timed urine specimen
. It is two types

Short period - 1-2 hours
Long period - 24 hours

Purpose

. For diagnostic purposes
- Routine lab( )s140tt
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. Water and soap or cotton balls and antiseptic solutions

(swabs).

For patients confined

. Urine receptacles (i.e. bedpan or urinals)
. Bed protecting materials

. Screen (if required)

Procedure

i) For ambulatory patients

Give adequate instruction to the patient about
. The purpose and method of taking specimen
. Assist the patient to move to the toilet

ii) For patient confined in bed

1. Prepare the patient unit providing privacy
2. Prepare the patient
. Put on gloves

. Place bed protecting materials under patient's hips
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3.

Obtain urine specimen
Ask patient to void

Let the initial part of the voiding passed into the
receptacle (bed pan or urinal) then pass the next part

(the midstream) into the specimen container.

Hold the vulva or penis apart from the specimen
container while "the patient voids to decrease urine

contamination.
Don't allow the container to touch body parts
Collect about 30-60 ml midstream urine

Handle the outside parts of the container and put on the

cover tightly on specimen container
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Collecting a Sterile Urine Specimen

Sterile urine specimen collected using a catheter in aseptic

techniques (The whole discussion for this procedure presented on

the catheterization part)

Collecting a Timed Urine Specimen

Purpose

For some tests of renal functions and urine compositions,
such as:- measuring the level of or hormones, such as
adrenocortico steroid hormone creatinine clearance or protein

gquantitation tests.

Equipments Required

Urine specimen collecting materials (usually obtained from the
laboratory and kept in the patient's bathroom.)

Format for recording the time, date started and end, and the
amount of urine collected on each patient's voiding during the
specified period for collection.

Procedure

1.

Patient preparation

. Adequate explanation to the patient about the purpose

of the test, when it begins and what to do with the urine

. Place alert signs about the specimen collection at the

patient's bedside or bathroom.
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Label the specimen container to include date and time

of each voiding as well as patient's identification data

Containers may be numbered sequentially (e.g. 1%, 2",

3 etc) in case of 24-hours urine collection.

2. Collecting the urine

Usually it begin in the morning

Before you begin the timing, the patient should void and
do not use this urine (It is the urine that has been in the
bladder some time)

Then all urine voided during the specified time (e.g. the
next 24 hours) is collected in the container

At the end of the time (e.g. 24 hours period) the patient
should void the last specimen, which is added to the

rest.

Ensure that urine is free of feces

C. Collecting sputum specimen

Sputum is the mucus secretion from the lungs, bronchi and trachea,

but it is different from saliva. The best time for sputum specimen

collection is in the mornings up on the patient's awaking (that have

been accumulated during the night). If the patient fails to cough out,

the nurse can obtain sputum specimen by aspirating pharyngeal

secretion using suction.

Purpose
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Sputum specimen usually collected for:

Culture and sensitivity test (i.e. to identify the
microorganisms and sensitive drugs for it)

Cytological examination

Acid fast bacillus (AFB) tests
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Put on gloves, to avoid contact with sputum particularly

it hemoptysis (blood in sputum) present.
Ask pt to cough deeply to raise up sputum
Take usually about 15-30 ml sputum

Ask pt to spit out the sputum into the specimen
container

Make sure it doesn't contaminate the outer part of the
container. If contaminated clean (wash) with

disinfectant

Cover the cape tightly on the container

3. Recomfort the patient

Give oral care following sputum collection (To remove

any unpleasant taste)

4, Care of the specimen and the equipments used

Label the specimen container

Arrange or send the specimen promptly and

immediately to laboratory.

Give proper care of equipments used

5. Document the amount, color, consistency of sputum, (thick,

watery, tenacious) and presence of blood in the sputum.

D. Collecting Blood Specimen
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The hospital laboratory technicians obtain most routine blood
specimens. Venous blood is drown for most tests, but arterial blood
is drawn for blood gas measurements. However, in some setting

nurses draw venous blood.

Purpose
Specimen of venous. blood are taken for complete blood count,

which includes

. Hemoglobin and hemotocrit measurements
. Erythrocytes (RBC) count

. Leukocytes (WBC) count

. Differential counts

Equipment

. Sterile gloves

. Tourniquet

. Antiseptic swabs

. Dry cotton (gauze)

. Needle and syringe

. Specimen container with the required diluting or preservative

agents, for example: anticoagulant.

. Identification/ labeling: name, age address, etc.
. Laboratory requisition forms

Procedure

1. Patient preparation
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Instruct the pt what to expect and for fasting (if
required)

Position the pt comfortably

2. Select and prepare the vein sites to be punctured

Put on gloves

Select the vein to be punctured. Usually the large
superficial veins used such as, brachial and median
cubital veins.

Place the veins in dependent positions

Apply tourniquet firmly 15-20 cm about the selected
sites. It must be tight enough to obstruct vein blood
flow, but not to occlude arterial blood flow.

If the vein is not sufficiently to dilate massage (stroke)
the vein from the distal towards the site or encourage
the pt to clench and unclench repeatedly.

Clean the punctured site using antiseptic swabs

3. Obtain specimen of the venous to blood

Adjust the syringe and needles

Clean/disinfect the area with alcohol swab, dry with

sterile cotton swab
Puncture the vein sites
Release the tourniquet when you are sure in the vein

Withdraw the required amount of venous blood

specimen
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Withdraw the needle and hold the sites with dry cotton
(to apply pressure)

Put the blood into the specimen container

Made sure not to contaminate outer part of the
container and not to distract the blood cells while

putting it into the container

4. Recomfort the patient

5. Care of the specimen and the equipment

Label the container
Shake gently (if indicated to mix)

Send. immediately to laboratory, accompanying the
request

Give care of used equipments

6. Documentation and reporting

Observations and Recording of Signs and Symptoms of the

Patient

1. Objective Symptoms (signs):

Are symptoms, which could be seen by the health

personnel?

E.g. swelling, redness, rash, body discharges (defecation,

diaphoresis, emesis,)
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2. Subjective Symptoms:
U Are symptoms, which are felt by the patient
E.g. decrease of appetite, dizziness, deafness, burning

sensation, nausea, etc

3. Chart 1 'B : EI Y,
,\i\%\'i“ hfagi
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Accuracy

Records must be correct in all ways, be honest
Completeness

No omission, avoid unnecessary words or statement
Exactness

Do not use a word you are not sure of

Objective information

Record what you see avoid saying (condition better)
Legibility

Print/write plainly and distinctively as possible
Neatness

No wrinkles, proper speaking of items

Place all abbreviation, and at end of statement
Composition / arrangement

Chart carefully consult if in doubt avoid using  of

chemical formulas

Sentences need to be complete and clear, avoid
repetition

Don't overwrite

Don't leave empty spaces in between

Time of charting

Specific time and date

Color of ink

Black or blue (red for transfusion, days of surgery)
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It should be recorded on the graphic sheet

All orders should be written and signed. Verbal or telephone orders

should be taken only in emergency verbal orders should be written

in the order sheet and signed on the next visit.

Orders of Assembling Patients Chart

a. History sheet
b. Personal and social data
C. Order sheet
d. Doctor’s progress notes
e. Nurses notes
f. Vital sign sheet (graphics)
g. Intake and output recording sheet
h. Laboratory and other diagnostic reports
. Patients or relatives and friends of patients are
not allowed to read the chart when necessary but
can have access if allowed by patient.
4. Intake and out put
a. Intake: all fluids that is taken in to the body through the
mouth, NG tube or parentrally
b. Output: all fluid that is excreted or put out of the body
through the mouth. N/G tube, urethra, drainage tube or
other route (Gl-diarrhea, vomiting).
Purpose:

To replace fluid losses
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. To provide maintenance requirements
. To check for retention of body fluid

Fluid balance sheet

€ 24 hrs the intake out put should be compared and the
balance is recorded

a Positive balance if intake >output

Negative balance if out put >intake

Study Questions

1. Explain at least three reasons for laboratory examination of

urine.

2. Explain at least one reason for collecting specimens like
sputum, blood or stool.

3. Mention purposes for sputum specimen collection.

4. Describe the process how to draw venous blood for
laboratory investigation.

5. How can you obtain sterile urine specimen?

6. Differentiate between signs and symptoms.
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CHAPTER SEVEN
BED MAKING

Learning Objectives

At the end of this unit, the learner able to:

A Describe different types of bed making.

State the purposes of bed making in health care facilities.

A Develop understanding about general instruction of bed
making

A Develop a skill to make different types of bed.

A Explain the purposes of side rails.

A List necessary equipment for bed making.

. Arrange bed-making equipment in order of their use.
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Key terminology
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Anesthetic bed: is a bed prepared for a patient recovering from

anesthesia

Purpose: to facilitate easy transfer of the patient from

stretcher to bed

Amputation bed: a regular bed with'a bed cradle and sand bags

Purpose: to leave the amputated part easy for observation

Fracture bed: a bed board under normal bed and cradle

Purpose: to provide a flat, unyielding surface to support a

fracture part

Cardiac bed: isone prepared for a patient with heart problem

Purpose: to ease difficulty in breathing

General Instructions

1. Put bed coverings in order of use

2. Wash hands thoroughly after handling a patient's bed linen
Linens and equipment soiled which secretions and excretions

harbor micro-organisms that can be transmitted directly or by
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Note

8. Bed spread

Pillow should not be used for babies

The mattress should be turned as often as necessary to prevent

sagging, which will cause discomfort to the patient.

Closed Bed

It is a smooth, comfortable, and clean bed that is prepared for a

new patient

Essential Equipment:

Two large sheets
Rubber draw sheet
Draw sheet
Blankets

Pillow cases

Bed spread

Procedure:

Wash hands and collect necessary materials

Place the materials to be used on the chair. Turn mattress

and arrange evenly on the bed

Place bottom sheet with correct side up, center of sheet on

center of bed and then at the head of the bed

113



Basic Clinical Nursing Skills

. Tuck sheet under mattress at the head of bed and miter the
corner
. Remain on one side of bed until you have completed making
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Never turn a helpless patient away from you, as this may
cause him/her to fall out bed

When you have made the patient comfortable and secure as
near to the edge of the bed as possible, to go the other side

carrying your equipment with you

Loosen the bedding on that side

Fold, the bed spread half way down from the head
Fold the bedding neatly up over patient

Roll dirty bottom sheet close to patient

Put on clean bottom sheet on used top sheet center, fold at
center of bed, rolling the top half close to the patient, tucking

top and bottom ends tightly and mitering the corner
Put on rubber sheet and draw sheet if needed

Turn patient towards you on to the clean sheets and make
comfortable on the edge of bed

Go to the opposite side of bed. Taking basin and wash cloths

with you, give patient back care

Remove dirty sheet gently and place in dirty pillow case, but

not on the floor

Remove dirty bottom sheet and unroll clean linen
Tuck in tightly at ends and miter corners

Turn patient and make position comfortable

Back rub should be given before the patient is turned on his
/her back

Place clean sheet over top sheet and ask the patient to hold it

if she/he is conscious
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Go to foot of bed and pull the dirty top sheet out
Replace the blanket and bed spread

Miter the corners

Tuck in along sides for low beds

Leave sides hanging on high beds

Turn the top of the bed spread under the blanket
Turn top sheet back over the blanket and bed spread

Change pillowcase, lift patient's head to replace pillow.

Loosen top bedding over patient’s toes and chest
Be sure the patient is comfortable

Clean bedside table

Remove dirty linen, leaving room in order

Wash hands

Bed Making

Making a post operative bed

o The entire bed need clean linen.

