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INTRODUCTION

Welcome to NSC 219 — Foundation of ProfessionakhigrPractice | is
a four-credit unit course for students pursuing BNB is one of the
courses meant to lay your desired foundation ferctioice of nursing as
a course of study and profession.

The course consists of 4 Credit units (60 hoursmstfuction online; 48
hours of laboratory & Clinical Practice). This issacond-year first-
semester concurreBNSc degree programme course.

The course comprises the bedrock of acquiring sacgselementary
skills amidst health care reforms. The changesespanse to social,
political, economic factors, health technology, adséiances in the health
care system call for reform in health care deliveye greatly influenced
the setting where nursing is practiced coupled withrecipient of care
itself.

WHAT YOU WILL LEARN IN THIS COURSE

The overall aim of this courss to introduce you to the ability to assess
the nurse's patient skills regardless of the pracetting. In all settings
where nurses provide care, eliciting complete hystand using
appropriate assessment skills are critical to il@eng physical and
psycho-emotional problems experienced by the patidre course will
provide you with a broad understanding of nursing avhat made up
nursing as a profession.

COURSE AIMS

The course aims to give you a better understarwfitige fundamental of
the nursing profession. The aim of the course vglachieved by:

o Providing you a comprehensive historical developroéiursing

o exposing you to the concept of Nursing

) helping you to understand the various factorsdffatt health and
the human environment

) giving you insight into the fundamentals of Nurspractice.
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COURSE OBJECTIVES

To achieve the aims set out above, the courseosetsall objectives. In
addition, each unit also has specific objectivese Tnit objectives are
always given at the beginning of a unit; you shaelad them before you
start working through the unit. You may also wantdfer to them during
your study of the unit to check on your progressu ¥hould always look
at the unit objectives after completing a unittHis way, you can be sure
that you have done what was required of you bythe

Below are the wider objectives of the course ashalev By meeting
these objectives, you should have achieved the afrtise course as a
whole. On successful completion of the course,sfmuld be able to:

o define History and state the stages of nursing Ideweent in
Nigeria

o describe the events that occurred in the paspthstively moved
Nursing forward to the present date

o explain the nature of Nursing

o explain the importance of nursing to the health dmoman
environment

o examine the role of the nurse as a teacher, cdansedhregiver,
manager and researcher

o explain what integrated approach of health, wetinaad illness is

o describe physical assessment and diagnostic measuttee care
of patients

o explain the problems militating against nursingelepment

J proffer solutions to these problems.

WORKING THROUGH THIS COURSE

To complete this course, you are required to réadstudy units and
other related materials. Each unit contains sedéssment exercises, and
at certain points in the course, you will be regdito submit assignments
for assessment purposes. At the end of the coyoseare going to sit
for a final examination. The course should take gbaut fifteen weeks,
in total, to complete. Below you will find listedll athe course
components, what you have to do and how you shailddate your time
to studying the course.

You will be expected to read every module and sdigned readings to
prepare you to have meaningful contributions te@disions and complete
all activities. You must attempt all the Self-Ass@gnt Questions (SAQ)
at the end of every unit to help your understanditihe contents and to
help you prepare for the in-course tests and tha &xamination.
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You will also be expected to keep a portfolio t@eall your completed

assignments.

Specifically, each unit has activities and vidda will guide your ability

to learn health history and physical assessmelts.ski

COURSE MATERIALS

STUDY UNITS

There are eighteen study units in this course lésnfs:

Module 1

Unit 1
Unit 2
Unit 3
Unit 4
Unit 5

Module 2

Unit 1
Unit 2
Unit 3
Unit 4

Module 3

Unit 1
Unit 2
Unit 3
Unit 4

Module 4

Unit 1
Unit 2
Unit 3
Unit 4
Unit 5

Vi

Nature of Nursing |

Historical Development of Nursing |
Historical Development of Nursing Il
Concepts of Nursing

Nursing as an Art and a Science
Nursing as a Profession

Nature of Nursing |1

The Role of the Nurse

Nursing Care Deliver

Nursing and Society

Nursing and Human Environment

Health and Human Environment

Concept of Health and Iliness
Health and human needs |
Health and human needs I
Health Promotion

Fundamentals of Nursing

Vital Signs |

Vital Signs |l

History Taking and Physical Examination
Diagnostic Measures in Patients Care
Providing Safety and Comfort

COURSE GUIDE
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EQUIPMENT AND SOFTWARE NEEDED TO ACCESS
COURSE

You will be expected to have the following tools:
1. A computer (laptop or desktop or a tablet)
2. Internet access, preferably broadband ratfzer dmal-up access

3. MS Office software — Word PROCESSOR, PowerPoint
Spreadsheet

Vil
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4. Browser — Preferably Internet Explorer, MozHiaefox

5. Adobe Acrobat Reader

NUMBER AND PLACES OF MEETING (ONLINE, FACE-
TO-FACE, LABORATORY PRACTICALYS)

These details will be provided to you at the tirhemmmencement of this
course.

DISCUSSION FORUM

There will be an online discussion forum, and tegdimr discussion will
be available for your contributions. You must papate in every
discussion every week. Your participation links ygour face, your ideas
and views to that of every member of the classesands you some mark.

ASSIGNMENT FILE

The assignment file will be the Tutor Marked Assigant (TMA), which
will constitute part of the course's continuousasment (CA). There are
20 assignments in this course, with each unit lgpein activity/SELF-
ASSESSMENT EXERCISE for you to do to facilitate yéearning as an
individual.

ASSESSMENT

There are two aspects to the assessment of theecdurese are the Tutor
marked assignments and written examinations. Inklitar the
assignments, you are expected to apply informatimowledge and
strategies gathered during the course. The assigsmaust be turned in
to your tutor for formal assessment following thated presentation
schedules. The works you submit to your tutor Esegsment will count
for 30% of your total course work. At the end of ttourse, you will need
to sit for a final written examination of three meuThis examination will
also count for 70% of your total course mark.

TUTOR-MARKED ASSIGNMENT (TMA)

There are 30 tutor-marked assignments in the coMi@me are advised in
your interest to attempt and submit the assignmagritse stipulated time.
You will be able to complete the assignments from ihformation and
materials contained in your reading and study uilitere are other self
activities contained in the instructional matet@facilitate your studies.
Try to attempt it all. Feel free to consult anytioé references to provide

viil
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you with a broader view and a deeper understanafirige course. The
assignment accounts for 30% of the total assesgmaektfor the course.
Continuous self-assessment materials will be erdosvith the
instructional materials so that you can monitornaogress through the
course.

GRADING CRITERIA

Grades will be based on the following percentages
Tutor- Marked Assignments

Computer- marked Assignment 30%
Group assignments 500 40%
Discussion Topic participation 5%
Laboratory practical

End-of-Course examination 60%

GRADING SCALE

A =70-100
B =60 -69
C=50-59
F=<49

HOW TO GET THE MOST FROM THIS COURSE

I Read and understand the context of this coursednyimg
through this Course Guide paying attention to detaiou must
know the requirements before you will do well.

. Develop a study plan for yourself.

iii. Follow instructions about registration and mastgregtations in
terms of reading, participation in discussion for@md of unit
and module assignments, laboratory practical aheratirectives
given by the course coordinator, facilitators amors.

\Y2 Read your course texts and other reference texthook

V. Listen to audio files, watch the video clips antsat websites
when given.

Vi. Participate actively in online discussion forum amake sure you
are in touch with your study group and your cowserdinator.

vii.  Submit your assignments as at when due.

viii.  Work ahead of the interactive sessions.

iX.  Work through your assignments when returned togmmido not
wait until when examination is approaching befa@golving any
challenge you have with any unit or any topic.
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Xi.

COURSE GUIDE

Keep in touch with your study centre and Departnoémursing
Science website as information will be providedtoarously on

this site.
Be optimistic about doing well.
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MODULE 1 NATURE OF NURSING |

UNIT 1 HISTORICAL DEVELOPMENT OF NURSING |
CONTENTS

1.0 Introduction
2.0 Objectives
3.0 Main Content
3.1 Significance of the Study of History
3.2  Pre-Nightingale Development of Nursing
3.3  Florence Nightingale Era (1820-1910)
4.0 Conclusion
5.0 Summary
6.0 Tutor-Marked Assignment
7.0 References/Further reading

1.0 INTRODUCTION

Where are we coming from? What developments havedht us to the

present state? What problems were encounteredydherjourney? What

factors have facilitated or obstructed our movesfeiMhen we delve
into the events of the past for one reason or therpwe are concerned
with history, with past events. There are many athges to the study of
history. It provides the foundation for the presamd the future. It helps
us to plan strategies for a smooth transition.rédvgles us with the

knowledge of persons and resources that had s@gpand strengthened
our course over the past years. This is a genér@ahgmenon of any
development in life.

There are two dimensions to the study of histdng, process and the
content. In this unit, you will be studying the temt of the historical

development of nursing. The events that occurreithénpast positively
moved Nursing forward to the present date. You lgdirn the contents
of the events in chronological order. The discussishall cover the
following periods: Pre-Nightingale Era; Nightingadea, Pre and Post
First World War; Pre- and Post-2nd World War; ahe modem times.
United Kingdom, North America, and Nigeria shalte&ve the most

attention. The content enumerated shall be predemtevo units (Units

1&2).
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20 OBJECTIVES

By the end of this unit, you will be able to:

. explain the significance of the study of history

. summarise the development of nursing in Pre-Nigjati@ in
Europe and the UK

. identify the major areas of society and nursingt thiorence

Nightingale's impact was felt.
3.0 MAINCONTENT

3.1 Significance of the Study of History

Try to recall a history course you had at High Sd¢har the historical

aspects of one of your courses in your school e6Mg. The course titled
History dealt with the process of reviewing eventsere are subjects
such as History of Political Movements in Nigethstory of the Church

Missionary Society in Nigeria; History of Educatiemll these examine
the content of events. By the same token, when alle dbout the

historical development of Nursing, we are concenvét the content of

development over a period: and how one developrhstai influences
the subsequent stages. What is the significandéisiory in Nursing?

History allows us to link the past with the preselt shows the

achievements at each milestone. Knowledge of ljisserves as
reference points for the future.

You will now study the development of nursing dgrihe different eras
stated in the introduction.

3.1.1 Pre-Nightingale Development of Nursing

Nursing was distinguished in its early history afm@am of community
service and was originally related to a strongimestto preserve and
protect the family (Donahue 1985). The desire &pkeeople healthy and
provide comfort, care, and comfort for the sick evére initial focus of
nursing. This focus has remained relatively theesaner the centuries,
but the practice of nursing has been modified beeaof societal
influence and changing needs. Nursing has evolntzlwhat we now
know as modern nursing. Nursing is as old as meelidNursing and
medicine have been interdependent throughout lisbarring the era of
Hippocrates, medicine was practiced without nursié¢hile in the
Middle Ages, nursing was practiced without medicine
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In ancient cultures, religious leaders assumedorespility for health
and medical care because the causation of illnasstied to myths and
religion. Hence nurses were seen to be below celfggieaders. Nurses
then worked under priests and physicians, perfanuastodians and
personal hygiene care. The physician-directed ngractivities, except
the role of midwifery where nurses had always bemtepted.
Throughout this period, nurses did not participatactivities to promote
health or teach the families how to care for tlo&.si

Under the influence of Christianity, nurses begagdin respect and the
practice of nurses expanded. The order of Deasesea group similar
to today’s public health or visiting nurses was ohéhe earliest records
of Christian nursing. According to Dolen et al98B), (Brooker &
Waugh,m2013)., the order’s goals included the mgaif the following
needs:

. Feeding the hungry
. Giving water to the thirsty
. Clothing the naked

. Visiting the imprisoned
. Sheltering the homeless
. Caring for the sick

. Burying the dead

Historically, men and women held the role of theseu The entry of
women into nursing could be traced to AD 300 beeao$ the
improvement in the social position of Roman won@nristianity taught
that men and women are equal before God. Thereamasppeal to
women to carry on God’s work towards those who wemistress. The
Benedictine Order comprising men was founded inétheentury, and
this increased the number of women in nursing.

During the Middle Ages, the Crusades became a &isrfor expanding
nursing and healthcare. Military nursing orders riten were formed,
and hospitals were established. After the Crusadebswith the decline
of the feudal system, large cities began to develod grow. This
extensive growth of cities resulted in associatealth problems.

SELF-ASSESSMENT EXERCISE

Nigeria is experiencing a similar population shidim rural to urban. List
five health hazards associated with an extensiymilption growth of
cities.

Example of an answer: Overcrowding, poor ventilgtidot and humid
environment, poor sanitation, inadequate water lsu@r, food, and

3
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water contamination; disregard of personal andrenmental hygiene,
inter-personal feuds.

Because of the enormity of the health problemsulaseqroups were
formed and nurses to meet specific health caresnedtie Middle Ages.

In response to the serious health problems of Htle tb 17th centuries,
which were the consequence of societal factorssimgirresponded by
founding the Sisters of Charity in AD 1633 by Singént de Paul. The
Sisters cared for the people in hospitals, asyluand, poor houses. In
addition, they cared for sick people in their hopmesce labelled 'visiting
nurses'

The first supervisor of the Sisters of Charity wasise de Gras, a widow
of high social standing. She established perhagsfitat educational
programme associated with a nursing Order. Shaiitedrintelligent,
refined and compassionate women. The programmedead|experience
in the care of the sick in hospitals as well as @daisits. The sisters of
Charity were introduced in America in 1809, butitheame was later
changed to Daughters of Charity. The 18th Centavy &irther growth
of cities in Europe, including the United Kingdoamd consequently, an
increase in the number of hospitals and more folehe nurses. Nursing
skills and knowledge were generally passed on Ipessnced nurses
because there was still little formal educationtfem.

While nursing in continental Europe, especially Germany, was

beginning to make progress, the UK could not saystime. Hospitals in
the UK were built in response to similar healthigdeons, but the 'nurses'’
came from a low social status, lacked responsededrship, and were
illiterate.

3.1.2 TheFlorence Nightingale Era (1820-1910)

Florence Nightingale went to study with the sistdr€harity in 1853 and
was later appointed superintendent of the Englishe®al Hospitals in
Turkey. During this period, she instituted majoforens in hygiene,
sanitation, and nursing practice, thereby reduttiegnortality rate at the
Barracks Hospital in Sentari, Turkey, from 42.7%2t8% in 6 months
(Woodham Smith, 1983). Florence Nightingale wasdigent bedside
nurse with a great concern for the soldiers sheeturHer ward round at
night with the lamp earned her the title "The Ladigh the Lamp"”.
Organised nursing began in the mid-1800s underle¢hadership of
Florence Nightingale; before her era, nursing eeae done by paupers
and drunkards and persons unfit for any work.
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Florence Nightingale's beliefs about nursing folne ibasic foundation of
nursing practice today. Her religious convictionsd aexperience in
nursing during the Crimean War influenced her apphoand beliefs
about the care of the sick. She came from the uppeial class, was
educated and possessed a good communication aslitydged by her
various letters and booklotes on Nursing: What It Is and What It Is Not.
She travelled widely and could deal with governmantd politics.
Florence Nightingale possessed many outstandintitigeaBy today's
terminology, she would be called an epidemiologisd statistician. She
was a researcher, a politician and a caring nurigecsick and the well.
Her philosophy of nursing practice reflected theargfing needs of
society. She saw the role of Nursing as havingrggh@f somebody's
health' based on the knowledge of "how to put thatylin such a state to
be free of disease or to recover from disease"HiNigale, 1860).

Considering the role women were expected to assiuriag her time,
Florence could be regarded as an activist of sarte She was the one
who vehemently objected to the female Victoriarerot indolence and
marriage and viewed the development of nursing dsespectable
livelihood and constructive utilisation of womerghe saw activities as
being based not only on compassion but also onredsen and
experience, statistical data, knowledge of saoitatind nutrition, and
administrative skills (Donahue 2011). The greassttievement to the
world of nursing was the establishment of the frgfanised programme
for training for nurses: The Nightingale Trainingh®ol for Nurses at St.
Thomas' Hospital in London in 1860 AD. The professiisation of
nursing commenced from henceforth, and nursing oégée accorded
some respectability in society. Educated ladiesnfrine respectable
social backgrounds were selected for training. Atidct body of
knowledge was developed for nursing, and this waeset on observed
societal health needs.

40 CONCLUSION

The writings of Florence Nightingale which are owercentury old,
remain the reference points for all asp@ftsursing development today.
Her focus of nursing was directed at the clientksor well; the
environment for nursing, the knowledge and expentequired by the
nurse, and the interactions of these parameterarttanthe achievement
of desired goals. Florence Nightingale's thrusfmges were Religion,
Science, and Society. Could there have been arhbmitabination to
initiate change and sustain progress?
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50 SUMMARY

In this unit, you have learnt that the importancel advantages of
studying history and the historical developmentwfsing, in particular,
were examined. Contributions of various individuaisl groups to public
health and the care of the sick and less privilegesbcieties in Europe
and the UK were highlighted. The extraordinary cbutionsof Florence

Nightingale to Nursing, society, and science weily discussed.

6.0 TUTOR-MARKED ASSIGNMENT

1. Explain *historical development' in the contexnafsing history.

2. Briefly summarise the place of nursing in pre-Nigbale Europe.

3 Highlight the impact of Florence Nightingale o #ollowing:
-Victorian women -Nursing science -Nursing edumatiCare of
the sick -Nursing management.
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Introduction: The history of nursing: yesterday,ddyg and
tomorrow. In New Directions in Nursing Historypp. 17-37).
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UNIT 2 HISTORICAL DEVELOPMENT OF NURSING
I

CONTENTS

1.0 Introduction
2.0 Objectives
3.0 Main Content
3.1 Historical Development of Nursing in the USA.
3.2 Historical Development of Nursing in Nigeria
3.2.1 Religious Influence
3.2.2 British Colonial Service
3.2.3 Nursing education within the universjgtem
3.2.4 Nursing education in Nigerian universities
3.3  Globalisation of nursing
4.0 Conclusion
5.0 Summary
6.0  Tutor- Marked Assignment
7.0 References/Further Reading

1.0 INTRODUCTION

You will recall that unit 1 of this course dealttlwvithe first part of the
Historical Development of Nursing in Europe and th€. The last part
of the presentation focused on Florence Nightingale heralded major
reforms in nursing. The concept of nursing propoaed practised by
Florence Nightingale became the foundation for ggsional nursing in
the UK, USA, and British colonial territories.

The dominant functions of nursing have been modiéie an inevitable
consequence of changes in the social, economiticpbl educational,

and scientific-technological value in which the somers and the
practitioners of the nursing meeting. With the aboshanges and
facilitation by information/communication media,reas worldwide are
now in better positions to share ideas and straseghd move nursing
forward globally. By the beginning of the 20th Qawyt the Florence
Nightingale concept of nursing and the various enpéntation strategies
have crossed oceans and seas to the USA and Rafishial territories.

In this unit, we shall continue with the historicdd¢velopment as the
events occurred in the USA and Nigeria. As in thevipus unit,
significant developments shall be addressed.
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20 OBJECTIVES

By the end of this unit, you will be able to:

o describe the historical developments of nursinghas USA and
Nigeria

o discuss factors that influenced these developments

) explain factors that facilitated nursing educatwathin Nigerian
universities

o discuss the influence of globalisation of nursimgrursing

development.

3.0 MAINCONTENT

3.1 Historical Development of Nursingin the USA

Like the Crimean War in Europe, the Civil War iretdSA stimulated
the growth of nursing. The women in the Americard R&¥oss played
important nursing roles.

Clara Barton, founder of the American Red Cros=nald to or cared for
soldiers on the battlefields, cleansing their wajndeeting their basic
needs, and comforting them at points of death.Ainerican Red Cross
was ratified by the United States Congress in 188@r 10 years of
lobbying by Clara Barton. Dorothea Synde Dix, MAnne Ball (Mother
Bickerdyke) and Harriet Tubman also influenced mgrsluring the civil
war. As superintendent of the female nurses ofitnen Army, Dorothea
Dix organised hospitals, appointed nurses, andsaverand regulated
supplies to the troops. Mother Bickerdyke organeetbulance services,
supervised nurses, and walked abandoned battlefé¢light looking for
wounded soldiers. Harriet Tubman was active in thaderground
Railroad movement and assisted in leading oversd@s to freedom.

After the Civil War nursing schools in the USA aBGdnada started to
pattern their curricula after the Nightingale SdhoMany nurses
contributed to the development of nursing in theAld®d Canada, but a
few will be highlighted. Isabel Hampton Robb graidul from St.

Catherine's School of Nursing, Ontario, Canadacloa that was
patterned on Florence Nightingale’s curriculum. Sieeame the first
superintendent of the Johns Hopkins Training Schdgaltimore

Maryland. She contributed immensely to the professisation of

nursing through publications of nursing textbooksl dormation of a

professional nursing association that became theerfsan Nurses
Association in 1911. She was one of the foundetiseAmerican Journal
of Nursing. The textbooks she authored were:

8
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Nursing: Its principles and Practice for Hospitalnd Private Use
(1894); Nursing Ethics(1900), andEducational Standards for Nurses
(1907).

Advances were made in hospital care, public headiid nursing
education in the early 20th century. Mary Adeldigting, a member of
the first graduating class of Johns Hopkins TraniSchool was
instrumental to affiliation of nursing educationtliuniversities. She
became the first professor of nursing at Columbiaversity Teachers
College in 1907.

The journey towards the placement of nursing edoicatto universities
was quickened in 1923 when the Rockefeller Founddtinded a survey
of nursing education, popularly known as tBeldmark ReportThe
report recommended that nursing education neededased financial
support and suggested that the money should be dovdJniversity
Schools of Nursing. Five universities benefitednirdhe financial
support. University schools of Nursing were ablexpand, increasing
opportunities for more nurses to have universitycation. As nursing
education developed, nursing practice expandede Mimmical specialty
programmes were started and so also were speiaking organisations
that were concerned with quality care.

In 1965, the National Commission on Nursing anddig Education

explored issues that included: the supply and deémah nurses,

clarification of nursing roles and functions, edima of nurses, and
career opportunities available to nurses. The LgsaiReport, named
after the study director called for clarificatiori pursing roles and

responsibilities concerning other health professigmnadvocated greater
financial support for nurses; and more career dppdres to attract

nurses and retain them in the profession (Lysaligii0).

As nursing education and practice evolved to nfeethanging needs of
society, Nurses' code of Ethics also evolved. IB61RAmerican Nurses
Association proposed its code of Ethics. The pwrpighis code was to
"create a sensitiveness to ethical situations anfotmulate general
principles which result in the formation of consgoand critical
judgement resulting in action in specific situabANA 1926).

As technology and needs of society changed, the @ddethics was
revised to provide code of ethics for nurses witkripretative statements
(ANA 1985) Nurses in the USA and Canada had maalet gtrides in the
development of nursing. The resolve to move nurgekication into
Universities and Colleges, and away from hospiédfgiated schools
facilitated the: development of more nurse scholgie are committed
to developing nursing science and theory. Develppoience and theory
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in nursing involves generating knowledge from thesmg field and
other disciplines. One method for creating nurgaoigntific knowledge
base is through the development and use of nuthewyy through the
research process.

A significant milestone influencing the developmaeritconcepts and
theory was the establishment of the Nursing Rebkedwoarnal in 1952.
The journal has encouraged scientific productiahd has helped to
provide the framework for a questioning attitudat thas set the stage for
further enquiries into theoretical nursing (Melei®85). These have
produced theorists whose theories are influencihgspects of nursing
worldwide. Such persons are Peplau, Henderson, @mm, Johnson.
Nurses in North America, particularly in the USAavie developed
nursing to a truly professional status.

You have spent the past few minutes studying ts®hcal development
of nursing in the USA, the events that occurred &ne persons
responsible for these events. We have also seethsosocial, economic,
political, scientific and technological developmenhtsociety as a whole
affected the development of nursing in the USA.

Discuss one developmental factor with Americanetydhat facilitated
the development of nursing.

3.2 Historical Development of Nursingin Nigeria

The following factors influenced the developmennafsing in Nigeria.

Religion, British  colonial administration, intergiessional

communication, and the world wars. Traditionalgring for the sick

took place at home and care is given by women amiy members. The
concept of a nurse in the European sense was rniobfpthe traditional

community setup. It was considered to be the respomies of the

families to care for their members both in healtld gickness. But the
midwife had been a constant figure in all tradiibsocieties. Nigeria had
and still has the traditional midwives who caregoggnant women from
conception, through labour and delivery. Post-neaa¢ is also given to
both mother and baby. Caring includes provisionbasic comfort,

feeding, bathing and also the care of other sislinghe family.

3.2.1 Réligious I nfluence

When the missionaries arrived in Nigeria from th& ih the 19th
Century, their objectives were to convert (evarsgglito educate and to
provide health care. Hence you find the church, gsbkool and the
hospital/clinic clustered in the mission groundstiAtrained missionary
nurses, some of them products of Florence Nighten§aehool of Nursing
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or curriculum. They recruited young men and womeosthy with
primary school education for on-the-job trainingniarsing- procedures
and skills. The emphasis was on skills trainingtstg from simple to
complex. It was purely task-oriented training. ibdly, there was no
organised curricula, hence no central certificatidime missionary
Nursing sisters provided physical, psychosocial apulitual care for
their followers. The health care. needs of the comtres were
constantly assessed and appropriate health caliédaavere provided.
The first set of nursing personnel in the counteyevthose trained on the
job by UK trained missionary Nursing sisters. Théseally trained
nursing personnel also imbibed the tenets of thes@dm religion and
served as local contacts for evangelism. The twGater sisters ran the
mother and child health centers in Abeokuta andntsrons, while Mary
Slessor was known in Calabar for her work with a@lmsred twins.

3.2.2 TheBritish Colonial Service

The British colonial service in conjunction with ethRoyal Niger

Company provided health care services for theuisgrcitizens and their
families in Nigeria. Medical teams were also braugbm the UK to run

the medical services. The medical teams includedepsional nurses
trained in the UK. Two parallel health care sersiegere provided: one
for those in the colonial service Administratiordahe other for the local
Nigerians. Hence, there were the European and afridospitals.

The nursing sisters in the Medical Teams also @échwomen and men
on-the-job and supervised their work. They wergléwa lot of task and
skills but with little theory. These young womerdamen were referred
to as 'probation nurses' and they worked undermsigo@n, mostly in the

African Hospitals. There was no formal curriculumach Nursing sister
taught from her experience. There was no certiicaas there was no
controlling or Examination body.

After the Second World War, which ended in 1945nynigerian girls
with High School Education traveled to the UK, tai as professional
nurses. Upon their return, most of them were engtoyn the Civil
Service. The working environment was hostile, amehyfound that they
could not put to practice the knowledge and skiiksy had acquired in
the UK. Some left nursing for other disciplinest bthers persevered. As
more nurses returned from the UK, they collectivelgolved to improve
the standard of nursing education and practicehé dountry. These
standards pioneering nurses included Adetoun Bavlay later became
the first Nigerian Registrar of the Nursing CounEilancis Oguntolu the
retired Director of Nursing, Lagos University Teaxh Hospital;
Kofoworola Pratt, first Nigerian Matron of UnivetgiCollege Hospital,
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Ibadan; Oluyinka Sofenwa, retired Deputy Directof Mursing,
University College Hospital Ibadan.

First on the list of improving standards was theuiguration of the first
Nursing Council for Nigeria and the appointmenaafinterim Registrar
in 1947 -an expatriate.

The changes effected in nursing were facilitatedhgypolitical climate

in the country. It was the period of negotiatiorr fine country's

independence from Britain. During this period thexere plans for the
improvement of health care. The Richards constituivhich divided the

country' into three regions (East, West and Naathg the capital Lagos
created a School of Nursing for each region locatdeéhugu, Ibadan and
Kaduna, plus the one in Lagos. These schools dtartinction in 1949

with a formal syllabus to direct the educationabggamme. Qualified

nursing tutors were employed from the UK to dirte programmes.
Preceptors were employed from amongst Nigerianesuiriined in the
UK to supervise the practical training of studems government

hospitals.

The Health Policy also stipulated those Nigeriaystend girls with good
high school education be sponsored to study genaralng, midwifery
and other nursing sub-specialties of National naereat Britain. This
was a great departure from the traditional praaideaining individuals
with only 6 to 8 years of primary education. Thewneirection
encouraged boys and girls with good high schookation to choose
nursing as a career.

The Health Policy also directed that a School ofdMg be established
at the University College Hospital, Ibadan in 1952vas patterned after
the Nightingale School of Nursing at St. Thomasspital London. Girls

with good education also qualified for admissiotoithe school. From
all indications, the government was bent on changiie poor image of
nurses and consequently improving the quality ofsimg. This was

linking good general and professional educatiom witalitative nursing

practice.

With the Nursing Council in place and the instrueh authority
approved, the Council proceeded to set minimumdsiias for, nursing
curricula in Schools of Nursing, clinical teachifgcilities, and the
minimum educational qualification for entry intet®chools of Nursing.
The authority of the Nursing Council was felt mamenursing than in
midwifery. This was probably because midwifery $ezg were less
organised than the nursing services. Fewer of tighlyh trained
professional nurses went into midwifery practiceurtRermore,
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midwifery practice was more controlled by nongoveemtal
organisations.

3.2.3 Nursing Education within the University System in
Nigeria

The developments in nursing education in Canaddlrentd SA started to
influence nursing education development in Nigespecially in the old
Western Region. In line with its health manpowevedepment and to
meet its expanding health care services, the WeRegion government
embarked on a programme of sending qualified nurgesseas to train
as Nurse Tutors. In 1960, the Canadian governmiéeited to educate
nurses at university degree level. In 1960, thezeevtechnical aids from
the British and Canadian

Governments to prepare nurse tutors at diploma @degree levels
respectively. Nursing administration and nursingicél specialisations
were not left out of the development; there wasn@er and British
technical assistance for those areas. The immegd@kindependence
period saw nursing in Nigeria enriched with newaslérom the USA,
UK, and Western Germany. Impressed by the Profieasmerformance
of the nurses trained abroad, many men and womart teethese
countries for their nursing education. The retufrihe five graduate
nurses from McGill University in 1962, was the timgn point for
university education in Nigeria. These graduateseweeployed to
different schools of nursing where through theirterpersonal
relationships, influenced students' attitudes tsing. By 1966, twelve
graduate nurse teachers sponsored by the Canadwatnghent, had
taken up appointments with the Western Region gowent and later
with other governments and health care institutidrgs crop of nurse
teachers was able to impress on the governmemtsaf@and nonformal
groups the benefits of university education in mgsand especially at
the administrative and education levels. There w0 a world
movement through Inter-National Nursing Organisagioto move
nursing education from hospitals schools to unitiess The first stage
was sourcing for funds, followed by staff develomtéhen programme
development, identification and negotiation withstitutions and
government, student's selection and admission.

These processes were embarked upon consequentlyL966 the
University of Ibadan after creating a Departmeniafsing admitted the
first set of 10 students into the post-basic Bamhel Science (Nursing)
programme with options in Nursing Education anddihg
Administration, and Clinical Electives in Medicaui§ical Nursing,
Material and Child Health and Midwifery, PsychiatriNursing, and
Community Health Nursing.
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The Rockefeller Foundation provided the buildinige World Health
Organisation (WHO) provided fellowships for studeand teaching aids
and other teaching materials, and Boston Univegsltyitted students for
post graduate studies. WHO also provided suppostaff for the first
five years of the programme. The University prodidee administrative
support, pending the take-over after five years.

By the time the first set of students graduatedymaare nurses wanted
a university education. The number of applicantseased every year,
even when financial support was no longer available

In 1971, the University of Ife (now Obafemi Awolowmiversity) started

a Faculty of Health Sciences with a philosophy ddicating the health
professions students together, since they wereceqbéo work together
in real situations. Based on this philosophy, aegerdegree BNSc. was
started in 1973. More and more nurses and indilgdudo want to

become nurses want university nursing educatiorreMaiversities now

run the generic nursing programme. Those Nigeriarses and other
persons who spearheaded nursing education withibtliversity system

include the late, Professor Frida O. Adebo, Oluf@nKujore" Adetoun

Bailey, Ayodele Tubi, Lola Alade, Stella Savage V{kusoga, Late
Grace Afamefuna, Adebisi Fabayo and Later Profegsdi. Grillo.

3.3 Globalisation of Nursing

Florence Nightingale through her definition of rings has shown the
universality of nursing. She showed how the rol@wfsing is to utilise
the laws of nature to facilitate health and recapen from illness. Long
before Maslow's hierarchy of human needs, Nightegas called nurses
attention to the manipulation of the elements méhvironment to meet
Man's health needs. Nurses in different countraagelevolved concepts
and theories from Nightingale's concepts.

Nurses, through research, are identifying globablgms and issues that
affect man and sharing or offering solutions. Thenmunication media
for the sharing could be by the printed materialthie form of journals,
books; electronic materials and software; faceattefcommunication as
occurs at meetings and conferences. We can novgsaad®rmation on
nursing issues from the Internet. Nursing is mukr a calling shrouded
in secrecy. The ability to produce knowledge by skentific process
through the fastest possible means is a work depsional growth and
development of the 21st century.

Globalisation of nursing is also fostered througimmunication among
various national nursing associations and specraltging groups. At
international conferences issues and/or phenomiec@namon concerns
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are discussed, for example the International Cdohlurses (ICN). The
ICN is an organisation focused on '‘Advancing Nugsiorld Wide'. In
1998 identified three key areas as crucial to tmgrovement of nursing
and health. These are known as ICN Pillars and #rey Professional
Practice, Regulation, and Socio-economic welfarke Tnternational
Classification for Nursing Practice (ICNP) and Leeship for Change
are two significant ICN projects which come undke tprofessional
practice pillar, Negotiation in Leadership is ajpob which comes under
the socio-economic welfare pillar.

SELF-ASSESSMENT EXERCISE
Access the Websites of:

I International Council of Nursing (ICN),

. World Health Organisation (WHO),
Summarise the nursing roles within the organisatiRegional
Nursing Organisations (RNO).

The trend in the past 20 years is for nurses wihgeographical location
to corporately develop nursing. A typical exam@ehe West African
College of Nursing (WACN) which is also an agentyhe West African
Health Organisation (WAHO). It is concerned witk thursing and health
needs of people in countries of WAHO. The West &in College of
Nursing (WACN) is composed of five faculties offegi fellowship
programmes in specific nursing specialties Comnyudialth Nursing,
Nursing Education and Administration, Maternal a@tild Health,
Medical Surgical Nursing, and Mental Health anddPsatric Nursing.
Its responsibilities include the inauguration & thursing and midwifery
councils, with the appropriate instruments of atitiipthe establishment
of better equipped secondary, tertiary and spestiand teaching
hospitals, and the provision of articulated healthcy. The cumulative
effects of all the above resulted in communicatimiween Nigerian
nurses outside, particularly in the UK, Canada, thedJSA.

40 CONCLUSION

From the presentation in this unit, it is clearttharses in North America,
particularly in the United States, were the maircéon the development
of nursing. The immediate pre and post-indepengenbds in Nigeria
witnessed a formalisation of nursing education aodsing practice
through government policies on health; the raisafighe educational
standard for entry into the nursing profession; sterting of formal
schools of nursing in all the political regions atdhe University College
Hospital, Ibadan and other University Teaching Htaépin the Nation;
government support for deserving students to stualging in the United
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Kingdom with scholarships, employment of many Bhititrained
Nigerians and British nurses into the health sewigvhereby much
higher quality of nursing education and nursing cpce were
demonstrated, and these serving as encouragementlt@ducated
persons to come into the nursing field.

5.0 SUMMARY

This unit examined the historical developmentsuwsmg in the United
States of America. Discussions showed you how thesldpment has
moved nursing to a high professional status.

It also examined the development of Nursing in Nagyand the factors
that influenced the historical development. Lastypbalisation of
information in nursing through various communicationedia are
highlighted.

6.0 TUTOR-MARKED ASSIGNMENT

1. List three major areas of development of nursinghe USA
during the first five decades of the 20th century.

2. Discuss the relationship between the development thaf
Nightingale Era and post Nightingale Era in the US

3. Describe two factors that influenced Nursing higtoand

development in Nigeria.
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UNIT 3 CONCEPTSOF NURSING
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1.0 INTRODUCTION

| hope that you have read and understood the cayuigke. You are
therefore in a better position to appreciate hois tmit (Concept of
Nursing) fits into the course as a whole. The cphoé Nursing focuses
on the idea and meaning of nursing as a profedsioceupation.
Different people express different ideas as to whasing is. The unit
will describe the ideas of nursing by six distirghed nurse leaders who
had influenced the development of nursing worldwide

20 OBJECTIVES

By the end of this unit, you will be able to:

. define the word 'concept’ from the point of genaersdge and
from the point of nursing as a concept
. mention at least three concepts of nursing stayedidtinguished

nurse leaders from the time of Florence Nightiag&d the
contemporary time

. identify the common focus of nursing activity foorncepts of
nursing
. compare and contrast your concepts of nursing bedod after

the study of this unit.
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3.0 MAIN CONTENT
3.1 Conceptsof Nursing

The concept of nursing expresses the opinion agmeised practitioners
of nursing as a profession. It is seen by some Ipeap an art, and by
others as a science, skill, or as a calling. Betehwe shall consider the
opinions of only six distinguished nurse leadetsege include:

- Florence Nightingale,
- Virginia Henderson,

- Hildegard E. Peplau,
- Myra Levine,

- Dorothea Orem, and
- Calista Roy.

These people have been specifically chosen becdiise uniqueness of
the statement each of them has made. You are experstudy at least
three of the six statements from the point of vidwniqueness and focus.

SELF- ASSESSMENT EXERCISE

I Think and state your concept of nursing that hdldemced your
decision to choose nursing as a career.

. State the focus of nursing activity that could leeided from your
statement.

Very often, the way a situation, a thing, or anreve conceptualised
directs the type and focus of activity that woulkel éngaged in it. For
example, Imogene M. King's concept of nursing & this 'a process of
human interaction between nurse and client. Theesent when
examined shows that the focus is on communicatio@raby both nurse
and client share information, recognise each otgree on set goals and
take actions for their attainment. This type ofa@apt of nursing demands
collaborative interaction aimed at attaining plashset of goals.

There is a thread of ideas that connect from omsenieader to another.
As we examine the concepts of nursing of diffenemtse leaders, we

should look out for the linking ideas. The attemgpdefine nursing started
before the 20th century.

3.1.1 Florence Nightingale

Florence Nightingale, the founder of professionaksing espoused
nursing to be a profession for women, the goal bictv is to discover
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and use nature's law governing health in the sereichumanity. In
addition, nursing was stated to be an art and ensei and required an
organised scientific and formal education to cardliose suffering from
disease. Both sick nursing and health nursingatptit the patient in the
best condition for nature to act upon him". Froms ttoncept of nursing,
it is possible to deduce the actions, activitiésicational preparation, and
organisational support for the concept.

Nightingale's concept of nursing dominated the tgeaent of nursing
for nearly 100 years roughly from the late 19thtagnto mid-20th
century. It gave birth to the professionalisatiémarsing.

The concept of nursing continued to receive thenéitin of nurse leaders
after Florence Nightingale. The dominant functiocentinue to be
modified as an inevitable consequence of changeghén social,
economic, political, educational, scientific an@heological milieu in
which the consumer and practitioner of nursing meesitions in the first
half of the 20th century on the nature and contidouof nursing have
resulted more often from deductive than from intkgcteasoning.

3.1.2 VirginiaHenderson

The relatively stable essence of nursing is cadtureone of the most
widely quoted concepts of nursing by Virginia Hersda:

The unique function of the nurse is to assistrlevsidual, sick or well in

the performance of those activities contributindghéalth or its recovery
(or to peaceful death) that he would perform undide he had the

necessary strength, will or knowledge. And to deithsuch a way as to
help him gain independence as rapidly as possilites aspect of her
work is thus part of her function. She initiateslaontrols. She initiates
and masters. In addition, she helps the patienatoy out the therapeutic
plan as initiated by the physician. She also, aneaber of a medical
team, helps other members, as they in turn helptbearry out the total

programme whether it be for the improvement of thealr the recovery
from illness or support in death.

Henderson proposed 14 activities contributing tithewhich nursing is
responsible for -assisting the individual and sstgg that existing or
potential loss of the power to control or perfolmge activities signals
the existence of a nursing problem. The 14 proposegponents are:

Breathing normally.

Eating and drinking adequately.

Eliminating body waste.

Moving and maintaining desirable postures.

PoONPE
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Sleeping and resting.

Selecting suitable clothes -dressing and undressing
Maintaining body temperatures within normal rangeatdjusting
clothing and modifying the environment.

8. Keeping the body clean and well-groomed and priotgcthe

No o

integument.

9. Avoiding changes in the environment and avoidinguring
others.

10. Communicating with others expressing emotions, sekshrs or
opinions.

11. Worshipping according to one's faith.

12. Working in such a way that there is sense of acdishmpent.

13. Playing or participating in various forms of rediea.

14. Learning, discovering, or satisfying the curiosihat leads to
normal development and health and using the dlailbealth
facilities. -(Henderson, pp 16-17, 1966).

The above components guide the selection of eduticontent and
practice/intervention activities either in healthsackness.

3.1.3 Hildegarde Peplau

Hildegarde Peplau came into limelight in 1950s. ke one of the nurse
leaders dedicated to the development of nursingaasecognised
professional discipline, focusing much of her dffan the development
of knowledge base to guide clinical practice. Pepthfferentiated
nursing and medicine by stating that physiciansesklthemselves to
within-person phenomena, to dysfunctions, deficlefects and the like,
about the organism. Physicians define the diseaftes person and
prescribe treatment for them. In contrast to ttasesnent, Peplau defines
nursing as "a significant therapeutic interpersopabcess which
functions cooperatively with other human procedbted make health
possible for individuals”.

Peplau's definition of nursing as a "nurturing ®rand educative
instrument”, represent her view of the facilitathagure of the discipline.
Its primary purpose is the application of scientifprinciples in

facilitating human health.; Initially, Peplau viesv@ursing as applied
science and as a process that aids patients totheebwn needs and
recover from illness. More recently, her concepsadiion of nursing is
that of a social and scientific force in the exptoon and organisation of
factors relevant to the maintenance of health.

Although Peplau considers nursing as a collabagtart of the health
profession team, all the same, she sees a' unapues ffor nursing as
resting in the reactions of the patient or clientircumstances of illness
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or health problem. This is helping patients to gaitellectual and
interpersonal competencies.

Nursing activity is, more specifically, depicted sig identified roles
which the nurse assumes at various times duringr-pegrsonal
encounters with the patient. Details of the roles@mponents of Peplau's
Model will be discussed in subsequent units of @osirse.

The next three nurse leaders produced their comadptursing during
the last three decades of the 20th century. Prevdmas by earlier nurse
leader were expanded upon.

3.1.4Myralevine

Myra Levine defines nursing as:

a human interaction -an exchange between indivgludlursing is
regarded as a sub-culture, processing ideas andegivhich are unique
to nurses, and which reflect society.

Nursing knowledge allows for a sensitive and prdisrecrelationship
between the nurse and the individual needing care.

Levine, like Nightingale, places great emphasis aloservation.
Observation allows the nurse to evaluate the p&ieandition as well as
anticipate the patient's future course of events.

Levine sees Nursing as a human interaction betwebkviduals and for
which nursing has an extant body of knowledge.

3.1.5 Dorathea Orem
Dorathea Drem defines nursing as:

a human service that is different from all othemtan services. She
indicates that nursing's special concern is ma@scdfor the provision
and management of self-care action continuouslhgustain life and
health or to recover from disease or injury.

Of those who preceded Orem, Henderson's and Orem's
definitions/concepts appear to be closely relaBadh focus primarily on

the individual stress, assisting the individualhadattivities he/she can no
longer do for himself/herself and extending theirged boundaries of
nursing to include assisting the individual towandependence from
nursing or assistance toward a peaceful death.

Nursing's special concern or uniqueness rests twghndividual's need
for self-care action and the provision and managemikit continuously
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in order to sustain life and health, recover frasedse or injury, and cope

with their effects. Nursing is characterised agoachnd as assistance. For
activities to be considered as nursing, they mastdnsciously selected

and directed by the nurse toward accomplishingingrgoals.

3.1.6 Callista Roy
Callista Roy defines nursing as:

a theoretical system of knowledge which prescrébpsocess of analysis
and action related to the care of the ill or potafty ill person. Nursing

is concerned with the person as a total being radeng with a changing
environment and responding to stimuli present bseaof his/her

position on the health-illness continuum. When ualstressors or
weakened coping -mechanisms make a person's udeaips to cope
ineffective, then, the person needs a nurse.

Nursing consists of both the goal of nursing andsimg intervention.
Although the above statements of concepts of ngreniginated from
different nurse leaders, nevertheless they shdeasit one focus.

SELF-ASSESSMENT EXERCISE

I Read each concept of nursing statement again andifyl one
common focus.
. You have decided to study professional nursing career.
a. State your idea/concept of nursing
b. Mention two factors that influenced your idea/cqstcef
nursing.

You will recall, as pointed out earlier, that a cept of nursing directs
and guides the nurse in her focus, choice of ngractivities and basis
for model and theory development. For example, tigfale's concept
of nursing focused on the manipulation of the emvinent in line with

the laws of nature. The concept environment ih&mrbroken down into
less abstraction, whereby we now have physicathgsggical and social
environment. As these are further broken into olzdge activities, they
provide further direction for the intervention adies.

This process will be further developed in subsetjnarsing courses.

SELF-ASSESSMENT EXERCISE

Think again of your own concept of nursing:

I List five specific nursing activities that you cganerate from it.
The activities should be things you can do (fomepke, making a
patient's bed, feeding).
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40 CONCLUSION

In this unit, you have been introduced to the cphoénursing. The unit
started with a general introduction to the topiadiofived by statements of
specific objectives to be achieved at the end ef ititeraction. The
definition of concept as a general term was disdigsd followed by
definition of ‘concept of nursing'.

The concepts of nursing of six renowned nurse thEsowere presented.
The importance of concepts in the derivation ofsmg activities, as
foundations for nursing models and nursing theovi@s mentioned.
Exercises were given to assist you to monitor yeaming.

5.0 SUMMARY

In this unit, you have learnt about concepts, amacepts of Nursing.
Definitions from selected nurse theorists were méateillustrations,
starting from Florence Nightingale who is regardedthe founder of
Modem Nursing. This Unit serves as a theoreticahttation for the
subsequent Units in this and other nursing courses.

7.0 TUTOR-MARKED ASSIGNMENT

1. Define the ternconceptin the context of its general usage, and
state briefly how concepts evolve.
2. Define a concept of nursing and describe the rotexepts of

nursing play in the development of nursing.

7.0 REFERENCESFURTHER READING

Brooker, C., & Waugh, A. (2013})oundations of Nursing Practice E-
Book: Fundamentals of Holistic CarElsevier Health Sciences.

Berman, A., Snyder, S., & Frandsen, G. (20Budy Guide for Kozier
& Erb's Fundamentals of Nursing: Concepts, Proceasd
Practice, [by] Berman, SnydePearson

Cherry, B., & Jacob, S. R. (201&ontemporary nursing: Issues, trends,
& managementElsevier Health Sciences

Fitzpatrick, J. J., & McCarthy, G. (2014Theories guiding nursing

research and practice: Making nursing knowledgeetigyment
explicit Springer Publishing Company.

23



NSC 219 FOUNDATION OF PROFESSIONAL NURSIRACTICE 1

Henderson, V. (1966)he Nature of NursindNew York: The MacMillan
Co.

24



NSC 219 MODULE 1

UNIT 4 NURSING ASAN ART AND A SCIENCE
CONTENTS

1.0 Introduction
2.0 Objectives
3.0 Main Content
3.1 Definitions
3.2  Nature of Nursing as an Art and a Sciencstdical
development
3.2.1 Nursing as an Art
3.2.2 Nursing as a Science
4.0 Conclusion
5.0 Summary
6.0 References and other resources
7.0  Tutor-marked assignment

1.0 INTRODUCTION

Historically, the practice of nursing concentratetgroups of activities
identified, organised and practiced in such waws tiie sick would have
succour and comfort. These activities are baseth@matural needs of
man for survival. These natural needs are air, wdt®d, excretion
(elimination), stimulation, exercise, rest, sleepnfort, safety, love and
belonging, self-esteem, and self-fulfillment. Nuagi initially was
equated with mothering; hence activities were &ehtion these
parameters. The focus of nursing historically ceatteon the sick and the
injured that were unable or incapable of providing themselves the
natural needs which Abraham Maslow later identifesdbasic human
needs.

Nursing, as a human service, designed activities skills (tasks) that
facilitated recovery from sickness and injury. Tslkdlls constituted
nursing knowledge; hence the memorisation of thi®ua skills formed
the process for learning nursing. The consumers @kBsw competent
performance of the technical skills as the focusafsing. The greater
the automaticity with which a task is performedg thigher the
competency rating.

This initial interpretation of the art of Nursinga® very narrow. It
assumes that this task-oriented nursing does gaireean understanding
of why the tasks are necessary, how they work, lmtwhe effects will
be. This view assumes that nursing has no knowlbdge of its own, nor
does it need one. The skills are regarded to bengally manual and
technical and reflect the knowledge of other disogs, especially
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medicine. Hence the common expression: "Nursinged to the apron
string of medicine”. This might have been truerfauch of the pre-and
early Nightingale era. Nursing as a science, onadter hand, views
nursing as an intellectual process and activity. "

In current professional nursing art and sciencenatediscrete entities.
They are on a continuum of interpersonal interactwhich has specific
goals and involves particular kinds of activitiasks. A universally
accepted process is applied in the practice ofimyirscience. Some
aspects of this topic have been discussed in Aratel 3 and will also be
expanded in unit S\lursing as a Profession.

20 OBJECTIVES

By the of this unit, you will be able to:

o define the concepts art and science as in gensagkeu

o describe the historical development of art andre@en Nursing

o enumerate at least two factors that influencedath@nd science
of nursing

o discuss the application of art and science in dméant and process
of nursing.

3.0 MAINCONTENT

3.1 De€finitions

Most of the general definition of ‘Art’ apply to Msing. The Oxford
Advanced Learner's Dictionary defin&g as:

The Oxford Advanced Learner's Dictionary defidesas:

. Skill acquired by experience, study, or observation

. An occupation requiring knowledge or skill

. The conscious use of skill and creative imaginatianskillful
plan

. The faculty of carrying out expertly what is pladre devised.

. An ability or skill that can be developed with tveag and
practice.
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Sciencas defined as:

o Possession of knowledge as distinguished from mm® or
misunderstanding.

o Knowledge attained through study or practice

o Something that may be studied or learned like syateed
knowledge.

o Knowledge covering general truths, or the operabbmeneral
laws especially as obtained and tested througimtsotemethod.

) Such knowledge concerned with the physical worldl as
phenomena

o A system or a method based or purporting to bedas on

scientific principles.

The realisation of these definitions may not béyfakperienced by you
at the end of the study of this unit. But, as yoogpess in your nursing
studies, each definition will unfold with a variety nursing situations.
You need to keep this foundation information in stant perspective.

SELF-ASSESSMENT EXERCISE

Select one definition each from the Art and theeBce. Think of your
past experiences in nursing (education, practice/cemanagement),
March the definition with the narration of your ex@nce.

3.2 Nature of Nursing as an Art and a Science: Historical
Development

3.2.1 Nursingasan Art

Nursing as an art encompasses the organisatioraedof the clients'
environment communication, general care of cliesuts] performance of
clinical procedures and miscellaneous nursing skilll these are
performed with the application of Levine's four servation principles
which are: conservation of energy, ConservatioStofictural Integrity,

conservation of Psychological Integrity and Conagon of Social

Integrity. These principles consider the clientsurdés, families,
community members, and other health professionals.

Historically, the practice of nursing concentratetgroups of activities
identified, organised, and practiced in such wags the sick would have
succour and comfort. Nightingale described two edéht types of
nursing, sick nursing or "nursing proper" and Hgalbursing, which
required an organised, scientific, and formal etlana Nightingale
meaning of nursing activity was a departure from phevious common
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belief that nursing is a collection of tasks orgadures requiring some
skills, and are initiated and directed by othemtipularly physicians

whose functions they exist to assist. So, thereewes independent
nursing functions. Because they required skill, sotraining was

necessary. But competent performance did not reguirunderstanding
of why the task is necessary, how it works, andtwimaeffect would be.
Nursing had no knowledge base of its own; its skillere essentially
technical.

Nightingale saw nursing proper as both an art asdence that require
organised scientific formal education. She perakimarsing as being
distinct from medicine, asserted that nursing cameeas with the client
who was il1, rather than the illness which was fir@us of medicine.

Although nurses were to carry out physicians' @ddrey were to do
these only with an independent sense of respoitgifok their actions.

talking about Nursing as an Art, one needs to emanthe various
activities in nursing, of goals of securing comfartd succour to the
clients be it in health or sickness. Nightingalehier bookNotes of

Nursingdiscussed various activities of the nurse and l@sd could be
artistically organised that the goals of care atdeved. Safety, comfort,
pleasing to the sense, are essentials of a nuasingty, which are to be
directed towards the environment as well as trentli

The basic nursing focus, activities and proceduigentified by
Nightingale and taught to her students of St., Th®iospital, School of
Nursing London, are still the Nursing Arts of predeonal nursing today.
Why? Because the process has consistently focusetiemts' personal
and universal needs in the context of the humair@amwent. However,
the process of arriving at needs had been gredtlyenced by knowledge
and the scientific method: Nightingale emphasidsal importance of
observation and documentation in nurse-client atgons.

SELF-ASSESSMENT EXERCISE

I The wrist of a client who sustained a soft tissyary. Describe
your activity in terms of Nursing as an Art.

. List two factors that have aided your skill devetant of a chosen
nursing care task.

3.2.2 Nursing asa Science

In the bid to achieve professional status nursiag $triven hard in the
1st 100 years to fulfill the characteristics of eofpssion. A very
important requirement for professional status & the profession has a
theoretical body of knowledge leading to definedlskabilities, and
norms. Nursing knowledge has been developed thraugging theories.

28



NSC 219 MODULE 1

Theoretical models serve as frameworks for nursurgcula and clinical
practice. Nursing theories also lead to furtheeaesh that increases the
scientific basis of nursing practice.

Although the outward and visible signs of nurstage are what the nurse
does for, with or on behalf of a client, her aci@mne based on a series of
intellectual processes that are not directly vesibTogether these
intellectual activities and nursing actions ardezhthe nursing process.
Essentially, the nursing process is a systematithode of problem
solving applied to nursing situations and basedsaentific method.
Other non-systematic problem-solving methods suseh irguition,
experience, tradition, trial and error are usewslrsing. But the reliability
under is often low.

The purposes of the nursing process are to meajdheral objectives
towards which the nursing care of all clients iedied. The objectives
may include:

o Personalising the care of each client.

o Ascertaining, supporting, and maintaining clierdapacity for
meeting the physiological, psychological, sociad aspiritual
needs, as well as recognising the client's sthsngiid limitations

o Protecting the client from threats to his safetyntmt and
wellbeing

° Supporting, comforting and sustaining the cliend @asing his
suffering during all phases of iliness.

o Assisting in the restoration of the client to théldst capacity of
which he/she is capable.

o Considering the client's family members and frieadspersons
with legitimate interest and roles to play in Wwsll-being

o Assisting the client and the family in planning fibke required
care.

For these general objectives to be achieved, tharest be a

complementarity between the type of problems piteseby the clients

and the goal the nurse pursues to help the clieet an otherwise unmet
need (patient problems). It is at the point of imémtion that nursing art
manifests. The relevance, quality quantity and iggion of the art as
an outcome of a scientific process that confirmsing care as scientific
and nursing as a profession. In addition to thegss knowledge from
relevant disciplines would be consulted and utlise
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40 CONCLUSION

In essence Nursing as an Art and as a science beuligéscribed as two
faces of a coin. Just as the task, skill, or praceds an outcome of a
scientific process, the task, skill, or proceduyrbecome a source for
scientific investigation. The emphasis on nurasart without obvious

intellectual activity might have been responsiloiethe view that nursing

is just a collection of tasks and procedures, whécjuires some skill and
therefore some training. The competent performatwes not require

understanding of why the task is necessary, hawoiks, and what the

effects would be. But the intellectual activityrairses by the application
of the scientific process, clinical judgement basedknowledge, and

research in nursing and publications in nursingrjals continue to

strengthen the professional image of nursing.

50 SUMMARY

In this unit, you have examined nursing as an amtj as a science.
Definitions of the concept’'s art and science in lbhead general usage
were presented. Discussion of each concept from pifeéessional

perspective was presented, and the relationshitgsnms of the scientific

process and practice of nursing were also presented

6.0 TUTOR-MARKED ASSIGNMENT

1. Define the concepts of art and science.

2. Explain briefly the development of (i) nursing as art (ii)
nursing as a science.

3. Explain how nursing as an art and nursing as anseieould be

considered as the two faces of a coin.
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UNIT 5 NURSING AS A PROFESSION
CONTENTS
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2.0 Objectives
3.0 Main Content
3.1 Definition
3.2 Characteristics of a Profession
3.3  Progress of Nursing Towards Professional Status
3.3.1 Elements of Professionalism in Nursing
3.3.2 Education
3.3.3 Theory Development
3.3.4 Specific Service
3.3.5 Autonomy of Decision Making and Practice
3.3.6 Accountability
3.3.7 Code of Ethics
3.3.8 Professional Organisations
4.0 Conclusion
5.0 Summary
6.0 Tutor-Marked Assignment
7.0 References/Further reading

1.0 INTRODUCTION

You will recall that the science and art of nursiage important
contributors to the professionalisation of Nursihgthis unit, we shall
discuss nursing as a profession. Take a few miraffe® review your
last lesson before starting on today’s. It willfjhgbu to appreciate the
close inter-relatedness of the two units.

The discussion will start with the definition ofgbession' as a general
concept; some disciplines that are usually refetoeas professions will
be identified; how nursing in its practice and depenent has been
progressing towards the attainment of an ideal ggsbn will be
examined and attempts made by nursing in Nigerizvatds
professionalism will be highlighted.

You will be requested to respond to tutor-markedigaenents and
exercises in the text to help monitor your progressl a Tutor-Marked
Assignment (TMA) will serve as the summative evabrafor the unit,
References to further reading and resources avepadsided.

The following unit objectives indicate what you sltbaccomplish at the
of this unit.
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20 OBJECTIVES

By the end of this unit, you will be able to:

define 'profession’

enumerate the characteristics of a professiosalmine

discuss how nursing is progressing towards thal piefessional
status

) identify the efforts being made towards realisatbprofessional
nursing status in Nigeria.

3.0 MAINCONTENT

3.1 Definition

You might have read and heard discussions about smeuupations
being referred to as professions. How about theumetitons such as
accountancy teaching? There are many more. Althtlugloccupations
mentioned many others are distinct in emphasisaatidities, they share
the recognition being professions. What then dasegoba profession
mean? Is your dictionary with you? Check the diwiy meaning of the
word 'profession'.

The Webster New Collegiate Dictionary states a tifinitions, but
those found to be most relevant are Professiorgbein

1. A calling requiring specialised knowledge and ofteng and
intensive academic preparation.

2. A principal calling. Vocation or employment.

3. The whole body of persons engaged in a calling.

Do you have similar statements in your dictionaRémember! That |
mentioned that there are a few statements, buthtbaé quoted appear to
be the most relevant composite. The statementbearconstructed to
read: "Profession is the whole body of persons gaegan a principal
called, vocation or employment requiring speciaideowledge and
often long and intensive academic preparation”.

It is worth noting that unlike many conceppspfessionis not defined
with a single statement but with a construct. Hehisefrom the construct
or characteristics that the meaning can be inferfedconstruct is to
make or form by combining parts. Which means thatparts are
necessary for a meaningful whole. Some authors lsse offered
descriptions of the concept -profession. Let usrema the one described
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by Etzioni (1961). He describes professions in gewhthe following
primary characteristics.

SELF-ASSESSMENT EXERCISE

List five occupations that are of professional wsatpplying the
definitions/constructs.

3.2 Characteristics of a Profession

The primary characteristics of a profession as niest¢ by Etzions
(1961) are as follows among others:

o It requires an extended education of its memberwels as a
basic liberal foundation.

o It has a theoretical body of knowledge leading eéfireed skills,
abilities, and norms.

o It provides a specific service.

) Members of a profession have autonomy in decisiaking and
practice.

o The profession has a code of ethics for practice.

SELF-ASSESSMENT EXERCISE

Can you find similarities in the two sets of chaegistics of a profession
and an occupation? Try to match them.

3.3 Progressof Nursing Towards Professional Status

Most occupations do not acquire the elements ofofepsional status
over-night. It is a gradual developmental procétmce, in reality, any
specific occupational group might be placed or emh&long a continuum
ranging from 'non-professional to professionalugatccording to the
degree which the occupational group manifested dlements of
professionalism. In Nursing, the bid for professibstatus started with
Florence Nightingale’s reforms. It has taken nugsaover a century to
travel to its present professional status.

Let us examine the occupation of Nursing. It is@gssional occupation
Having been part of the development in nursingol@r a hundred years,
a witnessed and participated in various developpeveant you to know

that nursing is not simply a collection of spec#gkills and the nurse is
not simply a person trained to perform specifiksasnly. Nursing has
come a long way to becoming a profession.
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No one factor absolutely differentiates an occugmatrom a profession;
because the difference is important in terms of hovges practice. When
we say that a person acts professionally, we apéying that the person
IS conscientious in actions, knowledgeable in thigext, and responsible
to self and others. Therefore, when one examindgl bHwe various
descriptions of a profession one would see thatingrclearly possesses
to some extent, the characteristics. However, ngrs still evolving as
a profession and faces controversial issues agsstsive for greater
professionalism.

3.3.1 Elementsof Professionalism in Nursing

If one says that Nursing is a profession, thes tacessary to discuss the
activities that support such an assertion.

3.3.1.1 Education

Nursing requires that its members possess a signifiamount of
education The issue of standardisation of nursohgcation is a major
discussion today in the wide world of nursing. Mostses agree that
nursing education is important to practice and thahust respond to
changes in health care created by scientific adiohi@ogical advances.
The race for education for nurses started by Fadéightingale in the
19th Century in the United Kingdom and Germany mmadved to
different parts of the world where it has developad is still developing.
Nurses in North America and Canada started the mewe of nursing
education into universities, and this movementnifuencing nursing
education in practically all countries of the world is a universal
agreement that education is important to the tyfperactice that would
meet today's client's needs. As discussed in UnitHistorical
development of nursingursing in the USA has led the world in lifting
nursing education to unprecedented heights by a@logy nursing
education from sole apprenticeship system in halspib universities.
The American Nurses Association (ANA) in 1984 diesc that
professional nurses require a Bachelor of Scienc@&lursing before
practicing nursing. Many universities offer high#gggrees in nursing
making it possible for nurses to undertake reseanchdevelop nursing
theories. Research facilitates the developmentesé knowledge and
modes of nursing practice. Continuing educationgmmmes are
available for older nurses.

In the UK, the Royal College of Nursing and the UK@mbarked on
various advanced and continuing education prograsmmside and
outside the universities. Universities and otheghbr institutions of
learning offering nursing courses at degree lelialge risen by over 60
percent in the past twenty years.
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In Nigeria, the Nursing and Midwifery Council ofidéria, the National
Association of Nigerian Nurses and Midwives andNheistry of Health
have been working towards the improvement in ngrsaalucation
through curricular reviews, support for undergraduand graduate
programmes in nursing, and the enabling legislafiomday in Nigeria we
have numbers of universities offering nursing paogmes

3.3.1.2 Theory Development

As nursing emerged as a profession and with thditguad education

improving, nursing knowledge began to develop thtounursing

theories. Theoretical models serve as frameworksifiesing curricula

and clinical practice, nursing theories also leadutther research that
increase the scientific bases of nursing practécéheory is a way of
understanding reality, and in this general senispratticing nurses use
the theories they have learnt.

You have come across the word’s 'model' and 'theorZoncepts of
Nursing, where they were mentioned in passing. Midybe discussed
in detail next semester in NSC212 - Foundationrofd3sional Nursing
Practice Il

3.3.1.3 Specific service

A profession is expected to provide a specific iserkelating to identified
needs of clients. The clients also recognise tleel her the service being
rendered. Nursing has always been a service profesdthough usually
viewed as a charitable one. The nurse is no lopgararily limited to
the hospital environment but has increasingly mowed into the
neighbourhood and community in identifying healidwrec needs and
planning and executing appropriate interventions.

In addition to effecting change, nursing is offgrem increasing number
of services to society. You will recall from dissim in unit 2 - Historical
Development of Nursing, ‘service' form the majorpasis of all the
definitions of nursing. The focus of activitiestire Nightingale and post-
Nightingale era was service to humanity. You shaeliew the Units
again.

3.3.1.4 Autonomy in Decision M aking and Practice
Autonomy is the quality or state of being self-gommeg. Have you
experienced autonomy before? When you had to |t gour own

affairs without someone looking over your shouldéngk of how you
felt. The same applies to Nursing. Autonomy me&as & person, group
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or organisation' reasonably independent and ggizerning in decision
making and practice.

It has been difficult for nurses to attain the aegof freedom enjoyed by
other professionals. Until recent times, physiciankospital
administrators and others directed nurses in tradtthecare delivery
system because they could not understand why ntegase autonomy.
Thank goodness for increased clinical competendebatter education
preparation. Nurses are increasingly taking inddpetroles in nurse run
clinics, collaborative practice, and advanced mgrgractice.

In Nigeria nursing autonomy remains a thorny isJine tradition of the
physician holding tightly to the reins of contrslavident. This is an area
of conflict between the two professions. The genetthis has been the
great disparity in the educational level, the nsirbeing much lower. The
educations of the nurses did not prepare themdtircenfidence and
assertiveness. With the upgrading of nurses geraardl professional
education inclusion of liberal arts subjects in phefessional education,
and the gradual relocation of nursing education ims$titutions of higher
learning, the nurse is beginning to gain contrdheir profession. Nurses
are becoming more self-confident and assertive.dqliadity of education
Is having this effect on nurses. Other health pmodessionals are also
beginning to appreciate the new qualities in nur€esnmunication and
Interpersonal Relationships are becoming positive.

3.3.1.5 Accountability

Like it is in normal life, the greater the autonoomne has the greater the
responsibility and accountability. Accountabilitymply means being
answerable for one’s actions or deeds. For theepstdnal nurse
however, accountability means that the nurse ispamrsble,
professionally, and legally for the type and qwalif nursing care
provided. The nurse is accountable for keepingastref technical skills
and the knowledge required for performing nursirgec A nurse is
accountable to self, the client, the professioa,amployer, and society.
For example, if a nurse injects a drug into thengrsite, she will be
accountable to the client who received the drug, physician who
prescribed it, the nursing service that set statwlanf expected
performance, and society that demands professixadllence. To be
accountable, the nurse acts according to the CbEéhas. Thus, when
an error occurs, the nurse reports it and initigeee to prevent further
injury.

The nursing profession in most parts of the waelgltates accountability
through the process of nursing audits and thengetti standards of
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practice. In summary professional accountabilitywveethe following
purposes:

) Evaluates new professional practices and assesstis@ ones:
Maintains standards of healthcare.

o Facilitates personal reflection, ethical thoughind apersonal
growth on the part of the health professionals and

o Provides basis for ethical decision-making.

In Nigeria nursing area, accountability has noeneed the attention it
deserves. This analysis is not confined to nursiloge, it is a public
problem that thrives because clients hardly SELISESSMENT

EXERCISEtheir rights. Human Rights issues are nopical, and the
general population is becoming enlightened aboeir thghts. Human
Rights, Accountability and Standards of Nursingcpice have feature
prominently in nursing curricula and practice mdaullurses are now
more knowledgeable about nursing Standards, Nusirtit and Human
Rights than two decades ago. There is a generiéitpbWvill towards the

implementation of these concepts.

3.3.1.6 Code of Ethics

In all human cultures, there are ethical codes ¢juaern interactions
between people and the environment-physical, psggleal, social and
spiritual. Most cultures inculcate into their offsg values and ethical
behaviour characteristic of their groups. So atpfidessional level, the
values and codes of ethics of the profession meishternalised. Many
countries have developed their Codes of NursingcEtlguided by the
Code of Nursing Ethics from the International CalotNurses (ICN).
Write on a sheet of paper one Ethical statemeyum culture.Compare
it with the Ethical Principles below. Is there omgth similarity in
meaning or characteristic?

Nursing operates under a code of ethics, whichhdsfthe principles by
which nurses’ function. In addition, nurses incogie their values and
ethics into practice. The discussion on ethics albrief here, as a Unit
solely on ethics will be discussed koundation of Nursinglt is being
mentioned here as a requirement for professionali3nly the ethical
principles will be highlighted.

High on the list of ethical principles is Respedr fautonomy,
nonmaleficence; beneficence; and justice. The skgn principles
include veracity, confidentiality, and fidelity.

Check the definitions of these ethical principles
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Which other profession would use the ethical pples in their
professional discourse?
3.3.1.7 Professional Organisations

Members of a professional group are required taflmrmal professional
associations that are to deal with issues of contmethose practicing in
the profession. In Nigeria, there is the Nationakdciation of Nigeria
Nurse and Midwives (NANNM). The mandate is to imgrothe
standards of nursing education of nursing practioster a higher
standard for nursing, and promote the professideatlopment, general
and economic welfare of nurses and midwives. NANNMffiliated to
the International Council of Nurses (ICN) whose sigine to promote the
National Association of Nurses, improve standardeursing practice,
seek a higher status for nurses, and provide anniational power base
for nurses.

Some specialty areas such as preoperative, Ortlmppatensive Care,
Public Health, Ophthalmology, Association of NigeNurse Educators,
also formed Associations that seek to improve tardards of practice,
expand nursing roles, and foster the welfare o$emiwithin the specialty
areas. In addition, some of these professional nisgions present
education programs and public journals. The Nigé&hase, Nigerian
Nurse-Educator Journal, are examples of publication

40 CONCLUSION

As any occupation of discipline approaches protesdi status, there
occur important internal and structural changes ehdnges in the
relation of the practitioners to society at lar§eiseful way of discussing
these changes is by reference to the criteria afiepsionalisation. The
traditional focus of nursing is service to sociefjhe elements of
professionalisation have greatly influenced the edion and
development of nursing, and invariably the quadityervice to society.

5.0 SUMMARY

You have learnt from this unit the definition oethoncept profession as
shared by many professional occupations. The belsaracteristics
shared by professions are highlighted. Professgatan in an
occupation is a gradual and continuing process. Mawe learnt the
process of professionalisation in Nursing and how hhas influenced the
direction of, and quality of care. How professiosia is influencing
nursing in Nigeria was discussed.
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6.0 TUTOR-MARKED ASSIGNMENT

1. Define 'profession'.
2. Enumerate the six basic characteristics of a psafas
3. Discuss the role education plays in the profes$isatson of

nursing generally and Nigeria in particular.
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MODULE 2 NATURE OF NURSING 1

UNIT 1 THE ROLE AND FUNCTIONS OF THE NURSE
CONTENT

1.0 Introduction
2.0 Objectives
3.0 Main Content
3.1 The Nurse as a Teacher
3.2 The Nurse as a Counsellor
3.3 The Nurse as a Caregiver
3.4 The Nurse as a Manager
3.5 The nurse as a Communicator
3.6  The Nurse as a Client Advocate
3.7 The Nurse as a Change Agent
3.8 The Nurse as a Leader
3.9 The Nurse as a Case Manager
3.10 The Nurse as a Researcher
4.0 Conclusion
5.0 Summary
6.0  Tutor- Marked Assignment
7.0 References/Further Reading

1.0 INTRODUCTION

The last two units examined the nature of nursm@ acience and as an
art and as a profession. By this, the foundation yequire for the
assumption of your roles and functions as a nuasebken laid. A nurse
is anyone who has undergone the prescribed typdeagth of training
and is certified by the Nursing and Midwifery Counaf Nigeria to
practice nursing. A nurse may be prepared as a@eter a specialist
in midwifery, psychiatry or community health nurgjretc. Nursing then
is primarily assisting the (sick or well) in therfmmance of those
activities contributing to health or its recovenr (o a peaceful death)
that he would have done unaided if he had the sacgstrength, will or
knowledge (Henderson, 1966).

There has been changing scene in nursing praciitetie polyvalent

care provider adaptation in response to changesdiety, thus nurses
assume several roles when they provide care totslighe International
Council of Nursing in 1983 decide to shift the fecof nursing from

curative care, medically circumscribed and hosiiteded orientation to
be involved in all aspects of decision-making. TAmerican Nurses
Association (ANA) developed standards of nursingcpice that are
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generic using the nursing process as a guide regardf area of
specialization.

This unit will examine the roles and functions ¢ thurse as a teacher,
counselor, caregiver, manager, communicator, ckeivocate, change

agent, leader, case manager and researcher.

You will be expected to observe colleagues in ymspital playing these

roles while you can also role-play the same as phour clinical
demonstration.

20 OBJECTIVES

By the end of this unit, you will be able to:

o identify the polyvalent role of a nurse in a chamggsociety

o describe the changing roles of the nurses and teffat health
care delivery

o discuss the managerial process required by a masager

3.0 MAINCONTENT

3.1 TheNurseasa Teacher

A nurse offers her services to a client and asissndividual in the
performance of those activities leading to headlithgg through teaching
and observation.

A nurse as a teacher at both hospital and commieg} explains the
concept and facts about health and illness to tsliedemonstrates
procedures such as self-care activities (woundsdrgs treatment of
pressure areas, changing of position, etc.); reseflearning or client
behavior and evaluate progress in learning. Thienate goal is to
provide knowledge that will lead to a change atwte and practice. The
nurse assesses the client's learning needs and
readiness to learn, sets specific learning goal<anjunction with
the client, enacts teaching strategies, and measemening. The nurse-
teacher may be formal or informal in her teachibgnay be planned or
unplanned (as it depends on wherever it is required

Appropriate methods matching clients' capabilitiggh needs and
incorporating other resources such as the familthenprocess. Health
education is a major activity when a nurse trulyndastrates the teaching
role. As a role model in hygiene and interpersaeédtionship, he/she
teach on self-care, ante-natal care, exercise,rastnation of insulin and
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urine testing by diabetic patients. Health behaviamd risks are
identified, and preventive measures are packagkdlpoclients.

Nurses should understand the culture and valudéseopeople to foster
and promote cooperation and understanding. As ehehés, she also
listens and, observes the effect on the clienstalaish therapeutic nurse-
patient relationship.

Nurses also teach unlicensed assistive personfgP)tb whom they
delegate care, and they share their expertiseailigr nurses and health
professionals.

SELF-ASSESSMENT EXERCISE

I What are the 3 main activities of a nurse-teacher?
il What does a nurse teacher intend to achieve aftés®a

3.2 TheNurseasa Counsdlor

Counseling is the process of helping a client to recognize aope

with stressful psychological or social problems,develop improved
interpersonal relationships, and to promote peidsgimavth. It involves

providing emotional, intellectual, and psychologicasupport.

The nurse counsels primarily healthy individualfwiormal adjustment
difficulties and focuses on helping the person dgve new

attitudes, feelings, and behaviors by encouragiegdient to look at
alternative behaviors, recognize the choices, aevkldp a sense of
control

The nurse is faced daily with issues that have lpsggical influence on
her clients. A nurse counselor puts herself in plece of the client
(empathic), creates a conducive atmosphere to slisthereby getting
into root cause of the expressed problem, disstdubts and fears which
are the underlying issue that may affect cliergsovery.

A nurse counselor sees beyond her client's expressbserves clients'
attitudes, looks, involves the relation in the aafrthe client and establish
healthful relationship. Health is perceived in p®ycho-social realms
whereas physical care provides health to the palsied social areas,
psychological/mental health is often neglected. @euwill require

counseling on marital harmony, family planning, ntfing the

predominate symptoms of a maladaptive lifestyle esthtegrating a

psychiatric patient to the life in the communitynArse counsellor ought
to be sensitive to his/her client’'s needs, comntandher when there is
an improvement and encourage her to keep it upntirge aims to assist
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client to willingly accept treatment for an idergd problem to recover
early and live a healthy life. The nurse counsalso keeps records.

SELF-ASSESSMENT EXERCISE

I List 4 qualities of a nurse counsellor.
. Now go back to 3.1 and 3.2 to see (of any) theediffice(s) in
the identified role. Discuss with your colleagues.

3.3 TheNurseasa Caregiver

The caregiver role has traditionally included those activitiesatth
assist the client physically and psychologicallyilepreserving the
client’'s dignity. The required nursing actions mayolve full care for

the completely dependent client, partial care her partially dependent
client, and supportive-educative care to assisentdi in attaining
their highest possible level of health and wellne€saregiving

encompasses the physical, psychosocial, developinentlitural, and

spiritual levels. The nursing process provides esingith a framework
for providing care.

Caregiving is the conventional role of a nurse apressed in the
definition of nursing by Henderson (1966). Also, rblng as
demonstrated by Florence Nightingale (1860) isaitteof caring not only
for the sick, but also the well. The commitmentaohurse to patient’s
care is total (physical, mental, social) wellbeitigereby providing
holistic care.

A nurse helps the client regain health through hlealing process,
addresses the needs of client, restore emotiodad@al wellbeing, sets
goals for client and family for care. Even at tmenary health care level,
the nurse as a caregiver cuddles a child, 'lay$antbuch' as in nursing
a sick child or adult with fever, immunisation, esmatal care, care during
labour and after delivery.

A nurse caregiver possesses scientific knowledgewhich she uses her
judgment in assessing client’'s needs, plan apmtgpmursing care,
implement and evaluate to make decisions. The ragse caregiver is
health oriented, continuity of care through refeemaong other health
and social agencies is also included. She is dlaila the 3 (three) tiers
of health care primary, secondary and tertiary.sisrshifting period

covering the 24 hours provides closest contact withultidimensional

role in the maintenance and promotion of healtey@ntion and curing
of disease, rehabilitation and advocate better imyreare for the

clients/patients. A nurse may provide care directlgelegate it to other
caregivers.
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3.4 TheNurseasaManager

The nurse manages the nursing care of individuisilies, and
communities. The nursenanager also delegates nursing activities
to ancillary workers and other nurses and supesvesed evaluates
their performance. He/she co-ordinates the acwibif nursing as well as
other members of healthcare working with her in phavision of total
clients’ care. The tools employed include plannorganising, directing,
coordinating, budgeting and the reporting. The @umsthe performance
of her daily professional work employs these taatknowingly. For
example, a nurse on morning shift organises thg dahedule, monitors
and supervises them and report at the end of iftdsknsure continued
care by the incoming nurse. The nurse manager pknsme, resources
(human and materials), engages everyone arounia loe@e thing or the
other and supervises them to ensure the ultiméteeist of the client.

The utilisation of the management process by aenumakes her an
adviser to the community, individual client, intetians with various

organisations, consultations on perceived needaluation of task

performed based on set goals and objectives, aridgsing solutions to
identified problems. Managing requires knowledgeudtorganizational

structure and dynamics, authority and accountgbliadership, change
theory, advocacy, delegation, and supervision aatuation.

3.5 TheNurseasa Communicator

Communication is integral to all nursing roles. 8es communicate with
the client, support persons, other health profes¢sp and people in the
community. In the role ofcommunicator, nurses identify client
problemsand then communicate these verbally or riting to other
members of the health care team. The quality efragis communication
Is an important factor in nursing care. The nursastmbe able to
communicate clearly and accurately for a clieneglth care needs to
be met

3.6 TheNurseasaClient Advocate

The nurse as alient advocate acts to protect the client right. An
advocate informs clients about their rights andvjgles them with
the information they need to make informed decwidn this role the
nurse may represent the client's needs and wisbesttier health
professionals, such as relaying the client’s regiogsnformation to the
health care provider. They also assist clientsxer@sing their rights
and help them speak up for themselves. Advocacy
requires accepting and respecting the client’strighdecide, even if
the nurse believes the decision to be wrong.
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In mediating, the advocate directly intervenestendient’s behalf, often
by influencing others. An example of acting on bthaf a
client is asking a primary care provider to reviewth the client the
reasons for and the expected duration of theramause the client
says he always forgets to ask the primary careigeov

3.7 TheNurseasa Change Agent

The nurse acts as ehange agent when assisting clients to make
modifications in their behavior. Nurses also oftemt to make

changes in a system, such as clinical care, 8 itat helping a client
return to health. Nurses are continually dealinghwihanges in the
health care system. Technologic change, chandeiage of the client
population, and changes in medications are jugvwadf the changes
nurses deal with daily.

3.8 TheNurseasaleader

A leader influences others to work together to accomplisspacific

goal. The leader role can be employed at diffefemls: individual

client, family, groups of clients, colleagues, lee tommunity. Effective
leadership is a learned process requiring an utadelmg of

the needs and goals that motivate people, the laugel to apply the
leadership skills, and the interpersonal skillgftuence others.

3.9 TheNurseasa Case Manager

Nurse case managers work with the multidisciplin&galth care
team to measure the effectiveness of the case mamayg plan and
to monitor outcomes. Each agency or unit specifies role of the
nurse case manager. In some institutions, the case manager works
with primary or staff nurses to oversee the cara specific caseload.
In other agencies, the case manager is the primarse or provides
some level of direct care to the client and famiihsurance companies
have also developed several roles for nurse cas@ageess,
and responsibilities may vary from managing acutspitalizations
to managing high-cost clients or case types. Régssdf the setting,
case managers help ensure that care is orientédetalient, while
controlling costs
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3.10 TheNurse as a Researcher

Nursing has moved from being task oriented to keogé oriented. Re-
search is a quest for new knowledge pertinent tadantified area of
interest through application of the scientific prss. Nursing has
embraced research in her practice thus becomifigespllatory and self-
determining.

A nurse researcher identifies, investigates, aradlyaas clients/patients’
problems/needs. She sets out care plan, implenmehtheen evaluate.
Findings are communicated in writing and appliectawhole group or
class of clients. The process of research helpsihge to provide care
on a one-to-one basis focusing on every patieahasdividual requiring

an individualised care. A nurse researcher thrdwgghholistic approach
coupled with the research skills uses an intergdis@ry team in

providing comprehensive care to the clients.

SELF-ASSESSMENT EXERCISE

I List the 5 steps required by a nurse researcher.
. Describe the polyvalent role of a nurse in a chaggociety.

40 CONCLUSION

The nursing role is multidimensional despite hepexted role of
maintenance and promotion of health, preventionamuohg of diseases
and rehabilitation, the nurse still functions asadaocate interceding for
patients to obtain health services from various oomty health

agencies.

The nurse interprets patient's needs to his fatoilyarry them along as
well as articulating the services of all discipbnia the health care. The
decision makingof a nurse helps her to employ different skills for
effective care. The scope and range of nursingorespilities become
enlarged, specialties in nursing as depicted byctimenging roles of
nurses will assist greatly, support new and prargismethods of
delivering health care services more effectively.
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50 SUMMARY

In summary, therolesand functionsof the nurseare presented below

Role Function Examples
Aﬁ dstiizsl’megrrfggonal Listening to lung sounds
Caregiver phy ’ ’ Giving medications

social, and spiritual
needs of the client

Patient teaching

Communicator

Using interpersonal ang
therapeutic
communication skills to
address the needs of tf
client, to facilitate
communication in the
healthcare team, and tg
advise the community
about health promotion
and disease prevention

)

Counselling a client

idiscussing staffing needs

at a unit
meeting

) Providing HIV education

at a local school

Client/patient
teacher/educatag

Assessing and
diagnosing the teaching
needs of the client,
group, family, or
community. Once the
diagnosis is made,
nurses plan how to me¢
these needs, implemen
the teaching plan, and
evaluate its
effectiveness.

-

A\ 4

Preoperative teaching
Prenatal education for
siblings

2Community classes on
tnutrition

Client advocate

Supporting clients’ righ
to make healthcare
decisions when they ar
able to voice their
opinions and protecting
clients from harm when
they are unable to mak
decisions

[

e

eHelping a client explain

to his family that he doe
not want to have further
chemotherapy

[92)

Counsellor

Using therapeutic
communication skills to
advise clients about

health-related issues

Counselling a client on
weight-loss
strategies

Change agent

Advocating for change
on an individual,
family, group,

community, or societal

Working to improve the
nutritional
quality of the lunch
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level that enhances
health. The nurse may
use counselling,
communication, and
educator skills to

accomplish this change.

program at a
preschool

Inspiring others by
setting an example of
positive health,

Florence Nightingale
Francis Oguntolu

Leader assertive Kofoworola Pratt,
communication, and | Oluyinka Sofenwa,
willingness to improve

. Charge nurse on a
g(;onr;ili?qat[[rr\]geand hospital unit

Manager ging (e.g., assigns patients a

activities of all
member s of the team

work to
staff nurses)

Case manager

Coordinating the care
delivered to a client

Coordinator of services
for clients with
tuberculosis

Researcher

Applying evidence-
based practice to
provide the most
appropriate care, to
identify clinical
problems that warrant
research, and to protec
the rights of

research subject

Reading journal articles
Attending continuing
education; seeking
additional education

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss (in less than 300 words) the 5 roles airaanin a
changing society.
2. Identify and describe the managerial skills/procesgiired by a

nurse in charge of the outpatient departmentSpecialist

Hospital.
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1.0 INTRODUCTION

Delivery of nursing care is a means to achievegtbeds of a healthcare
organisation. The effective delivery of nursingecegquires efficiency in
an organisation that promotes high productivity ataff adequately.
Clients are usually placed in various categoriefdlp in determining
staffing needs based on the kind and amount ofregded. When clients
with similar conditions or treatments are groupsplecial equipment
needed in the care of these clients may be kephéndepartment, thus
eliminating duplicating; however, there is dangeattthe clients will
become so stereo- typed that their individual needsgnored. Some of
the categories that are being used are based on:

) the amount of care needed, e.g., self-care or na@mare, partial
care, or complete or intensive care.

o Age, e.g., pediatric or geriatric.

o diagnosis of condition being treated, e.g., candimnary or
bums.

o therapy being given, e.g., dialysis, chemotherapy.

o sex, sometimes on religious grounds. populatiociients.

In Nigeria, a combination of these categories sduglassification of
clients guides the staffing pattern and the assegmrpattern used for
nursing care delivery. The philosophy and the goélthe health care
organisation also influence the staffing and asamgmt patterns. Identify
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the categories being used in the organisationet#re of clients. How
do the categories compare to those discussed abtwediscussion that
follows will identify the major nursing care delmnyepatterns commonly
used in Nigerian healthcare institutions.

20 OBJECTIVES

By the end of this unit, you will be able to:

o define 'nursing care delivery'.

o list the major categories used in determining mgrsiare delivery
system.

) describe the four common nursing care deliveryesyst

) recognise the application of each system in clian¢ settings

o discuss the strengths and weaknesses of eachgassmdelivery
system.

3.0 MAINCONTENT

3.1 Déefinition of Nursing Care Delivery System

Client care delivery refers to the way nursing cereorganised and
provided. It is organised at the unit level. Theetyf client care delivery
system used in a healthcare organisation refldots drganisation's
philosophy; it also depends on factors such asnosgtonal structure,
nurse staffing, client population, and client'sltteproblems and nursing
care needs.

SELF-ASSESSMENT EXERCISE
I Define 'nursing care delivery'.

. List 3 factors within a healthcare organisation tthlauld
influence client nursing care delivery.

3.2. Typesof Client Care Delivery Systems

In this unit four systems will be discussed. They. a
Case management nursing

Functional nursing

Team nursing
Primary nursing
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3.2.1 Case management

This is the first and oldest approach to clientecdr involves a 1 to 1

nurse patient ratio, with the one nurse respondimecaring for one

patient and providing all, the patient, care reegiiwhile on duty. The

nurse responsible for the care reports to a heasknaoharge nurse, or
nurse manager. Although this approach to patierg mexpensive it

continues to be used in critical care units, labdetievery and in other
life-threatening situations. Depending on the atioa or philosophy of

the nurse, either task oriented or patient-centeagel may be given. The
care given by the nurse is not fragmented duriegithe the nurse is on
duty. Staffing for case management considers théyaof patients and

the standards of care that the organisation waetaursing personnel to
provide. In this method the patient’s needs arelduimet, the nurse and
the patient work more closely together and the enudras a greater
autonomy.

e
=

Figure 2.1 Structure of case management Nursing

3.2.2 Functional nursing

This is a fragmented approach to care, and it £usn tasks and
procedures, and emphasises efficiency, divisionabbur and rigid
control. It reflects a bureaucratic, centralisedamisations. Tasks are
assigned to various personnel based on complexityequired skill, e.g.
nursing aides might bathe clients, while nursingjsaants might provide
certain treatments, and registered nurses wouldrester medications.
Each staff member is responsible only for assigasklis while on duty.
The charge nurse is responsible for coordinatiegatttivities of the unit,
and reports to the nurse manager~ in some casgsemanager may act
as the charge nurse.
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Although functional nursing may be useful duringeis of critical staff
shortages job satisfaction may be reduced andmpatiesatisfaction may
increase because the nurse and the patient deathe effects or impact
of the total client care. The nurse sees the ctleoiugh a series of tasks
which the client might consider disturbing. Thegteam below shows the
structure of functional Nursing. Note the interaotnetwork between the
nursing personnel and the patients.

Figure 2.2 Structur e of Functional Nursing

3.2.3 Team Nursing

Team Nursing is a method of assigning patient aaesl when the teams
would be composed of nursing caregivers with ditiessin education
and abilities. It is based on the beliefs that:

. Every patient has the right to receive the best passible with
the available staff and time.
Planning nursing care is basic in providing thiseca
All nursing personnel have the right to receivephirldoing their
job, and

. A group of caregivers with the leadership of a pssional nurse
can provide better patient care than those san@gemrking as
individuals.

The following concepts guide the practice of teansimg:

° Leadership of the team must be provided by a regidtnurse
who accepts responsibility for making decisionowb
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priorities of patients' needs and for the planngupervision, and
evaluation of the nursing care.

° Team leaders should also examine how their philog@ifect
their implementation of team nursing; as those wahe task-
oriented will continue to practice this kind of sung, while those
who are more patient-oriented will find team nugsome method
of implementing their philosophy.

° Effective communication is needed to ensure coittinn the
delivery of planned nursing care.
° The team leader must use all the techniques of

leadership/management

Team members must accept the leadership of thelezatar.
The practice of team nursing should be limited byfixad
procedure.

Team nursing may be used throughout the day, egeamd night shifts
of any unit. The size of the unit and the numberegiistered nurses and
other staff members will determine the number duedsize of the teams.

e
-

=

Kev: RN =Registered Nurse: AN = Assistant Nurse: NA = Nursing

Figure 2.3 Structure of Team Nursing

3.2.4 Primary Nursing
This is the last type of nursing care delivery thus unit. It is a method

of delivering nursing care in which a registeredseus responsible and
accountable for the care of a patient 24 hoursya tlae responsibility
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includes assessing, planning, implementing anduatialg the nursing
care from the time the patient is admitted to thesimg unit until the
patient is discharged from the unit.

The concept of primary nursing was developed in81@&der the
direction of Marie Manthey at the University of Miesota Hospitals. It
was designed to return the Registered Nurse todlleeof giving direct
client nursing care, which would improve the quadit nursing care.

The focus of nursing is patient-centred, and pr@sabntinuity of care
planning, caregiving, and evaluation. Changes endére plans are the
responsibility of the Primary Nurse. The primaryrBkiusually selects
the number of patients she can manage, but in sbeath care
institutions, the head nurse assigns the clientsad’rimary Nurse. The
Primary nurse gives the care while on duty, whileagsociate nurse
carries on when she is not on duty. Primary nurailmyvs utilising and
synthesising all the cognitive, psychomotor anéetfe skills needed to
assess the patient's status and prescribe nuisiag c

The primary nurse coordinates the care and thus$ beusognisance of
available resources. An associate nurse adminigstzne in the absence
of a primary nurse. A nurse can be an associateerfor some clients
while serving as a primary nurse for other cliefiise associate nurse
must be a registered nurse (RN).

Figure 2.3 Structure of Primary Nursing
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3.3 Strengths and Weaknesses of Nursing care Delivery

Systems

In 3.2, the four common nursing care delivery systavere described
and illustrated, situations, where each could bised, were mentioned,
we now proceed to highlight the strengths and wes&®s of each

system.

Types of Patient-Care Delivery Systems:. Strengths & Weaknesses

Delivery Description Strengths Weakness
system
Case 1. Based on 1. Improve| Increase
management | holistic nurse’s personnel
philosophy of responsiveness | cost
Nursing to client’s
changing needs
2. Nurse is 2. Improve
responsible for | continuity of
care and care
observation of
specific client’s
3. Involves a oner 3. May increass
one nurse-client nurse’s job
ratio satisfaction
Functional 1. Based on task-| 1. Reduces 1.
nursing oriented personnel and | Fragment's
philosophy of care costs nursing care
nursing 2. Supports cost2. May
2. Nurse performs controls decrease
specific tasks staff job
according to satisfaction
charge nurses 3. Decrease
work schedule human
interaction
with client
4. Limit
continuity of
care
Team 1. Based on groupl. Supports 1. Decreases
nursing philosophy of| comprehensive | contact with
nursing six or| care client
seven 2. May increase 2. Limit
professional and job satisfaction | continuity of
nonprofessional | 3. Increases costcare
personnel work as effectiveness
a team to
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supervised by a
team leader
Primary 1. Based on 1. May increase | Increases
nursing comprehensive, | job satisfaction | personnel
personal 2. Improve cost initially
philosophy of continuity of Requires
nursing. A nurse | care property
Is responsible for| 3. Allow trained
all aspect of care | independent nurses to
from assessing | decision making| carry out
patient condition | 4. Supports system’s
to coordinating | direct nurse principles
patient’s care for | client Restricts
specific patient | communication | opportunity
2. Involves a 1 tq 5. Encourages |for evening
4 or 5 nurse caredischarge and night
ratio and care planning shift nurses
methods 6. Improve to participate
assignment quality of care

SELF-ASSESSMENT EXERCISE

Describe each of the patient-care delivery systans identify their
strength and weakness

40 CONCLUSION

You have learnt that the philosophy of nursing heydan individual
nurse, or a health care organisation often detexsrtime choice of nursing
care delivery system which is also influenced byeotfactors such as
organisational structure, available nursing stadfyulation of clients and
the nursing needs of clients. You must have ndtatlthe ultimate is the
utilisation of a delivery system that would achiglie goals of nursing
care, which is high quality care.

5.0 SUMMARY

In this unit, you have examined four common typésarsing care
delivery systems-care management functional, teahpamary nursing.
Factors that influence choice were highlighted, #weccharacteristics and
assignment patterns of each were discussed asttalted with diagrams.
The strengths and weaknesses of each system wsyelisted. The
ultimate in nursing care is identifying and fulfii$y clients' nursing needs
at a high-quality level, utilising the most appriape nursing care delivery
system. Nurses should be mindful of extraneousofacthat might
interfere with the achievement of high-quality nogscare, even when a
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seemingly appropriate delivery system has been echo$herefore,
nurses must identify these extraneous factors acatporate them into
the total plan. No nursing care delivery systerstagnant in terms of
knowledge, psycho-motor and effective skills. Theme, nurses must
make continuing education as an important aspethef professional
life.

6.0 TUTOR-MARKED ASSIGNMENT

1. a) Define ‘client nursing care delivery syste
b. Discuss four factors that may influence tekecion of a
type of nursing care delivery system
2. a) List four common types of nursing caraewgl system.

b) Describe the strengths and weaknesses ofvemyunder
the headings: Delivery system, description, gfites and
weakness.
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1.0 INTRODUCTION

The society is a system whereby people live togetheorganised
community. It is dynamic with its attending chaliges. Throughout
history, nursing has responded to society needscaades to remain
static/practicing solely on tradition with thredts her existence and
relevance.

In this unit, we shall examine nursing and the etycivith the trends

influencing Nursing practice. The overall effeatlwe considered vis-
a-vis Nursing adaptation to the challenges posetthdgocietal trends.

20 OBJECTIVES

By the end of this unit, you will be able to:

o examine the societal changes and nursing practice

o discuss the current societal trends and influencenorsing
practice

o identify the place of nursing in society.
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3.0 MAIN CONTENT
3.1 Demographic Changes

Demography is the statistical description of popafausing birth, death
migration, emigration, life expectancy, marriag&d adivorce rates.
Population in every society increase daily, whidtaunts for more
people in need of health services with greater aeiman health
practitioners (Nurses inclusive). Urban shifts, yiecities in the health
care of older persons and youths which forms 75%hefpopulation,
increased divorce rates and weakened family tiegimes nursing
assistance to family and other social problems Wwéhlth implications.
These include incidence of chronic long-term ilkesg. AIDS, Cancer,
mental disorders and alcoholism, epidemics, etc.

Nurses therefore must explore new methods for gmogi care and
establish practice standards in new areas.

Activity 1

a) What is the population of Nigeria today?
b) List three problems of overpopulation.

3.2 Technological Advances

The ongoing scientific research has continued tmver new knowledge
at a faster pace. With the advent of computer @thdr management
information systems, societal values and questséovices have been
tailored towards this e.g. canned foods, drinks aahditives. Scientific

advances closely associated with health illneggrotransplants, family
planning methods and sophisticated diagnostic seth as CT. Scan
machine, Ultrasound machines and Electrocardiognagthines. In the
social sciences, great strides have been mademgating to understand
and predict human behaviour, which is an imporéaea for nursing.

Nurses as agent of change uses the knowledge wés;adttitudes and
prejudices, social mobility, ethnic, social, andtual backgrounds to
design patient care. Empirical knowledge of practis no longer
adequate as nursing programmes are increasingbhiten scientific
principles that will guide the practice for all pdde circumstances.

SELF-ASSESSMENT EXERCISE

Mention four (4) advancement in information and oamication
technology that can facilitate Nursing Care in apltal set up.
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3.3 Increasing Consumer Knowledge

There has been an increase in health informationomsumable items
thereby encouraging consumer movement aimed angepality health
to the worth of their money. The society made @icansumers is
demanding health care with high quality. Nursescaasumer of
someone’s product in the society with high expemtat is expected to
support the clients right in the quality and costhealth care being
offered.

3.4 Human Rights M ovement

Human Rights Movement is a non-governmental orgdiois which

seeks to address outright violation/negation of &@unnights to life,

expression, association and religion that is carsid as morally right or
wrong in our relationship with others. The movemmsnconcerned for
the poor, lonely, neglected and oppressed.

Nursing respects the rights to good care for allr@tognises the right to
life, advocates clients’ rights with recognitionisspecial needs of some
groups: the dying, hospitalised, pregnant womed, @her vulnerable

groups to ensure that quality care is provided euthsacrificing their

rights. Nursing holds the key to the maintenari¢eiman individualistic

concern for people and their health problems hé@neeist be zealously
enlarged.

3.5 Women Liberation Movement

Women today are taking steps to be independensiiptraces its origin
in the society to orders with unquestioned obediebhx superiors.
Nursing is predominately made up of women andrineals the role of
a nurse as a mother surrogate to nurture thosengh®ill and helpless.

Women in the society today seek social, economaljtigal and
educational quality with men. The Women-In-Nurs{WgIN) is one of
such group which joining forces with non-nursessstfor equality in the
society and changing nursing care practices.

3.6 Professionalismin Nursing

Nursing in Nigeria has evolved through several gguphical eras.
Having passed through the Nurses’ Ordinance of 19%B, Registration
of Nurses Regulation of 1962 and the legal statussoa professional
trade union organization, trade Union Decree 212éhdf 1978, Decree
54 of 1989 and recently amended decree 54 of 1998e common
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phenomenon that prevailed in all these has beenothaplifting the
image of nursing.

This progress is attributed to the recognition aded nursing by the
society due to unique and essential contributioaden The emergence
of professionalism in nursing has produce a sqjtHatory, self-
determining and a body of scientific knowledge gfaup of people who
can assume responsibility and accountable for #ation.

3.7 Cultural and Societal Influence on Nursing

The range of human behaviour is dramatic and dévansl through many
thousands of years, the human being has survivedause of the
remarkable ability to adapt to a variety of probdemnd situations.
Human beings have demonstrated concern for thdfaxge health, and
existence. The responsibility of nursing is to stsSsuman beings in their
adaptation bid through promotive, preventive anstamtive nursing
activities. One major way by which the human beinges is through
his/her cultural practices - the norms, values,aspunderstanding and
the likes that he shares with others in his/heugrdhis is man's culture.
In this session, we will discuss how Nursing isuahced by culture and
society. You will learn the meaning of the care aapts, identify the
major influential factors, and how Nursing respotala few factors. You
are expected to actively participate through y@sponses to exercises
utilising your experiences in human society.

3.7.1 Culture

You must have come across the term 'culture’ dyrug social studies
at High School. Do you still remember how the sbstadies teacher
defined it?

If you don't remember the school definition, yoartmeed to check your
dictionary. Culture refers to people in a group whare certain common
values, artifact languages and understandingsuf@ui$é everything that
an individual learns from groups of which he is atpand that he

transmits to succeeding generations. It is whahalle in common. It

includes understandings, values and mutual expeasatt is made up of

certain ways of acting, thinking, feeling and conmicating. We are born
into a culture that teaches us over a period whaat, what to wear, how
to get along and communicate with others, how & oeir children, how

to care for our health among others. Culture igralémental concept to
the anthropologist.

63



NSC 219 FOUNDATION OF PROFESSIONAL NURBSPRACTICE 1

3.7.2 Society

What is it? Do you belong to a society? You musteheome across this
word in your social studies. However, a commonrdidin is that society
Is an organised group working together or peridbdicaeeting because
of common interests, beliefs, or professions. @olantary association
of individuals for common ends.

SELF-ASSESSMENT EXERCISE

List two activities you do that have been passegbtothrough culture.
Can they be related to the discussion on culture2dRhe paragraph
again.

3.7.3 Cultureand Nursing

From the two definitions one can conclude thatetgais the context in
which culture takes place. We all belong to différsocieties in which
different cultures are practiced. Nurses may camme fdifferent cultures
from their clients; and this may have serious icgtions for the nurse-
client interactions. Nursing and nurses are toeesdrvice to the clients
according to the identified needs. Sometimes problarise when the
cultural backgrounds differ. For example, a mothgh a malnourished
toddler refuses to give the child eggs becausespthltural belief that
the child will grow up to become a thief. The nuosethe other hand sees
the egg as an effective intervention for malnwnti The nurse gets
annoyed with the mother and ignores the mothercliid. Would you
consider the nurse to be culturally sensitive bnetentric? The answer
is that she is ethnocentric she feels her culsiguperior to that of the
other woman. With this attitude, she has disrupiedfocus on nursing.
Therefore, the nurse must acknowledge and appeectatitural
differences. By so doing, the nurse will be in dtdyeposition to
understand his/her clients/patients. The nurse dbis by making
concerted and conscientious efforts to study differcultures and
subcultures.

SELF-ASSIGNMENT EXERCISE

I Check the meaning of the word "ethnocentric”

. Visit a Library and write 3 titles of books on Quk. Read one
and discuss the summary with your tutor.

iii. State 2 ways by which the reading has improved vyour
understanding of culture.

A study of culture requires an accepting, non-judgtal and objective
attitude. Cultural differences require that the seurconscientiously
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observe and listen. The study of man places rediamt the holistic
approach. This means looking at man as a whole &lbwiews and in
the context of his total environment and considgewnery part as related
to every other part. This approach is best accati@d using an inter-
disciplinary team, which takes advantage of theakadge and skills of
various specialists. Holistic approach utiliseahinising is the concept of
meeting the-clients physiological needs, promotipgychological
development, fostering socio-cultural relationshgsl supporting the
fulfillment of spiritual aspirations.

3.2. 1 Comprehensive Nursing Care

Total nursing care, team nursing and comprehensiusing are all
concepts of care that were derived from the studgulture. These
concepts were discussed in the previous. ufihe study of culture
provides information that would assist nurses twleg relevant services.
Man is a very complex creature living in increagyingpmplex societies.
Nursing must continue to render needs-relevanticssvthrough the
study of cultures, as it is common knowledge thdtucal factors exert
strong influences on health and iliness and aggudwards them.

3.3 Society and Nursing

Historically, nursing developments are closely te@hanges in society.
Nursing responds to societal needs and forces snernvironment
influence society. Some of the forces also origgnfiom society.
Contemporary nursing education, practice, and rekeare outgrowths
of economic, technological, demographic, sociolajiand political
issues.

Let us examine each issue briefly and the influezash has on nursing
and how nursing is responding.

3.3.1 Demographic Changes

Demographic changes affect all segments of thelptpn. Changes that
have influenced health care include:

. Rural urban population shift.

. Decrease in life span of young adults.

. Higher incidence of chronic long-term diseases\V(AIDS)

. Increased incidence of deaths from trauma (roaddects),

violence, prostate cancer, and breast cancer.
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Nursing responds to these changes by exploring nethods of
providing care, developing new curricula with apptate emphasis;
education of those affected families and commusitie

3.3.2 Consumerism

Consumers, being more conscious of their rightstwatue for the
expenses incurred on their health. Consumers aoeniieg more
knowledgeable, therefore demanding quality car@ltHeare consumers
are more aware of their rights as clients, andnilnese supports these
rights in the role of client advocates.

3.3.3 Health Promotion

There is now a greater emphasis on health promatiohprevention of
illness. Targets are set for eradication of commalnie diseases such as
measles and poliomyelitis in children, guinea woim adults and
HIV/AIDS prevention programmes. Nurses are vanguards of hneah
promotion programs, Health promotion activities aoemal activity of
Nigerian nurses.

3.3.4 Human Rights M ovement

Human rights movement is changing the way socigws the rights of

all its members. They are calling attention to ¢hasho had been
sidetracked. Nurses are responding by respecticteaits as individuals

with a right to good care and with basic humantsghurses advocate
the rights of all clients and also of those witedpl needs.

3.3.5 Technological Advances

In recent years, scientific and technological adesnhave affected
almost every aspect of life. Health care has chérigemany ways,
including the use of new equipment, new diagndséiatment measures
and new drugs.

Nursing has adapted and will continue to responitiése changes with
continuing education, in-service programs and otleelucational

approaches such as new curricular developmentssimduris also

concerned with the human side of technological ades. Society as a
whole seems to accept technological advances ithhesre, but clients
often experience problems related to them. Asthezdre technology
becomes more complex and sophisticated, nurses melstclients to

adjust to the use of technology in care.
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3.3.6 Partnership in Nursing Care Delivery

Clients are demanding participation in decisioret #ffect their health.
Nursing is responding by utilising the holistic apgch and objectives
directed care. Clients and nurses derive the disgectrom collaborative
need identification.

SELF-ASSESSMENT EXERCISE

I List the six (6) societal changes identified alyead

. | want you to look back into the past 5 years asidthe changes
you have noted in the Nigeria society under thdovahg
headings: Economic; Political; Demographic; Tedbgial;
Sociological. Consult Potter and Perry for mor@infation.

40 CONCLUSION

The scope and range of nursing responsibilitieséeting the needs of
society mean assuming increasing responsibility patient care,

developing collaboration with other health praottrs, supporting and
embracing new and promising methods for delivergithecare service
more effective.

Nursing has demonstrated interest in caring foretgs unfortunates.
The emphasis of the care is on compassion and stadeing, sympathy
and empathy in accepting the patient who is a membthe society as
the nurse. Nursing is a member of the societhastirse. Nursing as a
profession holds the key to holistic client care.

5.0 SUMMARY

In this unit, we have identified and examine coalgisiursing and society
with six (6) changes in the society that has peslyi influenced nursing
practice. A dynamic society requires understandimg commitment on
the part of service providers that will not be coomised.

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss in detail the societal changes that haweeocon Nursing
and its influence on the practice.

2. State four definitions ofultureand one oociety.

3. List four societal factors that influence nursing.

4. Describe briefly how nursing responds to any twahef societal

factors listed in 3.
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1.0 INTRODUCTION

Human beings are constantly interacting with theivironment. The
environment influences human beings and vice vérka. relationship
between human beings and the environment is a dgnane, never
static. The environment greatly influences the igualf life one enjoys.

People need the environment that they can congtanathipulate so that
they can develop their potentials. An environméat stifles may result
in abnormal personality. The importance of the \mnent has been
demonstrated in an account of creation. The Gaofi&den provided an
environment that was physically pleasing with gb#t supported all
plants and animals in symbiotic relationship. Adand Eve provided
social support to each other and were spiritughanmony with God.

Everything was beautiful and peaceful. From thisnseio, it could be
deduced that the environment assumed the threendiams of the

physical, the psychosocial and the spiritual, tivee¢ being inter-related
and inter-dependent. Any disruption in one arealdvadfect the other
areas. Adam and Eve's problems started with sd@hbhrmony, which

affected the other two parameters. One could seectncepts of
adjustment and adaptation at work.
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What started millions of years ago in terms ofidgrium among the
elements in the universe remains with us till toddys Unit will discuss
the importance of a conducive environment in thenmtion and
maintenance of good health. The presentation walt svith definitions
and end with the discussion of nursing respongpbitowards the
provision of a healthy and safe environment.

2.0 OBJECTIVES
By the end of this unit, you will be able to:

. define 'environment’

. describe the components of the environment

. describe at least two ways by which the environmeould
affect Man's health

. list at least three professional activities of these that would
support a safe environment for a client.

3.0 MAIN CONTENT

3.1 De€finitions of the Environment

The environment may be defined as the aggregateuofan beings,
things, conditions or influences surrounding hurbaimgs. It is all of the
many physical socio-cultural, socio-economic, antysmxcal and
psychosocial factors that influence or affect tived and survival or
people. The promotion and maintenance of a wholesemrironment is
a major concern of most world governments includMigeria. A
principle concerning human beings and their envirent implies that
any environmental condition that interferes wité #ell-being, is a threat
to the human organism when he is no longer ableoje with it
sufficiently well. Some people tolerate their epviment better than
others do. Also, each individual may experienceati@ns in ability to
tolerate certain conditions depending on otherofactn the situation.
Concern for the physical as well as the socioldgemavironment is
global. Nigeria is part of the global movement take the world a safer
place to live in. There is an Agency in Nigeriaggifically responsible
for monitoring the environment and implementing swas that would
make it safe, the Federal Environmental Protecigency (FEPA).
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SELF-ASSESSMENT EXERCISE

I Name 2 major life-threatening environmental hazamdsigerian
cities. Are these problems present in the village?

. Name 2 intervention strategies of governments atuarious
administrative levels.

Here are some examples that violate a wholesomeoanvent. The
human organism enjoys optimum functioning when ahvebreathed is
sufficiently free of physical and chemical pollutaiso that irritation to
the tissue is absent or at least negligible. Bbhtest fumes from vehicles
on our roads cause so much irritation to the eykeraspiratory tissues.
The noise emanating from music sheds and shop®wy residence
endanger our hearing mechanism. In recent yeaggridiand the world
population growths, and rural-urban migration areading to
unprecedented congestion. Everywhere is being bpilvith temporary
sheds, which often become permanent. Human welfardeing
compromised due to lack of access to nature anatyeall these should
be of nursing concern. An instability at the phgsievel can eventually
affect the totality of well-being.

3.2 Typesof Environment

The environment can be classified into two majgre; External and
Internal. The External Environment consists of:

. biological environment, which considers all livitlgngs such as
plants, bacteria. etc.
. social environment, this is unique to human beinlisis

concerned with the relationship between humandgseand their
environment.

. physical environment consists of non-living porsownf the
environment such as air, water and land.

3.3 Effectsof Environment on Well-being

Now that the types of environments are identifigml) will now proceed
to learn how each type affects the well-being dividuals.

3.3.1 Physical Environment

The type of physical environment in which a perbeoes can lead to an
increased incidence or certain health problems. éxample, people
living in urban areas with heavy industries arecsqual to smoke and air
pollution. People who live in rural areas are lidssly to have this type
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of health concern, but they may experience othalpms such as snake
bites, contaminated water supply, and decreasezsatc healthcare.

The environment may restrict daily activity. Thestle and bustle in our
cities have restricted the daily activities of mager adults. This has a
negative consequence on the conditions of bonegoamd. Women in
their post-menopausal years are known to suffen fogteoporosis as a
result of long-term reduced physical activity.

The environment in which one works, and the typ@lofsical activity

engaged in, in terms of occupation, affect indialdwellbeing. Those
who work in coal mines, cement factories, flourlspitobacco factories
are subjected to environments that make them ptordang disease.
Those who work in rice paddies (wetland in whid®ris grown) are more
prone to guinea worm infection. In short, what gtwuld learn from the
discussion is that the environment affects thestyfie of the inhabitants.

SELF-ASSESSMENT EXERCISE

Look around you and identify at least two enviromitaé lifestyles that
may have negative effective on the individual. Wg@utions would you
suggest?”

3.3.2 Socio-cultural, environmental

Each culture defines health and ililness in a marthat reflects its

previous experience. You will recall from our praws discussion that
culture was defined as the sum of traditions, jprast beliefs and values
developed by a group of people and passed on rtest loy the family

from generation to generation. Cultural factorsed®ine which health

behaviors people perceive as ‘normal or abnor@altural influence

also determines whether a person seeks health aradehow a person
seeks such care. Health practices are also basadtaral beliefs. Let us
look at one or two examples.

You must have heard or read about female circuoitiseing practiced
by some cultural groups in Nigeria. The reasonfprefl is that it would
deter sexual promiscuity as the girls grow up. Whilere is virtue in
discouraging promiscuity, the method being emplofied left many
women grossly incapacitated for life. What a ptegay for being born
into such a cultural environment. Take anotherucalt practice that
forbids meat and eggs to be fed to children bectgsehildren will grow
up stealing. While the rationale appears to be hyoaaceptable, but the
child is being deprived the right to good healtlotilgh good nutrition
from being born into a particular socio-cultural/eanment.
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SELF-ASSESSMENT EXERCISE

Find out from your community 2 other cultural piees that might have
implications for the well-being of the people.

3.3.3 Socio-economic Environment

In many countries of the world, economic statua imajor determinant
of the quality of the physical and psychosocialinment available to

individuals. We see that persons in the low-incogmeup tend to

congregate in the crowded inner-city slums, wheeardiness and

sanitation are poor, air is polluted by the stefrom public drains and

refuse mountains. All these endanger well-being @fiteh lead to high

incidence of communicable and infectious diseabks.picture is more

dismal when the people in these areas are outsédedalth care system
because they could not afford the cost of healthcar

On the other hand, people of high socio-econonaitustcould afford to
locate themselves in healthy environments; and dcaifford good
medical care.

But, despite the problems of adjustment and adaptabuman beings
continue to find solutions to problems createdhsirtenvironment.

3.3.4 Spiritual/religious Environment

Spirituality refers to person's beliefs about argbvor a higher power or
force, and related practices. Religion is an orggohisystem of worship
often directed towards the divine being, powerascé. Spirituality and
religion can affect a person's views of and actiomsards health, illness
and health care. For example, some religious groegard illness as a
form of punishment from God, and therefore refuselical treatment or
prevented care from being given. Some religiousigsdban the use of
drugs and alcohol for whatever reason. Being bodsacialised into this
type of environment means denying oneself or caodge denied the
rights to health care.

Conditions or circumstances in the external envirent can be classified
as life supporting or as hazardous. On the agesenéal to survival are
air, water, nutrients, and shelter. Other agenterfag survival include
people and a variety of other living organismspfrmicroorganisms to
highly complicated multicellular organisms of bgtkant and animal
origin. Even essential agents may be harmful wx@osure is excessive
or unbalanced. As an example, oxygen is requiredutvival. However,
continued high concentrations of oxygen damage tbspiratory
membrane, and can cause blindness in newborn babies
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You have learnt about the external environmentsamde of the adverse
effects it could have on health. The next emphasisn the internal

environment. By the end of this section, you woulave come to

appreciate the inter-relatedness and interdepegddrite external and
internal environment; and that Man is not so eatiggected.

3.4 Thelnternal Environment

The environment listed in 3.3 above lies outsigelibdy and is in contact
with the skin, mucous, membrane, and sense orglims. internal
environment is made up of the fluid surrounding ¢le#s and carrying
material to and from them.

Similar to the dependence of health on stabilitghimi the external
environment, health is also dependent on the maamnige of relative
stability of the physical and chemical characterisvf the fluid
comprising the internal environment. Survival ofeticells and
maintenance of their functions are dependent owlitons in the cell's
immediate fluid environment. It is from this envaroent that the cell
obtains a continued supply of nutrients and intacht discharges its
wastes. For all cells, this immediate environmena ipool of water in
which a variety of substances such as sodium ddaand glucose are
dissolved. For a unicellular organism such as thmedba, the fluid
environment is a pond or puddle of water.

Human beings and other multi-cellular organisms,fthid environment
consists of blood, lymph, and interstitial fluidrfio the immediate
environment of the cells. These fluids are known tls internal
environment. The fluids composing the internal esvinent not only
serve individual cells as such but are the mediymwitich all body cells
are united and affected by the activities of allestcells within the entire
organism.

The physiological process which maintains mosthef steady states is
termed homeostasis, which implies variations witimmts as long as the
individual is capable of making appropriate adapietto change.

3.4.1 Maintenance of Homeostasis

The maintenance of homeostasis depends on a varfeglements.
Substance required by cells must be available syaate quantities.
Material supplies include water, oxygen, and a etgriof nutrients,
including sources of calories, tissue-building mats, electrolytes and
regulators not synthesised or present in the bbllg.intake, storage and
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elimination of excess supply are regulated so thatlevel of each
substance is maintained within well-defined limits.

3.4.2 Structure Supporting Homeostasis |

The healthy organism is capable of responding studdances in such a
manner that damage is prevented or repaired. Tus kif structures that
fulfill this function include the following:

. Structure where required substances are absorlmd the
external environment and when necessary, modifiethat they
can enter the internal environment. For exampleygén is
absorbed into the blood unchanged., The air fromchwvbxygen is
taken however, requires conditioning. Nutrientsallyurequire
reduction to simpler forms before they can be daetrand
provision for the elimination of indigestible sufitances is also
necessary.

. Materials enter or leave the external environmemtough
semipermeable membranes that separate the intBomal the
external environment. These semi-permeable membéraceto
protect the internal environment from too rapichargge or from
the entrance of potentially harmful or unusabléiplas.

. Structures to transport materials from point ofremd cells and
from cells to points of elimination or exit such e heart and
blood vessels.

. Structures that store or eliminate excesses ofkentand
byproducts of metabolism. For example, glucosetied as
glycogen in the liver and muscles, much of the sgag stored as
fat. Excess sodium is normally excreted in theeurin

. Structures that make movement in the external enment
possible. They enable the individual to seek food \&ater, to
alter the environment to suit his needs, to owakmr avoid
danger and to find a partner.

. Structures that reproduce themselves to replaceveart cells, to
repair injury or to produce a new organism.

. Structures that protect the organism from injury.
. Finally, structures that regulate and integrateatigvities of all

individual cells and aggregates of cells so tha tnganism
functions as a whole.
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3.4.3 Conditions of Homeostasis

Conditions that must be maintained within limitslude:

. Osmolality

. Blood pressure

. Level of glucose in the blood

. Cation-anion balance and concentration,
. Hydrogen ion concentration, and

. Body temperature

Conditions in the external environment must be wvithe limits to which
human beings can adapt. For example, the capac#gdpt to extremes
of temperature, high altitude, water and food sypghd physical trauma
is limited. However, human beings can live in sdrostile environments
by adapting them to their needs.

This section now completes the discussion on tke@mment, you now
have a picture of what a conducive or ideal envitent consist of the
substrates and the structure that would suppotthyeliving. We now

proceed to examine the role nursing plays concgriire patient's
environment.

3.5 Nurses Responshbility Towards Promoting a Safe
Environment

As earlier mentioned, a safe environment is onghich basic needs are
achieved, physical hazards are reduced, transmisgigpathogen and
parasites is reduced, sanitation is maintainedoafidtion controlled.

Nursing care directed at health maintenance amgksfi prevention
involves promoting the clients' safety in the commityi or within the
health care environment and is just as essentiamesting other
physiological and psychosocial needs. Protecti@hsafety are basic to
survival, and these needs continue throughout life.

Safety in the home reduces the risk of accidentsilémesses, and the
subsequent need for healthcare services. Safpositvely correlated to
health promotion.

A safe environment is essential to maintaining aestoring health.
Nurses are the first line of defense against enviental hazards.

Management of the environment is possibly the rmums®st nearly
independent function Florence Nightingale recoghibe significance of
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the natural environment in the care of the sickmsige wrote. "The thing
which strikes the experienced observer most foyciisl this, that
symptoms or suffering generally considered to leeitable and incident
to the disease are very often not symptoms of sesed all, but of
something quite different-of the want of fresh airpf light, or of warmth
or of quiet, or of cleanliness, or of punctualitydacare to the
administration of diet, of each or all of thesd@o this should be added
the people. Nurses, physicians, paramedical peetofamily friends,
and others who enter and leave the environmenhefpatient in the
course of a day.

The nurse will concern herself with many additiomavironmental

factors as she takes action to promote a healthiyogrment for her

clients. First, the nurse must set exemplary examply her personal
behaviour. The practice of washing hands thorougihlgnever indicated
to control the spread of infection. The nurse kntlved oxygen supports
combustion, so she takes appropriate measuresteade the likelihood
of fire in the room of someone receiving oxygenrdpg. Public

education directed towards safe environment botlhan healthcare
institutions and homes watching electrical cordsl aonnections,
medications, house cleaning solutions and so on.

Water supply, good ventilation and clean air, be¢aghfood, personal
hygiene and environmental sanitation are all camcenf nursing.
Florence Nightingale in her treatise on what ngshould do, wrote:
"nursing ought to signify the proper use of fresh hght, warmth,
cleanliness, quite, and the proper selection amdirasitration of diet-all
at the least expense of vital power to the patiefll. these are vital
elements in the external environment that are sacgdor homeostasis
in the internal environment.

In subsequent Units you will be introduced to hawses should identify
and meet basic human needs both in theory andutipe.

SELF-ASSESSMENT EXERCISE

I Identify 3 elements that support a safe environment
. Identify 2 elements that would promote a healthofam.
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40 CONCLUSION

Environment is all of the many physical and psyduots factors that
influence or affect the life and survival of thelividual. Environment is
subdivided into external and internal. Externalismmnment lies outside
the body and is in contact with the skin, mucousiim@ne and the sense
organs. The internal environment is made up oflthé surrounding the
cells and carrying to and from them. Similar to dependence of health
on the stability within the external environmergaltth is also dependent
on the maintenance of relative stability of the gbgl and chemical
characteristics of the fluid comprising the intdéreavironment. For
human beings and other multi-cellular organismso#) lymph and
interstitial fluid form the immediate environmerfttbe cells. Materials
utilized in the internal environment come from théernal environment
through specialized structures.

Therefore, the quality and state of the externairenment determine the
state of the internal environment. For a man tinkee health state, there
should be equilibrium between the external andrmaieenvironment.
Hence a safe external environment determines taktyjof the internal
environment. Conditions in the external environmanst be within the
limits to which an individual can adapt.

Management of the environment for positive cliehelth is possibly
the most nearly independent function of the nuféarence nightingale
recognized the importance of the natural envirortnrethe care of the
sick and in the prevention of iliness.

5.0 SUMMARY

You have just concluded the study unit on the hurnaimg and his
environment. The unit started with an introductiaich gave you an
overview of the concept of environment.

How human beings and their environment are congtarieracting and
influencing each other, how the relationship isaywc and how human
beings manipulate their environment to meet thegds.

The major types of environment external and intemere analysed,
showing the characteristics of each, and how easiptments the other
to support health and general welfare.

The concept of homeostasis as a mechanism fomaltenvironment
regulation was discussed, finally, the role of mgsin providing and
protecting the environment was discussed.
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6.0 TUTOR-MARKED ASSIGNMENT

1. Defineenvironment.
2. Describe the different types of environment.
3. Discuss how the external environment in which a@etives can

lead to an increased incidence of a certain hepittblem.
lllustrate your answer with an example.
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MODULE 3 HEALTH AND HUMAN NEEDS

UNIT1 CONCEPT OF HEALTH AND ILLNESS
CONTENTS

1.0 Introduction
2.0 Objectives
3.0 Main Content
3.1 Whatis Health?
3.2 Concept of Wellness
3.3 llinesses and Disease
3.4  Etiology of lllnesses and Diseases
3.5 Classification of lllnesses and Diseases
3.6  Theoretical perspectives of health and weline
3.7  The Health-lllness Continuum
4.0 Conclusion
5.0 Summary
6.0 Tutor-Marked Assignment
7.0 References/Further Reading

1.0 INTRODUCTION

To many people health and illness virtually medmesgame thing or as
accompanying one another. Most individuals andet@d in the past
have viewed good health or wellness as synonymouabsence of
illness. This limited view overlooks the complexterrelationships
between the physiological, emotional, intellectuabcio-cultural,
developmental and spiritual dimensions of healthidness (Bermaet
al., 2019 However like Brooker & Waugh, (2013)rightly notdtkalth
may not always accompany well-being as a persadm teriminal illness
may have a sense of well-being while somebody rksg lack a sense
of well-being yet be in good health. As nurses Wwerefore need a
comprehensive and robust understanding of heatthless as this to
go a long way to affect scope and nature of nurgmagtice. To this end,
this unit employs a comprehensive and integrateuogeh to health,
wellness and iliness. It particularly examinedabls behaviour, models
of health and wellness, as well as the healthsBreontinuum.

80



NSC 219 MODULE 3

2.0 OBJECTIVES

By the end of this unit, you will be able to:

° differentiate health, wellness and illness
° describe five dimensions of wellness
° differentiate between acute, chronic and terminalesses;

primary and secondary illnesses; and hereditanygenital, and
idiopathic illnesses.

o distinguish between the terms illness and disease
o outline the etiology of ilinesses and diseases
o describe the health-illness continuum.

3.0 MAIN CONTENT

3.1 Whatis Health?

The term ‘health’ is so common a vocabulary in gw&ilture; race or
creed that one is often tempted to assume thatoitldvhave a
homogeneous meaning. This is however not so. Hoeh grerson
perceives and defines health varies, and it is mapdto respect these
individual differences rather than impose standatkdat may be
personally unrealistic (DeLaune & Ladner, 2011).Barmanet al.,
(2016) words ‘Health’ is a slippery concept to gras comparison with
ill-health, which seems so solid and tangible.

Nonetheless, the World Health Organisation (WHO3eds in the

preamble of its constitutions that the enjoymenthefhighest attainable
standard of health is one of the fundamental rightssery human being
regardless of race, religion, political belief, romic, or social

conditions. According to WHO, health ‘is a statecomplete physical,

mental and social well-being and not merely theeabs of disease on
infirmity’. By this definition, health is much moré¢han physical

wellbeing. It means more than not having a physiseease but to be in
harmony. The question that quickly comes to mindéner is harmony

with what and how? To answer this question, themeed to explore a
cosmological framework to show how physical andaammponent of

the society helps to explain or determine the modibhealth and illness.
Conception of health is therefore ultimately basadhe perception of
the original and intended fashion of humanity. Aseault, the body

becomes an extension of moral perception.

Kozier et al., (2016) in what looks like a critical review of th&HO
definition submitted that the WHO definition.
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. Reflects concern for the individual as a total parfunctioning
physically, psychologically, and socially. They adtthat mental
processes determine people’s relationship witlhr fieysical and
social surroundings, their attitudes about lifej #reir interaction
with others.

. Places health in the context of environment. lesagognisance of
the fact that people live, and therefore their theare affected by
everything they interact with — not only environrtennfluences
such as climate and the availability of nutritidosd, comfortable
shelter, clean air to breathe and pure water tikdribut also other
people, including family, lovers, employers, cowen¥ friends,
and associates of various kinds.

. Equates health with productive and creative liviAgcording to
them it focuses on the living state rather thancategories of
disease that may cause illness or death.

. Health therefore in its global/broadest sense epesses:

. Physical health — physical fitness, the body fixatgts best.

. Emotional health — feelings and attitudes that make
comfortable with oneself.

. Mental health — a mind that grows and adjustspmtrol, free of
serious stress.

. Social health — a sense of responsibility and gaian the health
and welfare of others.

. Spiritual health — inner peace and security, cotnfagth one’s

higher power, as one perceives it.

One cannot but agree with Kozedral.,(2016) that the concept of health
encompasses such things as emotional and menhalitgtaspiritual
well-being and social usefulness. And while it &wtrue that health is
the fundamental right of every individual, it isala limited resource as
well as a personal responsibility. It is consides@dsource and personal
responsibility because it is valuable; has no suist and requires
continuous personal effort. Health however is notadsolute entity;
rather there may be fluctuations along a contindtom time to time.
Health is not a condition, it is an adjustmenit ot a state, it is a process
(President’'s commission, 1953). Delaune and La{t@98) definition
of health as a process through which the persoksste maintain
equilibrium that promotes stability and comfort lgptorroborate this
fact. In other words, health is a dynamic prochas varies according to
the individual's perception of well-being.

Dubo (1978) views health as a creative procedsislwords, individuals
are actively and continually adapting to their eaniments. He stressed
that individuals must however have sufficient knesde to make
informed choices about his or her health and alsome and resources
to act on choices. Pike and Forster (1995) compitmBubo’s statement
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by arguing that it is important to take into accouyeople’s own
perceptions and views on health and that diffepeaple will see and
express these in different ways. Individuals ay tt@ntinuously adapt
to their environment therefore are at differengstdlevel of wellness.

It is also noteworthy that man responds to therenwent in which he

finds himself as an integrated whole. This bringsto the concept of
holism. Holism is a philosophy that views the “Wd@erson”. The

person is seen as a complete unit that cannodoeed to the sum of its
parts. Health in holistic sense therefore is tatallness — wellness of
mind, spirit as well as body (Berma al., 2016)). But because it is
virtually impossible for someone to be well and/steell, or get well and

remain well forever, nurses are expected to asgstgple in the

prevention of iliness and restoration of healtlotigh holistic health care
I.e. comprehensive and total care of a person.

3.2 Concepts of Wellness

Simply put, wellness is a state of well-being. Bamet al., (2016)
contend that people do confuse the process offheatlh the status of
wellbeing. Well-being is a state that can be désctiobjectively and can
be plotted on a continuum A more lucid definitioowlever is the one
given by Carroll and Miller (1991) which states ttharm wellness
connotes good physical self-care, using one’s nuodstructively,
expressing one’s emotion effectively, interactimgatively with others
and being concerned about one’s physical and p$ygical
environment. Akin to this, is the definition by Tia and Ryan (1988)
which states that wellness is a choice; a proagisient handling of
energy; integration of body, mind, and spirit; dading acceptance of
self. In synopsis, wellness can be interpreted wlls and balanced
integration of physical, emotional, social and ispal health i.e. the
condition in which an individual function at optiidavel.

According to Bermaret al.,(2016)the basic concept of wellness include
self-responsibility; an ultimate goal; a dynamiopwing process; daily
decision making in areas of nutrition, stress manaant, physical
fitness, preventive health care, emotional healtid other aspects of
health; and most importantly, the whole being oé timdividual.
Anspaughet al.,(2011) propose seven components of wellness thdt le
to optimal health and wellness. These componeats Bnvironmental.
The ability to promote health measures that imprthes standard of
living and quality of life in the community. Thisdludes influences such
as food, water, and air.
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Social

The ability to interact successfully with people damvithin the
environment of which each person is a part, to igvand maintain
intimacy with significant others, and to developspect and tolerance
for those with different opinions and beliefs.

Emotional

The ability to manage stress and to express ensotiappropriately.

Emotional wellness involves the ability to recagmi accept, and
express feelings and to accept one’s limitations.
Physical

The ability to carry out daily tasks, achieve fagee(e.g., pulmonary,
cardiovascular, gastrointestinal), maintain adegjuatrition and proper
body fat, avoid abusing drugs and alcohol or  usoizacco products,
and generally practice positive lifestyle habits.

Spiritual.
The belief in some force (nature, science, religasra higher power) that

serves to unite human beings and provide meanidgparpose to life. It
includes a person’s own morals, values, and thics.

I ntellectual
The ability to learn and use information effectiwvérpersonal, family,

and career development. Intellectual wellness lwes striving for
continued growth and learning to deal with newlleinges effectively.

Occupational
The ability to achieve a balance between work amdute time. A

person’s beliefs about education, employment, aadheh influence
personal satisfaction and relationships with others
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Fig2—-1  Components of Wellness

Figure 17-2 The seven components of wellness. From Weflness: Concepts and Applications, 7th ed. (p. 4), by D. J.
Anspaugh, M. H. Hamrick, and F. D. Rosalo, 2009, New York, NY: McGraw-Hill. Reprinted with permission.

Occupational

Environmental [

Wellness

T Lts | /<ozier & Erbs Fundamentals of Nursing: Concepts, Process, and Practice, Ninth Edition Copyright ©2012 by Pearson Education, Inc.
- =8 Audrey Berman * Shirlee Snyder All rights reserved.

In conclusion, the seven components overlap to sextent, and factors
in onecomponent often directly affect factors ioter. For example, a
person who learns to control daily stress levetsnfra physiological

perspective is also helping to maintain the ematigtamina needed to
cope with a crisis. Wellness involves working dreabects of the model

SELF-ASSESSMENT EXERCISE
explain the seven componentsof wellness.
3.3 lliness and Disease

The term illness and disease to the layman meansatime thing and no
wonder they are used interchangeably in everydaguage. However,
the two terms are not synonymous even though theyaon may not be
related. Hence the need to differentiate betweentwo terms. Any
deviation from the accepted standard of well-bénggarded as illness.
According to Bermaret al., (2016), illness is highly personal state in
which the person’s physical, emotional, intellettuasocial,
developmental, or spiritual functioning is thougihtoe diminished. For
instance, an individual may have a disease, sagrtgpsion and not feel
ill. By the same token a person can feel ill, isdeeling uncomfortable,
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yet have no discernible disease. By extensioresérmay or may not be
orchestrated by pathological abnormality. Therefalleess can be

described as a situation in which somebody failpaoform his/her

normal roles in the society.

Disease on the other hand is a biological paramataron-health a

pathological abnormality that is indicated by a ®dt signs and

symptoms. It could also be defined as a state sfodinfort that results
when a person’s health becomes impaired througladés stress or an
accident or injury. Implicit in the above stateménthat this state of
discomfort or abnormality may be the aftermath ofe corganism

invading another with predictable negatively valuedtcomes or

consequences on the host. It could also be atreslreakdown of

anatomic structures of an organism or a resulttr@flss that the body
cannot cope with. It may even not be organic phewn interfering

with body function but the fabric of antisocial laefour. For instance,

among the Yoruba ethnic group of western Nigeligtadteful behaviour

are labelled as sickness as this has somethirmgwatid the state of mind.

In other words, such behaviour tends to exhibitrédationship between
the mind and the body thus reflecting the statdistfiarmony between
the mind and the body. Perhaps it is good to meratdhis juncture that
disease may not necessarily be symptom manifeasngany forms of

diseases are hidden and allow the carrier or vittingo about their

normal business.

3.4 Etiology of llinesses and Diseases

In the dark ages before the advent of scienceasesewere thought to
be consequences of running foul to the laws ofgbds/deity i.e. a
punishment inflicted on man by demons or evil $pisecondary to
offending the deity. This explains why the firshdi of action when
somebody falls sick then is to appease the gods.Wés later replaced
by the single causation theory. Today we howevemkthat multiple
factors are considered to be instrumental to cgudisease. Outlined
below therefore are some of the etiological ageftise various diseases
confronting man:

. Inherited genetic defects

. Developmental defects/Congenital malformations. ripia —
Atria Septal Defect

. Biological agents or toxins

. Physical agents such as temperature extremes, cdisnor
radiations

. Generalised response of tissues to injury or troa ¢
Physiological and psychological reactions to vagietiessors

. Biochemical imbalances within the body.
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It should however be mentioned as noted by Stefl®9P) that though
many of these factors are interrelated, the caokesany diseases are
still unknown.

3.5 Classification of llinesses and Diseases

lliness may be classified as acute, chronic or iteem Could also be
classified as Primary flor Secondary (9. Let’s quickly see what these
means.

An acute illnesscomes on suddenly and last a relatively short.time
Example: Bacterial conjunctivitis, Gastroenterits mention a few.
Acute illnesses are usually severe but curable;esbowever lead to
long-term problems because of their sequelae. $sE@ee ill effects
that result from permanent or progressive organatgeu cause by a
disease or its treatment.chronic illnesson the other hand, is gradual
in onset and last a relatively long time. StepHE39R) paraphrasing the
work of Zindler-Wernet and Weiss on Health LocusQintrol and
Preventive Health Behaviour submitted that chroilicesses are
illnesses that lead to at least some of the follgwsharacteristics: (1)
permanent impairment or deviation from normal, (&eversible
pathological changes, (3) a residual disability,9@decial rehabilitation,
and (5) long term medical and/or nursing managemEramples
include Arthritis, Chronic renal failure [CRF], Hggension, and
Diabetes Mellitus. Aerminal ilinessis one in which there is no known
cure. The terminal stage of an illness is one iicwikleath has become
inevitable.

A 1° iliness has developed independently of any otheeade. Any
subsequent disorder that develops from a pre-sgistiondition is
referred to a2°illness Example - Hypertension leading to Congestiv
Cardiac Failure (CCF). Furthermore, illness could blassified
according to their etiological factors as followtereditary, Congenital
and ldiopathic.

Hereditary — A hereditary condition is transmittable down taenily
tree i.e. from parent to their offspring througleithgenetic code. A
common example in our environment is sickle celeania. Hereditary
ilinesses may be manifested immediately after mrtdevelop at some
time later.

Congenital —Congenital disorders are those that are presdmithatand

are products of faulty embryonic development esgdlgaduring the first
three month of intrauterine life otherwise referred as period of
organogenesis. Example includes Tetralogy of Fallot
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Idiopathic — An idiopathic iliness is one for which there i known
cause. Treatment is usually palliative (directededieving symptoms
alone). A typical example is cancer.

3.6 The Health — lliness Continua

A continuum is defined as a continuous whole. Gaalth is in a dynamic
state of continuity and change constantly beinglehged, stressed,
abused and even enhanced by our genetic make-ugestyle, and by
our wider ecological environment (Watkinson, 2002alth and illness
or disease can be viewed as the opposite endsheéléh continuum.
From a high level of health a person’s condition geve through good
health, normal health, poor health, and extremebyr jpealth, eventually
to death. People move back and forth within thigtiocmum day by day.
There is no distinct boundary across which people
move from health to illness or from illness backhtalth. How people
perceive themselves and how others see them irstefnhealth and
illness will also affect their placement on the womum. The ranges in
which people can be thought of as healthy or él@nsiderable.

The lliness-Wellness Continua

The illness—wellness continuum ranges from optimeallth to premature
death The model illustrates arrows pointing in apfgodirections and
joined at a neutral point. The movement to the trigii the
neutral point indicates increasing levels of heailtid wellness for an
individual. This is achieved through health knovwged disease
prevention, health promotion, and positive attituda contrast,
movement to the left of the neutral point indicai@®gressively
decreasing levels of health. Some people belieatesthealth continuum
is overly simplistic and linear when the real cqriseare more complex
than the diagram suggests
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Fig3-2 lliIness—Wellness Continuum

lliness-Wellness Continuum
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Source:
https://www.google.com/url?sa=i&url=https%3A%2F% Akw.resear
chgate.net%2Ffigure%2FIliness-Wellness-

Continuum figl 309430615&psig=A0vVaw2QPQRmMUtThv1bB&p
|IZYEG&ust=1641691984736000&source=images&cd=vfe&v@GA
wQjhxgFwoTCID33bmBofUCFQAAAAAJAAAAABBuU Accessed On
8th January 2022. .

People do not tend to be totally healthy or totdllgt any given time.

An Individual’s state of health however falls sonfre on a continuum
from high-level wellness to death. There is no épamt at which health

ends and illness begins. When needs are blockeatireatened, one
moves towards the “illness” end of the continuurd &ite versa. The
body adapts to change in an attempt to maintainelegstasis but high-
level wellness is optimum. Nursing actions invotyinealth promotion

and illness prevention assist the patient/cliehbmdy in maintaining and

increasing the existing level of health but alsoarhieving optimal

health. However, to assist the patient/client ialtemaintenance and
promotion, iliness prevention, and adaptation ®odhanges that illness
produces in every dimension of functioning, theseumust understand
all the aforementioned components of wellness

SELF-ASSESSMENT EXERCISE

I List the two main classification of illness?
il. Explain the health-illness continua.

89



NSC 219 FOUNDATION OF PROFESSIONAL NURSIRACTICE 1

4.0 CONCLUSION

This unit has shown you that health is a dynamatestand its
conception/perception is highly varied. There hogreseems to be a
consensus that it involves the whole person — niwedly and spirit —
functioning at optimal level. And contrary to theditional view of
iliness, it is a highly personal state in whicheagon feels unhealthy or
ill. Though usually associated with disease mayparwdependently of
disease. To provide effective nursing care andsasBents/patients in
regaining and maintaining high-level wellness, earsnust therefore
understand patients’/clients’ conception of heakhhis influences their
health beliefs and health practices.

5.0 SUMMARY

In this unit, you examined the concept of healtd dimess. The unit
employed a comprehensive and integrated approalhaibh, wellness
and illness. It also examined the health-illnessticoum. Nursing as a
holistic and humanistic discipline is therefore cemed with promotion,
maintenance and recovery of health. The subseqirapter expatiates
on how this is achieved.

6.0 TUTOR-MARKED ASSIGNMENT

Is health static or changing? Explain with partcuteference to the
health-illness continuum.
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1.0 INTRODUCTION

Health and human needs are inextricably interrélalbumans need
some essentials to survive. The assertion thatdiiliduals irrespective
or age, sex, race or creed have needs that they &tisatisfy is therefore
no exaggeration. The Cambridge International Digtry of English

defined ‘Needs’ as things one must have or thirggiired to live a
satisfactory life i.e. things essential to life aqdality living. As a

corollary, illness or risk of illness occurs whewividuals are not able
to satisfy one or more of their basic needs.

Since the soul of nursing is caring, much of oueeais woven around
helping people to satisfy these needs. This isistarg with the position
of that renowned nurse theorist, Virginia Andersehp submitted that
Nursing is primarily assisting the individual (siak well) in the
performance of those activities contributing toltieaor its recovery (or
to peaceful death) which he would have performealded if he had the
necessary strength, will, or knowledge, as wehelping the individual
to be independent of such assistance as soon siblpo#\chieving this
is however no mean work. This is because humargbeire not merely
physiological creatures, and their needs are nmachkied and
multidimensional. Besides, every individual is aque being and as
such requires some unique needs in addition tddse human needs.
This unit therefore takes a detailed look at humeeds with a view to
enhancing nurses’ ability to help their clients btbese varied needs.
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2.0 OBJECTIVES
By the end of this unit, you will be able to:

state the basic human needs

list at least five physiologic needs of all people

describe relationships among the different levéiseeds
relate the achievement of basic human needs tthhstatus.

3.0 MAIN CONTENT

3.1 Overview of Individual Needs

Human needs are many. They encompass both phgsidalonphysical

elements needed for human growth and developmentekhas all those

things humans are innately driven to attain. Humeeds therefore can
be broadly classified into two major groups vizinfary needs and
Secondary needs (Rosdahl & Kowalski, 2012).

Primary needs otherwise known as Basic needs, are survival needs
They must be met to sustain life. Put differentlyeir absence or
nonsatisfaction portends great threat to humartendgse. As such they
take precedence over other needs called secondadsnThe beyond
intractability project (2003) in their write-up dreadership and Human
Behaviour states that basic needs are physiologuah as food, water,
and sleep; as well as psychological, such as afecsecurity, and
selfesteem. According to this organisation, thesgidoneeds are also
called deficiency needs because if an individualsdwot meet them, then
that person will strive to make up the deficieneyl dhey are usually
listed in hierarchical order.

Secondary need®r Meta needs (growth needs) as they are sometimes
referred to, are additional higher needs that rhasnet to maintain the
guality of life. They include justice, goodnessabgy, order, unity, etc.
Basic needs normally take priority over growth redébr example, a
person who lacks food or water will not normallyeatl to justice or
beauty needs. Unlike the basic needs, the Metasrmesedbe pursued in
any order, depending upon a person's wants ormstances, as long as
the basic needs have all been met.

3.2 The Basic Human Needs

There are at least five sets or categories of nedadsh we can classify
as Basic Human Needs. They are physiological, \zdfate, esteem and
self-actualisation needs. These needs are relate@dh other, being
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arranged in a hierarchy of prepotency. This medrad the most
prepotent goal will monopolise consciousness arbtend of itself to
organise the recruitment of the various capaciifethe organism. The
less prepotent needs are minimised, even forgadtestenied. But when
a need is fairly well satisfied, the next prepot@mgher’) need emerges,
in turn, to dominate the conscious life and to seas the center of
organisation of behaviour, since gratified needswat active motivators.
Thus, man is a perpetually wanting animal. Ordigathe satisfaction
of these wants is not altogether mutually excludng only tends to be.
The average member of our society is most oftetigligrsatisfied and
partially unsatisfied in all of his wants (Maslow943; Whiteet al,
2011).

3.3 Physiologic Needs

Undoubtedly physiological needs are the most ptefgoof all needs.
Why? They are basic biological needs for life sugtee. This means
that in the human being who is missing everythmgfe in an extreme
fashion, it is most likely that the major motivatiovould be the
physiological needs rather than any others. A pardw is lacking food,
safety, love, and esteem would most probably humgefood more
strongly than for anything else. Stated differenifythe physiological
needs are unsatisfied, all other needs may beconmysnon-existent
or be pushed into the background. All capacitiespart into the service
of hunger-satisfaction, and the organisation o$¢heapacities is almost
entirely determined by the one purpose of satigfylunger. The
receptors and effectors, the intelligence, memuapjts, all may now be
defined simply as hunger-gratifying tools. Capasitihat are not useful
for this purpose lie dormant or are pushed into lihekground. For
instance, the urge to write poetry, the desireciquae an automobile,
the desire for a new pair of shoes are in the mdrease, forgotten or
become of secondary importance. For the man whextemely and
dangerously hungry, no other interests exist batfdde dreams food,
he remembers food, and he thinks about food, hée=nomly about food,
he perceives only food and he wants only food (PaslL943; Whiteet
al., 2011).

Perhaps it should be mentioned that any of theiploggcal needs and
the consummatory behaviour involved with them sewehannels for
all sorts of other needs as well. That is to sag,derson who thinks he
Is hungry may be seeking more for comfort, or deleexe, than for
vitamins or proteins. Conversely, it is possiblsatisfy the hunger need
in part by other activities such as drinking waiesmoking cigarettes.
In other words, relatively isolable as these pHgsgjcal needs are, they
are not completely so (Maslow, 1943; Whateal, 2011). In synopsis,
the first need of the body is to achieve homeaostasd this is achieved
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through the consumption of food, water and airm@lation of
exogenous and endogenous wastes; sleep and testy and exercise;
and sexual gratification. Let us then take a lodkeach of these
physiological needs.

Air/Oxygen — This is the most essential of all basic needsisfarname

for the mixture of gases present in the earth ghme®. By volume, dry
air contains approximately 78.1% Nitrogen, 20.9%y@g®n, 0.9%

Argon, and 0.03% Carbon Dioxide. Oxygenation (tbkvery of oxygen

to the body cells and tissues) is necessary totaiaitife and health
(Christensen, 2011). The brain for instance carinottion without

oxygen for longer than 4 — 5 minutes (DeLaune &nexd2011)Oxygen
is needed for internal respiration alongside thelabwic processes
occurring in the body. The body meets its oxygeadneia external
respiration or what is called gaseous exchangeiablass affecting

oxygenation include age, environmental and lifestglctors and certain
disease process. Consequently, anything that enesriwith the airway,
atmospheric oxygen content, human respiration ancllation can

threaten the body’s oxygen supply. Examples of sicund but briefly
they include: some respiratory diseases like emghgs asthma,
pneumonia; air pollution; blockage of respiratorgct by secretion to
mention a few (Rosdahl & Kowalski, 2012).

Clients with compromised oxygenation status needfahassessment
and thoughtful nursing care to achieve adequateamdortable level of
oxygenation status (Christensen, 2011). Nursingsores to meet
oxygen needs range from teaching client to regosition that increases
respiratory volume and thus the level of oxygen, emergency
cardiopulmonary resuscitation for cardiac arrestd asupportive

measures such as administration of oxygen to patehents with

pulmonary disease (DeLaune & Ladner, 2011)

Water and Fluids —It is no exaggeration that though a man can survive
several days without food could last only a few fsowithout water.
Water takes many different shapes on earth: watgowr and clouds in
the sky, waves and icebergs in the sea, glacigreimountain, aquifers
in the ground, to name but a few. From a biologstahdpoint, water has
many distinct properties that are critical for greliferation of life that
set it apart from other substances. Water caruethes role by allowing
organic compounds to react in ways that ultimaddliyws replication. It
is a good solvent and has a high, surface tensidrhbaus allows organic
compounds and living things to be transported i&dt— 70% of the body
cells are made up of fluids.

The body constantly loses fluid to the environmeiat the various
regulatory systems in the body. Howbeit, body fligdeplenished by
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ingestion of liquids and food products such as mead vegetables,
which contain 65% to 97% water and through the ¢bainoxidation of

food substances. The healthy existence or otheraisthe cellular

system, indeed the entire body therefore dependlseomaintenance of
proper volume, chemical composition, and placenwdrthese fluids.

This balanced internal environment is what is chlleomeostasis.
Virtually all illness states (unconsciousness, kigndysfunctions,

gastroenteritis, diabetes mellitus etc.) threates balance. It is even
threatened in a healthy state, especially wheneogages in prolonged
outdoor exercises without adequate fluid intake.oldfrged

administration of certain therapeutic regimen coaldo alter this

balance, for instance the use of diuretics andoasteroids.

Dehydration and oedema indicate unmet fluid neBdsydration is the
excessive loss of fluid from body tissues; it i@opanied by a
disturbance of body electrolytes. Could follow mjed fever,
vomiting, diarrhoea, trauma or any other conditibat causes a rapid
fluid loss. Oedema is the abnormal accumulationfloid in the
interstitial spaces of tissues, pericardial sacapieural space, peritoneal
cavity, or joint capsules. Oedema may be causededayeased serum
protein level, altered functioning of the cardiosalsr, renal, or hepatic
system, or drugs. The nurse examines patientstgliem actual and
potential fluid and electrolyte imbalance. Poomskirgor (normal skin
elasticity becoming lax), flushed dry skin, deceshsears or salivation,
a coated tongue, decreased urine output (oligugapfusion and
irritability indicate dehydration (DelLaune & Ladpne2011). Pitting
bipedal oedema, facial puffiness, ascites (accumulaf fluids in the
peritoneal cavity), positive shifting dullness ak manifestations of
excessive body fluids. The nurse can assist initond of altered fluid
balance through accurate assessment, measurimgageiand output,
weighing of patients and monitoring of intravenanfusions and so
forth.

Food and Nutrients —Food is any substance that can be consumed, be
it of plant or animal origin including liquid drisk and it is the main
source of energy and of nutrition for man and ot#m@mals. The phrase
‘we are what we eat’ is frequently used to sigrifgt the composition

of our bodies is dependent in large measures ohwwhaave consumed
(Berman et al.2014). Today there is a greater awareness of the
relationship between health and nutrition, nutntiand the onset of
illness, nutrition and wound healing, and nutriti@md effective
immunity.

Optimal nutrition (intake matches energy expenditproper amount of
each essential nutrient) is essential for: Normaiwgh and development;
maintenance of bodily functions; optimal activit&situs; resistance to
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infection; and repair of injuries to cells and tiss. Lack of adequate
nutrition produces specific identifiable diseasashsas kwashiorkor,
marasmus, rickets, etc. Poor nutritional habitability to chew and

swallow, nausea and vomiting equally pose a threattritional status.

Over-eating on the other hand also adversely afieelth (results in
obesity, hypercholestraemia’ and other relatedlpnak). Perhaps the
point that could be safely made is that while goudrition is not

synonymous to good health, good health is not &abie without

adequate nutrition.

To determine whether patients/clients are meetutgtional needs, the
nurse considers body weight and other markers twitional deficiency.
These include the physique, body mass index, katute and colour,
some laboratory data (e.g., PCV), and food intaktepns. Signs and
symptoms indicating that individuals are not megtnutritional needs
include failure to thrive, unplanned weight losatigue, pallor and
recurring mouth and gum sores (DelLaune & Ladnef,1YDo help
individuals meet their nutritional needs, the nunsest have a good
understanding of the various locally available fstodfs and their
nutritive values as well as the digestive and nadtalprocesses of the
body. Nursing action targeted at resolving nutnéibproblems ranges
from health education to assuming total responsilhbr the planning
and feeding of patients.

SELF-ASSESSMENT EXERCISE
List the basic human needs.

Elimination of Waste Products— This is essential to maintain life and
comfort. The integumentary (the skin and its appges), respiratory,
urinary, hepatic, and digestive systems are thearmgprimarily
concerned with elimination of wastes from the badiye skin eliminates
water and salt in form of sweat; the kidney, exdlesds and electrolytes;
the lungs, carbon dioxide and water; the intessnkg wastes and fluids;
and the liver, detoxified drugs and toxins. Manyditions (kidney or
renal problems, bowel obstruction, diseases ofékpiratory tract etc.)
impair this process of waste elimination in the yodith grave
consequences.

A patient/client whose urinary elimination needs anmet may become
incontinent or develop urinary tract infection. Ugtmarinary elimination
needs alsoesults in fluid and electrolyte imbalances. A patiunmet
need for bowel elimination may lead to changesha pattern of
elimination or diet intake (Whitet al., 2011). Nursing measures at
helping clients/patients meet their eliminationagemay be as simple as
providing privacy or changing diet or giving enewraas complex as
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inserting a urethral catheter, conducting peritbnealysis or
haemodialysis, or assisting with surgery to relibevel obstruction or
administering medication to relieve constipation.

Sleep and Rest Sleep is a recurrent, altered state of unconsoess
that occurs for sustained periods, during which ltbey experiences
minimal physical activity and a general slowing doaf physiological
processes with resultant restoration of energweltdbeing. It provides
time for the repair and recovery of body systemstlie next period of
wakefulness. Rest refers to a state of relaxatimh @almness (Coy,
2011). Like sleep it reduces physical and psychoddglemands on the
body. Activities during rest periods range frornlyidown to taking a
guiet walk. While it is very true that the much sleep required by
individuals depends to a large extent on such fa@e age, pregnancy,
state of health; sleep deprivation has been imjgiican the worsening of
certain mental disorders. Although the length onhetithat can be
considered as adequate sleep is still controvetketle is a general belief
that about 6 to 8hours of sound sleep is sufficechéalthy living. The
rest and sleep habits of persons entering the tabgpiother health care
facility can easily be changed by iliness, thergjehospital environment
culminating in fear and anxiety, and hospital roes. The nurse must be
aware of patient/client’'s need for rest and sleefaek of it aggravates
the existing deteriorating state of health of thents. As nurses, we can
assist our clients to get enough rest and sleeprbyiding safe,
comfortable, and quiet environment, maintenancproper anatomical
alignment or positioning, provision of adequate tiation, giving of
warm tub bath, soothing back rub, and prescribegpsknhancing
medications (Rosdahl & Kowalski, 2012). Any bedtifmabits, such as
reading, walking, bathing or drinking milk should mcorporated into
the care plan. When possible the nurse should ptae to fit the
patient’s/client’s usual sleep-wake-cycle (Cox, 399 (Whiteet al.,
2011.

Activity and SELF-ASSESSMENT EXERCISE- Mobility or
movement is an activity most people have takengianted but the
ability to move and be active brings about positbenefits to one’s
health status (Brillhart 2011). Mobility though restsential for survival
is needed to maintain optimum health. According Rosedale &
Kowalskhi (2012) respiration activity stimulatesetimind and body
while SELF-ASSESSMENT EXERCISE helps in maintainitige
body’'s structural integrity and health by enhancrigculation and
respiration. Mobility enhances muscle tone, insesaenergy levels, and
Is often associated with psychological benefithsagindependence and
freedom. Functional mobility is governed by body cimanics, the
purposeful and coordinated use of body parts arsitipos during
activity. Use of proper body mechanics maximisesdffectiveness of
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the efforts of the Musculoskeletal and neurologsyatems and reduces
the body’s exposure to strain or injury during mmeat (Brillhart 2011;
Whiteet al., 201).

The nurse can assist her client to obtain needextises in the following
ways: (a) Through the teaching of pre-operativatitieg exercises; (b)
Encouraging early ambulation post-surgery; (c) GQamtidn of passive
range of motion exercises; (d) Turning of immoleitispatients (non-
ambulant patients) to mention but a few.

Sexual Gratification — Everyone is a sexual being regardless of health
status (Hodge, 1995; DeLaune & Ladner, 2011), axdia integrity is

an integral part of a person’s well-being. Evenutjto there are no
universal values about sexuality, individuals dpexence sexual needs
but unlike other physiologic needs, sexual graifmn may be
sublimated (Rosdahl & Kowalski, 2012). This is &n extent
underscores the fact that the sex need is not wtaburvival of
individuals but it is vital to the survival of tispecies.

Nurses often encounter clients whose sexualityhisatened. Some
illnesses such as diabetes mellitus, chronic psome disabilities,
certain surgeries and some medications like cedatihypertensives,
and even hospitalisation may impair a person’s akrtegrity (Delaune
& Ladner, 2011). The nurse can be of great helmamaging client’s
sexual problems by demonstrating understanding,atioge an

atmosphere that communicates consideration, andnmadke patient
feel comfortable. In addition, clients and sexualtper need to be
informed about the cause of the problem. Medicati@uucing sexual
libido could be substituted while clients with chio pain could be
taught methods of increasing their comfort levelg.(erelaxation

techniques). However, Rosdahl & Kowalski, (2012)ghtly suggested,
when a client present with major sexual problenet stnould be referred
for professional counseling.

3.4 Security and Safety Needs

Once the physiological needs are relatively wedltifjed, there then
emerges a new set of needs, which we may categaugghly as the

safety needs. All that has been said of the phygical needs is equally
true, although in lesser degree, of these deditesy may equally well

wholly dominate the organism. They may serve asathmst exclusive
organisers of behaviour, recruiting all the capesibf the organism in
their service, and we may then fairly describew®le organism as a
safety-seeking mechanism. Again we may say of #deeptors, the
effectors, of the intellect and the other capasitieat they are primarily
safety-seeking tools. Again, as in the hungry mae,find that the
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dominating goal is a strong determinant not onlyhisf current world
outlook and philosophy but also of his philosophfy the future.
Practically everything looks less important thafesa (even sometimes
the physiological needs which being satisfied,rex@ underestimated).
A man, in this state, if it is extreme enough ahobaic enough, may be
characterised as living almost for safety aloneq@la, 1943; Delaune
& Ladner, 2011).

Whereas the physiological drive has certain liritheir satisfaction,
security needs seem to be infinite in nature. P@mple, excessive
indulgence in eating could be harmful to peopleai@hteristics of safety
include: predictability, stability, familiarity, asell as feeling safe and
comfortable and trusting other people (Rosdahl &wkiski, 2012).

Inherent in the above statement is that safety siemmhtains both
physical and psychological components. Freedom fhamm, danger
and fear, financial security, need for shelter wadmth all are therefore
subsumed under safety and security needs.

Physical Safety —Maintaining physical safety involves reducing or
eliminating threats to body or life. The threat nisgyillness, accident,
danger, or environmental exposure, lack of shelted warmth. The
threat could even be orchestrated by medical ajicalrcomplications
following a protracted illness or surgical intertien. Although lack of
shelter may not create an immediate threat to itl§ecumulative effect
may eventually squeeze out life out of people.arrore, it will thwart
the ability of an individual to progress towardsigher level needs. The
need for warmth is however predicated on the taat the human body
functions in a relatively narrow range of temperatand any deviation
from this narrow range will spell doom for the wadlody (Rosdahl &
Kowalski, 2012). The nurse may assist in removimgadts from patient’s
environment through keen observation and continaséessment,
ensuring adequate bed spacing, keeping wards Wathinated and
aerated, scrupulous hand-washing, aseptic wourssidgg locking up of
poisons at home to safeguard children, to mentigraldew.

Psychological Safety -According to Delaune & Ladner (2011) ‘To be
safe and secure psychologically, a person mustrstaahe what to expect
from others, including family members and healtbqaofessionals, and
what to expect from procedures, new experienceseanounters within
the environment’. Delaune & Ladner, (2011) assettiatieveryone feels
some threat to psychological safety with new arfdmiliar experiences.
By extension, a newly hospitalised patient may teetatened by the
strange hospital environment and a patient/clidadué to undergo a
diagnostic test may equally feel threatened bye¢bbnology involved.
The fact that people rarely open up that their pbelagical safety is
threatened makes assessment of psychological sdfetydifficulty. To
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this end, the nurse will have to interpret the graticlient language and
behaviour. The nurse may assist in alleviating pelagical threat

through explanation of procedures to patients leeéotual intervention,
health education etc.

3.5 Affiliation and Social Needs (Love)

These encompass the need for friendship, love,ngeigness, and
acceptance. When both the physiological and thetysakeds are fairly
well gratified, then the affiliation needs will enge and dominate the
behaviour of human being. Now the person will feeénly, as never
before, the absence of friends, or a sweetheaatywofe, or children. He
will hunger for affectionate relations with peoptegeneral, namely, for
a place in his group, and he will strive with grisa¢nsity to achieve this
goal. He will want to attain such a place more thagthing else in the
world and may even forget that once, when he wagtyihe sneered at
love (Maslow, 1943).

The drive to belong and be accepted by other pestgims from the
gregarious nature of humans. Everyone needs tthigiethey are wanted
and belong to a group. Non-fulfillment of these deenay affect the
mental health of the individual and indeed has ioapéd in the etiology
of maladjustment and more severe psychopathology.ifstance, a
usually mild-tempered person may become easiltatigtl; an outgoing
person may suddenly become withdrawn from friemat$ @oworkers;

could even affect a person’s work habits leading increased

absenteeism or over-commitment to the job.

For this reason, the nursing care plan for arodigitalised patient should
include means by which love and belonging needseamet. Some of
the ways by which this need could be met incluagtirgg patient/client

actively involved in the development of their cgtan; giving nursing

care in friendly and empathetic manner; encouragiregsentation of
greeting cards to patients and visits by friends amatives; and short
social visits by members of the health care team.

SELF-ASSESSMENT EXERCISE

describe human physiological needs.

4.0 CONCLUSION

You have learnt that since the attainment of highesl of health by

any individual is predicated upon a complex mazesads achievement,
no effort should be spared at ensuring that indizisl meet their basic
human needs. Nurses, the set of health workersspgeatd the longest
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hours with the patients, therefore need to be gmapvith knowledge
and skill of assessing and meeting the multifacetstls of their clients.

5.0 SUMMARY

This unit has taken a broad look at the relatignfi@tween health and
human needs. You must have noted that all humad rseveral
essentials to survive and that all human beingsliaven by physiologic
and psychological needs. It classified human negd$wo broad groups
— Primary needs and Secondary needs noting thdirghéevel needs
(physiologic needs) must be met before a persoaddress higher level
needs. Employing simple illustrations, the unitwhdhat physiological
needs can control thoughts and behaviours, andaase people to feel
sickness, pain, and discomfort. In addition, th& buattressed the view
that ‘as illness or injury can interfere with a g@n’s ability to meet
needs, the duo could also cause an individualgess to a lower level
of functioning’. Lastly, the unit emphasised thatrses can do a lot in
identifying and assisting patients/clients to nteeir basic human needs.

6.0 TUTOR-MARKED ASSIGNMENT

1 Classify the basic human physiological needs.
2 Describe the relationship among the different IeéIneeds.
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1.0 INTRODUCTION

The preceding unit opens the discussion on thecusality of needs and
the relationship between health and human needfabubd address all
aspects of this all-important issue. The presert isntherefore a
continuation of that discourse. The unit particylaaxamines esteem
needs, self-actualisation needs, Maslow hierar¢hyuman needs and
other theories of human needs.

2.0 OBJECTIVES
By the end of this unit, you will be able to:

° differentiate between the esteem needs and seléléz=tion
needs

discuss the Maslow hierarchy of needs

describe what is meant by hierarchy of needs

discuss Maslow Hierarchy of Needs and other Nedéd®iies
examine the flaws of Maslow Hierarchy of Needs

discuss the clinical and other applicability of Baseeds Theory.
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3.0 MAIN CONTENT
3.1 Esteem and Self-Esteem Needs

The term self-esteem (self-image, self-respect;vaaith) is related to

the person’s perception of self/personal feeling setf-worth and

recognition or respect from others. All people wery society (with a

few pathological exceptions) have a need or ddeire stable, firmly

based (i.e. soundly based upon real capacity) /lysugh evaluation of

themselves, for self-respect, or self-esteem, ardesteem of others.
This is because self-respect and dignity are essémthe psychological
well-being of individuals who have reached somerde@f satisfaction
in the first three levels of human needs. Cox (20f€clared that a
change in roles whether anticipated (for instamteement), or sudden
such as injury, may threaten self-esteem. Similathanges in body
image whether obvious like amputation or hiddeg.(bysterectomy)

may also influence self-esteem. Cox (2009) streks#ioer that it is not

the magnitude of the change or role that affedfses¢eem, but rather
how the person perceives the self after the change.

Esteem and Self-Esteem needs are met when thenpiiais well of
himself or herself (achievement, adequacy, competasonfidence) and
is well thought of by others (recognition, statusaeds, prestige)
(Rosdahl & Kowalski, 2012). When both of these dseare met, a
person feels self-confident and useful but thwgrtof these needs
produces feelings of inferiority, of weakness ahtieplessness. These
feelings in turn give rise to either basic discgement or else
compensatory or neurotic trends (Maslow, 1970; Beret al., 2013.
Consequently, indications of unmet needs for s&tbem include a
feeling of helplessness/hopelessness/inferioritpmglex and becoming
self-critical or unusually lethargic or apathetimat anything involving
self, including appearance. In Cox (2009) wordpesson feeling the
lack of esteem of other people may test othersdlimg such statements
that call for their approval or praise, or may &ch way that prevents
such approval if little self-esteem is present dredperson is certain of
failure.

Nursing intervention in cases of low self-esteengif® right from
admission or first contact with the client/patiehhe nurse can assist
client/patient to regain positive self-esteem bywaying a feeling of
acceptance and respect, employing a non-judgmepploach in
handling the values and beliefs of the client/pdfieencouraging
independence, rewarding progress, allowing thenpatient to do as
much self-care as possible, and tailoring speniiising actions towards
the root cause of the altered self-concept. Bpatfents’ self-esteem is
so low that they fail to care for themselves, these assumes total
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responsibility for meeting those other needs whd&ing steps to
increase self-esteem (Rosdahl & Kowalski, 2012).

3.2 Need for Self-Actualisation

This term, first coined by Kurt Goldstein referstte desire for self-
fulfillment, namely, to the tendency for him to loete actualised in what
he is potentially. This tendency might be phrasetha desire to become
more and more what one is, to become everythinigotiis capable of
becoming. They are more ego oriented in naturefiauiently express
themselves in highly independent behaviours. HoweWee clear
emergence of these needs rests upon prior satsfadf the
physiological, safety, love and esteem needs. Thateven if all
aforementioned needs are satisfied, we may stdéinofif not always)
expect that a new discontent and restlessnesseah develop, unless
the individual is doing what he is fitted for. A sician must make music;
an artist must paint, a poet must write, if heoidé ultimately happy.
What a marcanbe, hemustbe (Maslow, 1943; Bermaat al., 2014. It
must however be stressed that the specific fortrttleae needs will take,
will of course vary greatly from person to perstmone individual it
may take the form of the desire to be an ideal ewiin another it may
be expressed athletically, and in still anotheméy be expressed in
painting pictures or in inventions. It is not nexady a creative urge
although in people who have any capacities fortmeat will take this
form.

Present needs, environment, and stressors influeowewell people
meet their need for self-actualisation. Many psyeotists believe that
people continue striving to reach this level ire ldnd very few people
believe that they are self-actualised. Self-acsealiindividuals have
mature multidimensional personality, frequentlyyttean assume and
complete multiple tasks, and the achieve fulfillmeom the pleasure of
a job well done. They do not depend on opinionsotbfers about
appearance, quality of work, or problem-solvingmoels. While it is true
that they may have failings and doubts, they gdiyedaal with them
realistically (potter & Perry 2009).However, setftaalisers may focus
on the fulfillment of this highest need to such axtent that they
consciously or unconsciously make sacrifices inftii&llment of the
lower level needs.

lliness, injury, loss of loved one, change in ralkange in status can
threaten or disturb self-actualisation sometimesnifeating in
behavioral changes. The gal of nursing care isstistiindividuals to
reach their fullest potential. As such nursing ¢arganned to encourage
individual to make decisions when possible, paldidy those that
concern his health. Because the self-actualisedopetends to be
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creative, nursing care should give room for expoessf creativity as

well as encouraging the individual to continue wsibecific projects.

And since the healthy self-actualised person gdélgdras a strong need
for privacy, the patient’'s need for privacy mustrbspected (potter &
Perry 2009).

SELF-ASSESSMENT EXERCISE

What is the positive link between esteem and sslfeam needs?
Theories of Human Needs

Quite a number of theories have been propounddtuoran needs but
prominent among them are the Maslow Hierarchy oéd$eand the
Alderfer's Existence/Relatedness/Growth (ERG) ThebdiNeeds.

(@) Maslow Hierarchy of Needs

Abraham Harold Maslow was a renowned psychologidtzhilosopher
who lived between April 1, 1908 and June 8, 197®w4ds a scholar and

was referred to as the father of humanistic psyaznolin 1943, Abraham
H. Maslow observed and concluded that:

. Needs are hierarchical in nature. That is, eacld has a specific
ranking or order of obtainment.

. The need network for most people is very complat) e number
of needs affecting the behaviours of each persamwatpoint in
time.

. People progressively respond to these needs framplesi

physiological needs (survival needs) to more comfdesthetic)
needs; and that they do so as whole and integb&ieds.

. When one set of needs is satisfied, it seizes @ retivator.

. Lower level need must be satisfied in general, teefogher level
needs are activated sufficiently to drive behaviour

. There are more ways to satisfy higher level nebdan there are

for lower level needs

Consequently, he identified various needs that vatgi behaviour and
place them in sequential hierarchy or graded oeseording to their

significance to human survival i.e. in ascendingeorfrom lowest to the
highest needs. He posited that that the basic réedlgoeople regardless
of age, sex, creed, social class, or state of in¢siltk or well) could be

categorised into five levels:
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Physiological: hunger, thirst, bodily comforts, etc.;

. Safety/Security: the need for structure, predictability, out of
danger, free from harm, feel safe and secure;

. Belongings and Love:the need to be accepted by others and to
have strong personal ties with one's family, frenahd identity
groups;

. Esteem: the need to achieve, be competent, gain appravdl a
recognition; and

. Self-Actualisation: the need to find self-fulfillment and reach

one's potential in all areas of life;

Maslow's needs pyramid starts with the basic itefrfeod, water, and
shelter. These are followed by the need for sadeiy security, then
belonging or love, self-esteem, and finally, peeddulfillment (Self-
Actualisation). According to him, the first leveleeds, which are
physiologic, occupying the bottom of the pyramiddar, are the most
important as they are activities needed to sudif@rsuch as breathing
and eating.

Fig3—-1  Schematic Representation of Maslow Hiarchy of

Needs
Self- Self-fulfillment
actualization: needs
achieving one’s
full potential,
including creative
activities
Esteem needs:
prestige and feeling of accomplishment Psychological
needs
Belongingness and love needs:
intimate relationships, friends
Safety needs:
security, safety Besie

needs
Physiological needs:
food, water, warmth, rest

Source:
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Each higher level represents one of lesser impogtemhuman existence
than the one previous to it. Maslow believed th# wwhen a particular
physiological need is met with relative degree aifsaction that other
needs of lesser importance to human existence fakeedence.

However, by progressively satisfying needs at eadbsequent level,
people can realise their maximum potential for theahd well-being

(potter & Perry 2009).

(b) Alderfer's Existence/Relatedness/Growth (ERG) Theor of
Needs

The ERG Theory of Clayton P. Alderfer is a model#ppeared in 1969
ina Psychological Review article entitled "An fincal Test of a New
Theory of Human Need". In a reaction to Maslowradas Hierarchy of
Needs, Alderfer, an American Psychologist, postdaihat there are
three groups of human needs that influence worketisavior; existence,
relatedness, and growth. These three needs casgus:

Existence -This group of needs is concerned with providing th
basic requirements for material existence, sucphgsiological
and safety needs. (Maslow’s first two levels). Tieed is satisfied
by money earned in a job so that one may buy febe]ter,
clothing, etc.

Relationships - This group of needs center upon the desire to
establish and maintain interpersonal relationshgssocial and
external esteem (involvement with family, friends;workers and
employers) (Maslow's third and fourth levels.

Growth — This encompasses internal esteem and self-
actualisation (desires to be creative, productivé to complete
meaningful tasks) (Maslow's fourth and fifth leyelBhese needs
are met by personal development. A person's jobgeca or
profession provides significant satisfaction ofwgtio needs.

Contrarily to Maslow's idea that access to the diglevels of his
pyramid required satisfaction in the lower leveddg, Alderfer declared
that the three ERG areas are not stepped in any BR% Theory
recognises that the order of importance of theetidategories may vary
for each individual. Managers must recognise thatemployee has
multiple needs to satisfy simultaneously. Accordinghe ERG theory,
focusing exclusively on one need at a time will eiféctively motivate.
In addition, the ERG theory acknowledges that Higher-level need
remains unfulfilled, the person may regress to lolegel needs that
appear easier to satisfy. That is, if the gratifaaof a higher-level need
Is frustrated, the desire to satisfy a lower lemekd will increase.
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Alderfer identifies this phenomenon as the "frustra& shy aggression
dimension." This frustration-regression dimensidfe@ds workplace
motivation. For example, if growth opportunitiese arot provided to
employees, they may regress to relatedness needisomialise more
with co-workers. The relevance of this on the jpbhat even when the
upper-level needs are frustrated, the job stillvales for the basic
physiological needs upon which one would then lmiged. If, at that
point, something happens to threaten the job, ¢ingom's basic needs are
significantly threatened. If there are not factpresent to relieve the
pressure, the person may become desperate an#tyéhiderfer, 1969;
potter & Perry 2009).

Fig3—-2 Schematic Presentation of Alderfer's EG Theory of
Needs

ERG Theory — Clayton P. Alderfer

T eaea i Relatedness +— — — — —
Needs _]

| = '

Existence Growth
Needs Needs

’ Satisfaction / Progression

— — —  Frustration / Regression

E Satisfaction / Strengthening

Source:
(c) Other Theories of Needs: A Summary

Huitt (2004) in what looks like a review of liteteie captures other
scholars’ contribution to ‘Need Theory’ as follows:

“Contrary to Maslow’s categorisation of needs, dan{1892/1962)
hypothesised that there are three levels of needsely: material
(physiological, safety), social (belongingnessgeest), and spiritual.
Mathes (1981) while agreeing with the three-tidegarisation of needs
proposed that the three levels were physiologicalpngingness, and
self-actualisation; he considered security and -eslem as
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unwarranted. Ryan & Deci (2000) also suggest tmeeds, although
they are not necessarily arranged hierarchicdily:rteed for autonomy,
the need for competence, and the need for relasediitbompson, Grace
and Cohen (2001) submitted that the most importaets for children
are connection, recognition, and power. Nohria, lesge, and Wilson
(2001) provide evidence from a sociobiology theofynotivation that
humans have four basic needs: (1) acquire objectseaperiences; (2)
bond with others in long-term relationships of naltwcare and
commitment; (3) learn and make sense of the wartbcd ourselves; and
(4) to defend ourselves, our loved ones, beliefsrapources from harm.
The Institute for Management Excellence (2001) sstgythere are nine
basic human needs: (1) security, (2) adventure, f{@¢dom, (4)
exchange, (5) power, (6) expansion, (7) acceptdBepommunity, and
(9) expression”.

As rightly noted by Huitt (2004), a common traitregular feature of all
these theories however is bonding and relatediNegge that there do
not seem to be any other that are mentioned bghadirists. Franken
(2001) suggests this lack of accord may be a resuldifferent
philosophies of researchers rather than differeangng human beings.
In addition, he reviews research that shows a p&rsexplanatory or
attributional style will modify the list of basicerds. This possibly
explains why Huitt (2004) concluded that it willese appropriate to ask
people what they want and how their needs couldnbe rather than
relying on an unsupported theory.

3.3 Criticisms of Maslow’s Theory of Needs

Maslow concept of needs had been subjected to denadile research.
For example, in their extensive review of resedhelt is dependent on
Maslow's theory, Wabha and Bridwell (1976) fourttdievidence for

the ranking of needs that Maslow described or égethe existence of
a definite hierarchy at all but rather are sougmu#taneously intensely
and relentlessly. Other needs theorists have pedehuman needs
differently -- as an emergent collection of humaraopment essentials
(Marker, 2003). Some have contended that Maslovws amd¢ mention

time period between various needs and that peapleotl necessarily
satisfy higher order needs through their jobs aupations. Besides, the
concept of self-actualisation is considered vaguwe @sychobabble by
some behaviourist psychologists. They assertedtibatoncept is based
on an aristotelian notion of human nature that mesuwe have an
optimum role or purpose. In their words, ‘self adisation is a difficult

construct for researchers to operationalise, amlithturn makes it

difficult to test Maslow's theory. Even if self-aalisation is a useful
concept, there is no proof that every individuad tfas capacity or even
the goal to achieve it'. Other counter positionggast that satisfaction
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which Maslow viewed as a major motivator is notedtty related to
production which is the main goal of the manager.

3.4 Application of Basic Needs Theory

Huitt (2004) citing the works of Norwood (1999) suitted that Maslow
Hierarchy of needs could be used to describe thdskof information
that individuals seek at different levels. For epéamindividuals at the
lowest level seek coping information to meet thbasic needs.
Information that is not directly connected to hetpa person meet his or
her needs in a very short period is simply lefttteraded. Individuals at
the safety level need helping information. Theykstebe assisted in
seeing how they can be safe and secure. Enliglganformation is
sought by individuals seeking to meet their beloggess needs. Quite
often this can be found in books or other mater@isrelationship
development. Empowering information is sought byppe at the esteem
level. They are looking for information on how thesgo can be
developed. Finally, people in the growth levelscognitive, aesthetic,
and self-actualisation seek edifying information.

Maslow’s theory of human needs has also gainedveersal application
in nursing care of patients/clients of all ages.vide applicability in
nursing is predicated upon the fact that illnegsroflisrupt patients the
ability to meet needs on different levels, henciepés/clients come up
with many needs. It should however be noted thagltwe's hierarchy is
a generalisation about the need priorities of rbastnot all people. As
such when the nurse applies this theory in practimefocus should be
on the needs of the individual rather than rigitiexénce to Maslow’s
hierarchy. In all cases, an emergency physiologioakd takes
precedence over a higher-level need. However, ¢led ifor self-esteem
may be a higher priority than a long-term nutriaibmeed for one
patient/client, whereas for another person, themns/may be the case.
Furthermore, although the hierarchy of needs sugdbkat one should
be met before the other, nursing care often adelsesg or more at the
same time. As Potter & Perry (2009), suggests tlo@igion of most
effective nursing care therefore entails an undaihg on the part of
the nurse, the relationship among different neexstte individual.
Indeed, in some nursing situations, it is unrealigb expect a
patient’s/clients basic needs to be fulfilled ie fixed hierarchical order.
The example given by Potter & Perry (2009) of asparwho possibly
enters the health care system as a result of ahrespiratory infection
but presents with multiple related unmet needsftdrition, sleep, etc.
aptly buttress this assertion. Nursing care inghisation will not simply
be directed at meeting the respiratory needs biitbhei directed at
resolving the pressing/life threatening needs wilsimultaneously
addressing the higher level needs.
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It should also be noted that for different indivedis; needs on different
levels may be related in different ways. Some peophy give sexual
need a higher priority than the need for love, whsrfor others, sexual
need is deferred until the need for love is memilarly, people with
unmet needs for self-esteem may be unable to sffékrfent of the need
for love if their self- esteem is so low that thieel inferior and fear
rejection. In these and many other ways, needsftareht level may be
closely related for individuals. When assessinglaead planning care,
the nurse must not assume that lower—level needyaltakes priority.
As with all other aspects of providing care, theseundividualises the
nursing care plan to provide for the unique neet desires of the
patient / client Potter & Perry (2009). Factordurhcing need priorities
include: (a) A person’s personality and mood. stance, a depressed
person may react negatively to a suggestion foadivity that could
increase self-esteem, although in another mooperson might respond
with enthusiasm. Thus, when providing care to meget several needs,
the nurse can adjust the care plan to corresporsd efi@ctively to the
patients/client’'s personality and mood. (b) The ltheatatus of the
client/patient. A frail looking anaemic patient xample, should not be
encouraged to resume physical activities relatatetd for self-esteem
until need for physical safety and security havenbenet. (c) Socio-
economic status and cultural background — thisceffea person’s
perception of needs.

To make any meaningful impact in meeting the hydraded needs of
clients/patients, the nurse must therefore take ¢onsideration all the
aforementioned factors. In addition, because ofitkerrelatedness of
needs (e.qg. if nutritional needs are not met flong time, the person not
only begins to grow lean and malnourished but bsmme deficient in
meeting safety, love and self-esteem needs.

SELF-ASSESSMENT EXERCISE

Sketch a diagrammatic representation of Abrahamdwas Hierarchy
of needs

4.0 CONCLUSION

In conclusion, the human needs theory, no doubtset of concepatients
important for the nurse understanding of health dimgéss and the
patient’s/client’s position on the health-illnesstinuum. Nonetheless,
the nurse must as a necessity consider the unigs@heach individual,
their need References/Further Reading/Further Rgadind the
significance of each need in prioritising nursirggec
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5.0 SUMMARY

The unit is a follow up of the discussion on healtid human needs. You
must have observed that it discussed the esteensedfidctualisation
needs with particular reference to how nurses cassist patients/clients
to meet these needs. The unit also incorporate®naprehensive
discourse of the Maslow hierarchy of needs witHlaw/s/ weaknesses
and other need theories. You also noted that titeaaknowledges that
Maslow hierarchy of needs is a theoretical reprediem of the need
priorities of most people and not all people aretefore cautioned that
when the nurse applies this theory in practicefdlbas should be on the
needs of the individual rather than rigid adherenceMaslow’'s
hierarchy.

6.0 TUTOR-MARKED ASSIGNMENT

1. Write an essay on Maslow’s Hierarchy of neeDgscuss the
application of Maslow’s Hierarchy of Needs in andal setting.
2. What is its criticism?

7.0 REFERENCES/FURTHER READING

Alderfer, C. P. (1969) Existence, Relatedness, and Growth; Human
Needs in Organisational Settings. Retrieved  from,
http://www.valuebasedmangement.net/methods_aldesifgr the
ory.html

Berman, A., Snyder, S., & Frandsen, G. (2088)dy Guide for Kozier
& Erb's Fundamentals of Nursing: Concepts, Procassl
Practice, [by] Berman, SnydePearson.

Huitt, W. (2004). Maslow's Hierarchy of Need&lucational Psychology
Interactive Valdosta, GA: Valdosta State University. Retrigve
from, http://chiron.valdosta.edu/whuitt/col/regsyaslow.html.

Maslow, A. H. (1943). A Theory of Human MotivatidAsychological
Review 50, 370-396. Retrieved  August 2000,
from http://psychclassics.yorku.ca/Maslow/motigathtm

Maslow, A.H. (1970)Motivation and Personality2" ed.). New York:
Harper & Row.

113



NSC 219 FOUNDATION OF PROFESSIONAL NURSIRACTICE 1

Rosdahl, C. B. & Kowalski M.T. (2012Z)extbook of Basic Nursingd"
Philadelphia: J.B. Lippincott Company.

Potter, P. A., Perry, A. G. E., Hall, A. E., & S§kert, P. A. (2009).\
Fundamentals of nursingclsevier Mosby.

114



NSC 219 MODULE 3
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1.0 INTRODUCTION

The popular axiom — prevention is not only betteant cure but also
cheaper than cure — cannot be more relevant thenday’s world. This
Is because the recent past had witnessed morehdisasters than ever
recorded. Emerging infectious diseases had beehenampage with
the resurgence of those hitherto eradicated convabla diseases, that
have not only become more virulent but resistanttlie simple
therapeutic agents. All these coupled with the gl@conomic recession
and depreciation of currencies in many Africanestdiad compounded
the already precarious level of people in the Adnication. Therefore,
health promotion becomes a veritable weapon to #tenall-time high
morbidity and mortality rate that has been trailing African nation.

Interestingly health promotion is an important cament of nursing
practice. According to Bermaet al., (2014)health Promotion is a way
of thinking that revolves around a philosophy ofolgmess, wellness,
and well-being.’” Implicit in the above statementhat there is a level of
commitment that should be displayed by the indigldcwommunity,
organisation, and the government if the goal ofthgaomotion is ever
to be achieved. The role of each of this player laod the nurse can
assist in health promotion therefore forms the $ogiithis unit.
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2.0 OBJECTIVES

By the end of this unit, you will be able to:

3.0

3.1

identify variables affecting health and explain tleationship
between such and health

define health promotion and distinguish it frorméss prevention
enumerate health promotion goals and discuss vie¢slef
preventive care

describe the behaviours that promote health

discuss theoretical models of health and illnegstteer with their
assumptions

differentiate health preventive or protective cdrem health
promotion

discusses the nurses’ role in health promotion dhmkss
prevention.

MAIN CONTENT

What Affects Health?

Health status of individuals in any community degeeto a large extent
on their level of awareness of factors that enhamckor militate against
their health. (Whitet al., 2011¢ontends that a great many things affect
health. She groped them into four broad categoaesely:

1.

116

Genetic/Human Biology — It is not uncommon to hear that certain
diseases run in families or have familial tendefddys is because
human traits are transmissible from parents topoifig via the
genes. Hence an individual genetic make-up to gelaxtent
affects his state of health.

Personal Lifestyle/Behaviour — This is the area that exerts the
most influence on health and well-being, and itcatrolled
entirely by the individual. As such it is the inalual’'s decision
whether these factors will promote health or leadllt health.
Although an increasing number of people are becgraware of
the relationship between health, lifestyle andesls, and are
already developing health-promoting habits, but izaeable
proportion of the population are still naive ofsthielationship.
Simply put health promoting habits encompasses #ogs as:
Diet, Exercise, Personal Care, Safe sex and CaosasglTobacco
and Drug use, Alcohol Consumption, and safety.
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3. Environmental Influences — The aggregate of people, things,

conditions, or influences surrounding man is whatierred to

as the environment. It could be physical, biatagior social.
Man and his environment are constantly interactifidgne
environment influences man and man influencegmsgronment
at all times i.e. the relationship is never stdbigt always
changing. Interestingly, health and the qualityife are greatly
affected by this interaction.

Human beings enjoy optimum functioning when thetlaay breathe, the
food they eat, the houses they live in, indeedtlighbourhood in which
they stay is of good quality. If they are badyttend to promote disease,
disability and discontent. For instance, in metigan cities where
domestic and industrial pollution is high, tarrypdes, which contain
cancer-producing chemicals, may exist. As suctatran to the eye and
respiratory tissue may be rampant. In additioeronowding secondary
to rural-urban migration and problems of populatammtrol enhances
the spread of communicable diseases such as diofgletions. Besides,
bad housing, lack of adequate facilities for tteregge, preparation, and
cooking of food are also intricately related to tevelopment of
malnutrition, poor growth and low immunity amongopk&. Poor
sanitation, as well as lack of provision of drinkalvater, will also
promote the spread of water-borne disease withradw®nsequences on
healthy living.

It is also worth mentioning that technological adsmment and
industrialisation with its attendant problems h&ed new stresses on
man such as transport difficulties, noise, andlioass. All these factors
are associated with greater incidence of hypemansnental disorder
and suicide. Noise can produce alteration in raipm and circulation,
in the basal metabolic rate, and in muscular tendiven the fetus is
affected by certain factors in the mothers’ envin@nt. For instance,
the baby’'s well-being to a large extent dependshen mother’s
capability and knowledge of standard of hygienegdyautrition, and
avoidance of harmful substances e.g. some drugs.

4. Health Care — This encompasses such things as immunisation,
regular examinations and screening tests, proptiglac
medications, to mention a few that man undertakeprévent
invasion of disease-causing organisms and prefiertbady from
breaking down. Failure to undergo such treatmenidcepell
doom for the body with serious adverse consequenté®althy
living.
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3.2 Defining Health Promotion

The concepts of health promotion, self-care androanity participation
emerged during 1970s, primarily out of concernsualtiwe limitation of
professional health. Since then, there have beeid growth in these
areas in the developed world, and there is evideh&ifectiveness of
such interventions states system although these are still in infancy
in the developing countries (Bhuyan, 2004). Thea®& charter, an
important milestone in Health Promotion practiceridwide, defines
Health Promotion as the process of enabling petpiecrease control
over, and to improve, their health. To reach aestatomplete physical,
mental and social well-being, an individual or gromust be able to
identify and to realise aspirations, to satisfydse@nd to change or cope
with the environment. Health is, therefore, seenaasesource for
everyday life, not the objective of living. Health a positive concept
emphasising social and personal resources, agsvehysical capacities.
Therefore, health promotion is not just the respmiity of the health
sector, but goes beyond healthy lifestyles to welhg (WHO Ottawa
charter for health promotion, 1986). Consequeritig, Ottawa charter
noted that five key strategies for Health Promoth@tion are building
healthy public policy, creating supportive enviramts, strengthening
community action, developing personal skills andrienting health
services). This no doubt, settles any storm abdweitgenesis of Health
Promotion but has not addressed what Health Promgiall about and
how it is different from illness prevention.

Health promotion and iliness prevention are closelgted concepts, and
in practice, overlap to some extent. Activitiesliealth promotion help
the patients/clients maintain or enhance their garesevels of health
while activities forillness preventionprotect patients/clients from actual
or potential threats to health. Both types of atéis are future
orientated. The difference between them involvesvatons and goals.
Health promotion activities motivate people to@asitively to reach the
goals of more stable levels of health. lllness prdton activities
motivate people to avoid declines in health andfional states (Berman
et al., 2016.

Health promotion activities can be passive or actiWith passive
strategies of health promotion, individuals gaianirthe activities of
others without doing anything themselves. The fhletion of municipal
drinking water, the fortification of salt with iaaie and milk with vitamin
D are common examples of passive health promoti@aiegies. The
active health promotion strategies on the otherdhamvolves active
participation of individuals i.e. individuals areotivated to adopt
specific health programs. For instance, the waigthiction and smoking
cessation programmes require the patient/cliefetactively involved

118



NSC 219 MODULE 3

iIn measures to improve their present and futurel$eaf wellness while
decreasing the risk of disease. Some health promaind illness
prevention programs are operated by health caracagge Others are
independently operated. Whichever, the point tonlagle is that health
promotion and illness prevention activities are amant to both the
consumer and the health care provider (Beretaal., 201.

The avian influenza (bird flu) that recently braiet in certain parts of
Nigeria presents an excellent picture of how tleeneld be an interplay
of actions among the major actors in the healthosedhe avian
influenza epidemics, being a deadly disease thatbeatransmitted to
man, arouse the society concern about the diseBstng a
communicable disease and one that affect poultngifey, it also arouses
the interest of commercial organisations and afjiticet Besides it also
has a political element, with potential global nejpissions. The jobs and
livelihood of some farmers and those within the domdustry
particularly the fast food centers are at stakdwer& is of course, the
possibility of widespread trans-species infectde can then appreciate
the concerted efforts of the individuals, the oigation, the
environment, the society, and the government (pal)t One cannot but
therefore agreed with Kelly et al. (1993) that tiealnnot be effectively
be promoted unless the organisational, social, viddal, and
environmental aspects are combined in an integegtpdoach.

3.3 Health Promotion Goals

Delaune & Ladner (2011) submitted the followingheslth promotion
goals:

. Respect and support clients right to make decisions
. Identify and use clients’ strengths and assets.
. Empower clients to promote own health or healing.

Levels of Preventive Care
The three levels of prevention are:

. Primary Prevention — This is true prevention; it precedes disease
or dysfunction and is applied to patients/cliehtd fare considered
physically and emotionally healthy (Bermat al., 201$. The
goal is to decrease person’s vulnerability to disedt includes
such activities as health education, immunisat@cd¢ination,
personal and environmental hygiene, good nutritigood
housing/avoidance of overcrowding, quarantine a&jpsats, and
chemoprophylaxis.
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. Secondary Prevention — Focuses on individuals who are
experiencing health problems or illness or who areisk of
developing complications or worsening conditioAgtivities are
directed at diagnosis and prompt treatment, theretlycing the
severity and enabling the patient/client to retiormormal health
at the earliest possible time (Edelman & Mandle9Q9Cox,
1995). Secondary prevention includes screeningntqaks and
treatment of early stages of disease to limit digplor delay the
consequences of advanced disease (Delaune & Lad@#d,
Bermanet al., 2016.

. Tertiary Prevention — Instituted when a defect or disability is
permanent and irreversible. It involves minimisthg effect of a
disease or disability through such activities akabdlitative
nursing care for clients with permanent defect lik@dness, to
avert further disability or reduced function. Theeds is to help
clients reach and maintain their optimum level ohdtioning
(Delaune & Ladner, 2011; Bermanal., 2016.

3.4 Behaviours that Promote Health (Healthy Habits

Have you heard such phrase like habit is stronigen information?
When we say something has become habitual, we méas become
one’s second nature; a regular way of behavingefex action or
instinctive response to a stimulus. Good healthitedielp to prevent
disorder and/or enhance total wellness. On thdragnpoor health
habits will almost always adversely affect heatttiss and individual's
capability and efficiency. What then can we consatehealthy habits?
The answer to this is obvious as practicing healihbits cut across
practically all aspects of our life viz:

Exercise: Everyone needs to exercise, and we should all tived
preventive maintenance fitness programme bestsigtaus. There is no
alternative, nor substitute that increases the npaiefor a happier,
healthier and improved quality of life. “If SELF-SESSMENT
EXERCISE could be packed into a pill, it would e tsingle most
widely prescribed, and beneficial medicine in tlaion,” says Robert
N. Butler, MD, director of the National Institute &ging (DiMartino,
1999). SELF-ASSESSMENT EXERCISE is necessary tontasi
muscle tone, to stimulate circulation and resmrgtand to help control
body weight. All people need some sort of SELF-ESSMENT
EXERCISE daily. A person’s age, occupation andegancondition
help to determine the appropriate amount and Kkirid S&LF-
ASSESSMENT EXERCISE (Rosdahl & Kowalski, 2012).nmderate
amount of daily SELF-ASSESSMENT EXERCISE is bettban
occasional sports of strenuous activity. A studydrected by the Journal
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of Medical Association (JAMA, 277(16), April 23-3@997) included

11,470 women to determine the numerous benefitsetmsues when a
sedentary level is increased to merely a normatllevdaily routine

movement. The study revealed that the life preagraspect of this
minor change is huge” (DiMartino, 1999).

Nutrition and Diet: A First Cousin to Exercise. One without the other
is like eating fries without catsup — it just doésvork as well. A regular
SELF-ASSESSMENT EXERCISE regime means eating anbath
menu of foods, watching fat intake and supplementime diet with
nutrients and vitamins. However, when people SEISSESSMENT
EXERCISE regularly, their diet must compensatetter extra calories
burned. Although, individuals’ nutritional needsyaaccording to body
build, age and activity, everybody needs certaitrients to keep the
body functioning and in good repair. Eating a regand balanced diet
and maintaining one’s weight within the normal rarage factors that
contribute to wellness. Intake of salt, sugarafad red meat should be
limited while liberal intakes of fruits, vegetablesd grains should be
encouraged. Avoid alcohol consumption.

Elimination: The integumentary, respiratory, urinary and digest

systems are the organs primarily concerned witinieition of wastes

from the body. Moderate intake of fibres in forinroughages (fruits

and vegetables) supplies the bulk that stimulatespgy adequate
elimination of solids as faecal matter. Waterketado assist the kidney
in getting rid of liquid wastes. Avoidance of digie smoking and

polluted air helps in preserving your lungs and rycardiovascular

system (Rosdahl & Kowalski, 2012).

Sleep and RestRest is soothing to the body. Most people needd7
hours’ sleep per night. Sometimes after a day’skwogst is needed
rather than sleep. Try lying relaxed and lettingrythought drift. Some
people find that meditation or ‘emptying the mintdadl thoughts’ is

restful (Rosdahl & Kowalski, 2012).

Personal Hygiene:Maintenance of personal hygiene is necessary for
comfort, safety and well-being. Activities of pensb hygiene are basic
to normal functioning. Hygiene refers to practitleat promote health
through personally cleanliness and it is fosteredugh activities like
bathing, tooth brushing, cleaning and maintainimggdrnails and
toenails, and shampooing and grooming hair. Sudivitas help to
protect the body from infections, make a good irapi@n on others, and
help to promote a positive self-image. For instamegular bathing or
cleansing removes perspiration oil, and pathogeam the skin. It also
increases circulation and helps maintain muscle.tdBesides, bathing
is refreshing; it can help wake one up in the mugrand to induce sleep
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at night. Many a people shed their worries alonghwhe day’s

accumulation of dirt by taking baths or showersod@ning is equally

important to one’s well-being. Nails should benimed to comfortable
length. Bitten nails are unsightly and may leadnf@ction. Shoes
should be well fitted and comfortable. Clotheswdtide clean, well-

fitting and comfortable too. They should be appiate for the type of
activity being performed. Dental care is also esaknTeeth to be

brushed regularly and regular dental check-up etagma. Fluorination
of water to lessen tooth decay and consumptiooad fich in calcium,

phosphorus, vitamins A, C, and D for healthy andad teeth formation
and growth is expedient. The cutting down on camsion of sugary

foods that is often overlooked is vital to the petion of dental caries.
While the eating of soft food is good, continuoasirey of such foods
affects the gums and teeth because chewing itsaeéeded to maintain
the tone and holding power of the gums and thengtreof the teeth.
Eyecare is another important aspect of persona tteat must not be
neglected to achieve full health. To this end,segeamination should
be done at least once a year.

Posture and Body MechanicsPosture is the position of your body, the
way its part line up when you stand, sit, move ier while body
mechanics is the term that refers to the use dfdldy as a tool. The way
you stand, sit, or move affects your efficiency dne impression you
create. Good posture improves your health saves goergy and
prevents unnecessary muscle strains and back disgRbsdahl &
Kowalski, 2012).

Safer Sex: The late twentieth century recorded an astronahmcrease
in the emergence and spread of deadly infectiossades emanating
primarily from unhealthy sexual practices. Thisommhs the gospel of
safer sex and the doctrine of ABC in the preventibAIDS (Acquired
Immune Deficiency Syndrome) and other sexuallydmaitted diseases.
Safer sex involves carefully choosing one’s sexpaftner, mutual
fidelity, and the use of condoms where in doubt.

Healthy Environment: As earlier stated, man and his environment are
constantly interacting. The environment influencesn and man
influences his environment at all times i.e. tHatrenship is never static
but always changing. Interestingly, health and dbelity of life are
greatly affected by this interaction. It is suffigito say “it is difficult to
have optimum health if the environment is not Safe.

Note: As beginning health care providers, nursing stuzleate
encouraged to develop their own health-promotirtabmr to be better
role models for clients.
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3.5 Nurses’ Role in Health Promotion, Health Protetion,
and Disease Prevention

It is an open truth that investment in the headittar is rapidly becoming
an amalgam of public and private partnerships. ®hilis becoming
increasingly glaring that the responsibility foralth promotion does not
lie with health sector alone, Berman al., 2016argued that nurses
nonetheless have an unequal contribution to mak#iamces created in
the pursuit of health. Speaking in the same veiaelaine & Ladner
(2011) asserted that nurses play a key role in ptogy health and
wellness. Therefore, there is no doubt about theas role in health
promotion and disease prevention however the aiggldefore us as
nurses are to find ways to motivate clients andlfasto develop health-
promoting behaviours. This is against the backgdodimat health
promotion is not simply something that is donéh®¢lient or patient, as
in changing a dressing, but something that pervéue£ntire nursing
care ranging from needs assessment, planning hgailthto evaluating
interventions and strategies for effectivenesseffidiency (Bermaret
al., 2019.

Delaune & Ladner (2011) identified health educahealth counselling
and motivation as two key components of health @toon strategies
employed by nurses. Watkinson (2002) citing the lishgNational
Board’'s Higher Award (ENB, 1991) document obsentkd health
promotion stands out as the 6th key characterddtithat document.
Inherent in the said document (highlighted beloavg salient features
considered as essential to the performance ofthpadimotion activities
by nurses.

. Promote understanding of health promotion, prevsmtecare,
health education and healthy living.

. Understand and apply the principles and practicehealth
promotion in the work setting and create, maintamd take
responsibility for a healthy work environment.

. Facilitate responsibility and choice among cliefas healthy
living, and their ability to determine their owifektyles.
. Develop and implement strategies for health carsedbaon

understanding of the impact of health trends soueces.
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SELF- ASSESSMENT EXERCISE

Describe the Nurses’ Role in Health Promotion, HeBRIrotection, and
Disease Prevention

4.0 CONCLUSION

The issue of health promotion is an all-encompassire. This unit has
demonstrated on one hand the limitations of modexdicine and health
care systems in single-handedly improving the heatatus of the
population. On the other hand, it emphasised tleeabnurses as a key
strategy for improving health through a holistigagach consisting of
not only a medical dimension but also psychologiccial and
economic dimensions.

5.0 SUMMARY

The Ottawa charter, an important milestone in Hiealtbmotion practice
worldwide, defines Health Promotion as the proadssnabling people
to increase control over, and to improve, theirlthe&’ou have noted
that to reach a state of complete physical, memtdlsocial well-being,
an individual or group must be able to identify andealise aspirations,
to satisfy needs, and to change or cope with th@rmment. Therefore,
health status of individuals in any community degseto a large extent
on their level of awareness of factors that enhamckor militate against
their health. However, good health habits helprevent disorder and/or
enhance total wellness. On the contrary poor hdalbits will almost

always adversely affect health status and individueapability and

efficiency. As such nurses play a key role in hadpclients to adopt
healthy lifestyles and use approaches such asmotkeling and formal
teaching to motivate client change.

6.0 TUTOR-MARKED ASSIGNMENT

As a nurse in a remote village, you observed tlagbrity of the pregnant
women becomes anemic during pregnancy with frequeendence of
malaria in pregnancy, and besides, over 90% amadyr genitally
mutilated. You initially focus on diet and reduction malaria attack.
How would you begin to design the program? Whabueses do you
need?
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MODULE 4 FUNDAMENTALS OF NURSING

Unit 1 Vital Signs |

Unit 2 Vital Signs |l

Unit 3 History Taking and Physical Examination
Unit 4 Diagnostic Measures in Patients Care
Unit 5 Providing Safety and Comfort

UNIT 1 VITAL SIGNS |
CONTENTS

1.0 Introduction
2.0 Objectives
3.0 Main Content
3.1 What are Vital Signs?
3.2 Times to Assess Vital Signs
3.3  Factors Affecting Body Temperature
3.4  Alterations in Body Temperature
3.5 Assessing Body Temperature
4.0 Conclusion
5.0 Summary
6.0 Tutor-Marked Assignment
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1.0 INTRODUCTION

Health assessment is vital to monitoring the pregrenade by
clients/patients as well as establishing whethemtified needs have been
met. Although health assessment is such a broaal emeompassing
observation, physical examination and interviewkfigtory taking and
requiring the use of all senses, the measurementabfsigns appears to
be a regular and essential feature. Hence this igndedicated to
discussing vital signs to enhance nurses’ techrskdls in the art of
assessing vital signs as well as deepening theorétical/knowledge
base. This to our mind, will not only help nursesteasure the vital signs
correctly but will go a long way at assisting thémunderstand and
interpret the values, communicate findings appeiply and begin
interventions as needed. The traditiovitdl signsare body temperature,
pulse, respirations, and blood pressure. Many agensuch as the
Veterans

Administration, American Pain Society, and The g@ommission have
designated pain as a fifth vital sign, to be assbsat the
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same time as each of the other four. The firstiwits of this module
will be centred on the four traditional vital signs

2.0 OBJECTIVES
By the end of this unit, you will be able to:

identify the measurements that comprise the vitgiss

identify when to assess vital signs

define body temperature

describe the thermoregulatory mechanisms

identify the variations in normal body temperatiirat occur from
infancy to old age

discuss factors affecting body temperature

o describe how to measure body temperature usingu&rmoutes
stating the advantages and disadvantages assoevdtecach
route.

3.0 MAIN CONTENT

3.1 What are Vital Signs?

Donovan, et al (1968) gave this over-simplified illustration that
beautifully captures what vital signs are. In thwiords ‘The healthy
person engaging in his daily activities is relayvenconscious of much
chemical process going on at all times in his boéynever-ending
production of energy in the form of heat is takiplgce. The fuel we
supply to our body as food is continuously beingnled away when it
meets the oxygen in the air we breathe. This psoisesalledoxidation
When conversion of food to energy is occurring raiyn our heart is
pumping a steady average amount of blood; our largstaking in a
regulated, steady flow of air; and the heat of looaly is constant at an
average temperature. These functions are all celatel in delicate
balance. When this balance is disturbed by sudgsas heavy exercise,
the rate of heat production, blood flow, and brehwill vary from
normal. This variation in temperature, pulse, negmn, and blood
pressure (otherwise referred to as vital signs giwses and doctors their
most important clues to the state of the body’'sfiaming.’ Vital signs
or cardinal signs as they are sometimes calleddabelrefore be defined
as signs reflecting the body’s physiological statieich are governed by
body’s vital organs (brain, heart, lungs) and nsagsfor sustaining life.
Consequently, Temperature, Pulse, Respiration,Bdoold pressure are
referred to as vital signs because they are inglisatf vital functions of
the body that are necessary to sustain life.
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3.2 Times to Assess Vital Signs

. On admission to a healthcare agency to obtain inasghta.

. When the patient’s/client’'s general physical candithanges (as
with the loss of consciousness or increased irtienspain).

. Before and after surgery or an invasive diagngsticedure.

. Before and/or after administration of certain matan that affect
the cardiovascular, respiratory, and temperatunérabfunction.

. Before and after nursing interventions influenciamgvital sign

(such as when a patient/client previously on betlambulates or
when a patient requires tracheal suctioning).

. When the patient reports non-specific symptomshysal
distress (such as feeling ‘funny’ or ‘differen{fBermanet al.,
2016).

3.3 Body Temperature

The term temperature is defined as the state dfdrezldness within a
substance, which can be measured against a staswideC or °F) i.e.
the degree of hotness or coldness of an objectureghagainst a standard
scale. Man and other mammals unlike fishes, reptilend other
poikilothermic animals are homoeothermic, that srw-blooded and
maintain their body temperature independently eféhvironment. Our
body continually produces heat as a by-productetbolism. This heat
is transported by blood around the body. Heatvgdwver also continually
lost from the body. In essence, body temperatunmedisated on a clinical
thermometer is the balance between the heat prddame the heat lost
from the body measured in heat units called degeeghe measure of
heat inside the body.

There are two kinds of body temperature @are temperature and
Surface temperature The core temperature is the temperature of the
deep tissues of the body such as the abdominalycawid pelvic region.

It remains relatively constant. The surface temioeeas the temperature

of the skin, the subcutaneous tissue, and fdiyltontrast, rises and falls

in response to the environment. The normal corey beohperature is a
range of temperatures fluctuating between 36.1 Zn@C (Berman,
et.al, 2016). The big question however is — how isdbee temperature
kept within this relatively narrow range? This farrthe focus of the
subsequent paragraphs.

Thermoregulation

Thermoregulatioms the body’s physiological function of heat redigda
to maintain a relatively constant internal body pemature. This is
achieved by a complex interplay of physical andnaial/hormonal
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mechanism and sympathetic stimulation that is doatdd by the heat
regulating center in the brain called the hypotimala. The hypothalamus
controls the body temperature in the same wayattia¢rmostat works in
the home. The hypothalamus does this through teyian and posterior
part. The anterior hypothalamus is concerned wetht klissipation while
the posterior hypothalamus controls heat consenvati

The hypothalamus senses minor changes in body tatope. When the
body temperature deviates from the setpoint, thgp&zature center of
the hypothalamus (hypothalamic integrator locatettié preoptic area of
the hypothalamus) either activates heat loss (egpbr heat production
to ensure that the core temperature remains witi@rsafe physiological
range (Bermaset al., 2016.

Heat Production

Heat is produced in the body through the chemigalation of food
substances (metabolism of food substances) thaltses the release of
energy, and this is a continuous process. The lmmhyverts energy
supplied by metabolised nutrients to energy forhmst can be used
directly by the body. One form of this energy iertinal energy. Energy
is measured in terms of heat. A kilocalorie is aergy value (heat
measure) of a given food; 1 kilocalorie equals 168ldries (the amount
of heat required to raise temperature of 1 kilogodmwater by 2 C. This
type of heat liberation is usually expressed asnietabolic rate and
measured as basal metabolic rate or BMR (the fagémergy use in the
body needed to maintain essential activities)digd be mentioned that
heat production increases when a person is acthee raost heat
production comes from the deep tissue organs (dnaém, and heart) and
the skeletal muscles (Bermanal., 2016.

Heat production in the body is however increasedepynephrine,
norepinephrine, thyroxine and triiodothyronine. S&@dormones increase
the rate of cellular metabolism in many body tissugpinephrine and
norepinephrine apart from their vasoconstrictivieeef directly affect
liver and muscle cells, thereby increasing cellularetabolism.
Vasoconstriction in human’s internal organs produbeat and blood
flow from the internal organs carries heat to thdysurface. The thyroid
hormones thyroxine and triiodothyronine increassabanetabolism by
breaking down glucose and fat. This effect is chllehemical
thermogenesis (Bermagat al., 2016.

The muscular activity also produces heat from tmeakdown of
carbohydrates and fats and through shivering. Kireis well supplied
with heat and cold receptors but because cold terepre more
plentiful, the skin functions primarily to deteaild surface temperature.
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When the skin becomes chilled, its sensors senarnm&tion to the
hypothalamus, which initiates shivering (involuytakeletal muscles
contractions in response to cold) and vasoconsinictThis leads to
increased muscular tone, which enhances furtheabubsm. Physical
SELF-ASSESSMENT EXERCISE often found comforting @old

weather also increases heat production by incrgasinscle tone and
stimulating metabolism. In a nutshell, when theybsuiffers a significant
heat loss the hypothalamus transmits impulses tmukite heat
production through vasoconstriction (narrowing dbda vessels),
muscle shivering, piloerection (hair standing ord)eand inhibiting
sweating. However, apart from these major meahgaf production, the
body also gains heat from its environment, but ihisegligible and of
less significance to the heat produced in the negs@ermaret al.,

2019.

Heat Loss

When the body heat rises, nerves in the hypothaafthe sensors)
become heated and impulses/signals are then semd decrease heat
production and increase heat loss. This it doetsitpgering perspiration

(diaphoresis) from millions of sweat glands thatdeep below the dermal
layer of the skin, vasodilation (the widening obddl vessels), and
inhibition of heat production. The body cools ifséleat is dissipated
from the body primarily through physical procesges much as 95% is
lost through radiation, convention, and evaporabbrwater from the

lungs and skin. Most of the remaining amount i$ tbsough urination

and defecation and in raising the temperature @firthaled air to body
temperature. A negligible amount is lost throughdigction except when
the body is in contact with cold surfaces for pnged period.

Heat Loss Mechanisms

The various physical processes through which tselast from the body
are:

Radiation: is the transfer of heat from the surface of oneacbijo the

surface of another without contact between thedhjects, mostly in the
form of infrared rays. Heat radiates from the gkigooler nearby objects
and radiates to the skin from warmer objects. Theunt of heat lost by
radiation from the skin varies with the degree itdtibn of surface blood
vessels when the body is overheated, and with tkeene of

vasoconstriction when the body is chilled. Radiaeat loss can be
enhanced by removing clothing or by wearing ligbtlung meaning that
heat loss through radiation can be curtailed byeoog the body with

cloth especially dark, closely woven clothes. Amotthing that affects
heat loss through radiation is positioning; a maan erect position with
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arm and legs extended radiates more heat thannoaelorsal position
(Bermanet al., 2016.

Conduction: This is the transfer of heat from one object tothar object
of lower temperature that is in contact with it.tlde that conductive
transfer cannot take place without contact betwwkemolecules of both
objects. The amount of heat transferred dependshentemperature
difference and the amount and duration of the @dn@&ermanet al.,
2016. As earlier stated, conduction accounts for matlitreat loss from
the body except, when a body is immersed in colterdnterestingly,
water conducts heat more efficiently than air. Efere water used for
bathing the patient should be above body tempezatar prevent
conductive heat loss. However, if the patient’sgenature is abnormally
high, the nurse can lower it by tepid spongingebgrtaking advantage
of conductive heat loss (Webster, 1995).

Convention: Convention is the dispersion of heat by air cusefhe

body usually has a small amount of warm air adjaten. This warm air
rises and is replaced by cooler air, and so peaplays lose a small
amount of heat through convention but can be eidify enhanced
through the use of fan to promote heat loss frohrile patient. It is

important to note that the speed of movement a$@irounding the skin
increases, the convention of heat loss from the iskireases (Brooker &
Waugh 2013).

Evaporation: This simply means the vaporisation of fluid i.eanbing
from liquid state to gaseous state. The physicadtes us understand that
heat energy is needed to effect this change. Mastlec(1980) reported
that for each gram of water that evaporates from libdy surface,
approximately 0.6kilocalorie of heat are lost. Givethe continuous
evaporation of water from the respiratory tracg ¢kin and the mucosa
of the oral cavity tagged insensible water lossrehs also accompanying
insensible heat loss which medical experts claiooawts for about 10%
of basal heat loss.

Behavioral Control of Body Temperature

In addition to heat production and heat loss meishandescribed above,
the body has a potent mechanism for temperaturératcknown as
behavioral control. This encompasses voluntary thets people take to
maintain comfortable temperatures in response tdy bsignaling
conditions of either being overheated or too c@dl(aune, & Ladner,
2011). They include such measures as changingitheoament, adding
more clothing or changing from light to thick clotg, raising the
temperature settings on heating thermostats, guttmair conditioner,
turning on fans, taking a cold shower, to mentidava.
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3.4 Factors Influencing Body Temperature

Temperature monitoring, no doubt stands out asobrieke commonest
function of the nurse and because of the import&gmo@erature variation
in health assessment, it has become expedientifsesto become aware
of factors that influence body temperature. Amdregse factors are:

Age — At birth, the newborn leaves a warm, relatively stamt

environment and enters one in which temperaturetifaites widely.

Temperature control mechanisms are not fully dexedo thus, an
infant’s temperature may change drastically withargdes in the
environment. Therefore, the newborn must be preteitom temperature
extremes and clothing must be adequate. Temperatgalation

continues to be labile until children reach pubektyany older people,
particularly those over 75 years, are at risk gidtliermia (temperature
below 36C for a variety of reasons, such as inadequate idis$ of

subcutaneous fat, lack of activity, and reducedrntioeegulatory

efficiency (Brooker & Waugh 2013)

SELF-ASSESSMENT EXERCISE — Muscular activity requires an
increased blood supply and an increase in carbabydand fat
breakdown for more energy. This increased metaiaotisuses increase
in heat production and consequently the body teatper. As such hard
work or strenuous SELF-ASSESSMENT EXERCISE canease body
temperature to as high as 38.80°C (101°F to 104°F) measured rectally
(Brooker & Waugh 2013; Bermaet al., 2016

Circadian Rhythms (Diurnal Variations) — Body temperature normally
changes throughout the day, varying as much &€ {18°F) between
the early morning and the late afternoon. The
point of highest body temperature is usually redchsetween
1600 and 1800 hours (4:00 pm and 6:00 pm), andidivest point

is reached during sleep between 0400 and 0600 h@EuE® am
and 6:00 am) (Figure 29-3 ). Older adults’ tempees may
vary less than those of younger persons due to ctienges in
autonomic functioning common in aging (Marigold, i,
Vassallo, Allen, & Kwan, 2011).

Hormone Level — Women usually experience greater temperature
fluctuations than men. This has been attributedyrieater hormonal
fluctuations women experiences. For instance, dunrenstrual cycle,
progesterone levels rise and fall cyclically. Beftine start of menstrual
cycle, progesterone levels are low, and the boahpé&sature falls a few
tenths of a degree below the baseline. This loweperature persists
until ovulation. During ovulation, greater amouetster the circulatory
system and raise the body temperature to previagsgline levels or
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higher. Body temperature fluctuations also occumgnopausal women
due to instability of the vasomotor controls forswedilation and
vasoconstriction. One the cardinal symptoms of -posbhopausal
syndrome are the experience of periods of interes¢ hnd sweating
lasting from 30 seconds to 5 minutes. The amounthgroxine,
trilodothyronine, epinephrine/adrenaline, and
norepinephrine/noradrenaline circulating in the Yoa@dso affect heat
production and basal metabolic rate (Brooker & Yra@013; Berman
et al., 2016

Stress— Physical and emotional stress increase body texrtyye through
hormonal and neural stimulation which sets into iomtchains of
physiological reactions. These physiological changee the release of
adrenaline with an associated increase in heagt gatises increased
metabolism, which in turn increases heat productiNorses may
therefore anticipate that individuals who are aogi@about entering the
hospital or undergoing a surgical procedure coetfister a higher than
normal temperature (Berma al., 2016.

Environment — Extremes in environmental temperatures can tatec
person’s temperature regulatory systems. If thepggature is assessed in
a very warm room and the body temperature cannambdified by
convention, conduction, or radiation, the temperatill be elevated.
Similarly, if the client has been outside in extegyrcold weather without
suitable clothing, the body temperature may be(Bermanet al., 2016.

3.5 Alterations in Body Temperature

Altered body temperature occurs when the body teatpes rises above
the upper normal limit or fall below the lower nahtimit (subnormal or
lowered body temperature). An extremely high orreaxiely low
temperature can be very fatal. Survival is rarhéf core temperature is
above 42.2C or below 34C (DeLaune & Ladner 201BYREXIA

A body temperature above the usual range is caflgdexia,
hyperthermia, or (in lay termsfever. A very high fever, such as 41°C
(105.8°F), is callethyperpyrexia. The client who has a fever is referred
to asfebrile; the one who does not &febrile. Four common types of
fevers are intermittent, remittent, relapsing, amhstant. During an
intermittent fever, the body temperature alternates at regular iaterv
between periods of fever and periods of normal abnsrmal
temperatures. An example is with the disease naalari
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Figure 27-4 m Terms used to describe alterations in body
temperature (oral measurements) and ranges in Celsius
) and Fahrenheit scales.

Source: Bermasnt al., 2016

During aremittent fever, such as with a cold or influenza, a wide range
of temperature fluctuations (more than 2°C [3.6U€gurs over 24 hours,
all of which are above normal. Irrelapsing fever, short febrile periods
of a few days are interspersed with periods of 2 afays of normal
temperature. During aonstant fever the body temperature fluctuates
minimally but always remains above normal. This gecur with typhoid
fever. A temperature that rises to fever level dpfollowing a normal
temperature and then returns to normal within a feurs is called a
fever spike Bacterial blood infections often cause fever gpikn some
conditions, an elevated temperature is not a guerf Two examples are
heat exhaustion and heatstroke. Heat exhaustion

IS a result of excessive heat and dehydration.sSajrheat exhaustion
include paleness, dizziness, nausea, vomitingtifgnand a moderately
increased temperature (38.3°C to 38.9°C [101°FO&FH]).

Persons experiencing heat stroke generally have &eercising in hot
weather, have warm, flushed skin, and often desnaat. They usually
have a temperature of 41.1°C (106°F) or higher andybe

delirious, unconscious, or having seizures. Theiadi signs of fever
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vary with the onset, course, and abatement stafjeseofever (see
Clinical Manifestations). These signs occur assalteof changes in the
set point of the temperature control mechanism ledgd by the
hypothalamus. Under normal conditions, whenevectre temperature
rises, the rate of heat loss is increased, reguitira fall in temperature
toward the set-point level. Conversely, when the cemperature falls,
the rate of heat production is increased, resultirggrise in temperature
toward the set point. In a fever, however, the peint of the
hypothalamic thermostat changes suddenly from trenal level to a
higher than normal value (e.g., 39.5°C [103.1°BJaaesult of the effects
of tissue destruction, pyrogenic substances, orydfation on the
hypothalamus. Although the set point changes rapitlie core body
temperature (i.e., the blood temperature) readfissiew set point only
after several hours.

During this interval, the usual heat productionpmsses that cause
elevation of the body temperature occur: chillgifeg of coldness, cold
skin due to vasoconstriction, and shivering. Thiseferred to as the chill
phase. When the core temperature reaches the ngwist the person
feels neither cold nor hot and no longer experisraslls (the plateau
phase). Depending on the degree of temperaturatelay other signs
may occur during the fever. Very high temperatusegh as 41°C to
42°C (106°F to 108°F), damage the parenchyma ¢ tteloughout the
body, particularly in the brain where destructionneuronal cells is
irreversible. Damage to the liver, kidneys, anceotbody organs can also
be great enough to disrupt functioning and evehtealuse death. When
the cause of the high temperature is suddenly rethawe set point of
the hypothalamic thermostat is suddenly reducea tlower value,
perhaps even back to the original normal levelthis instance, the
hypothalamus now attempts to lower the temperaturé the usual heat
loss responses that cause a reduction of the kadperature occur:
excessive sweating and hot, flushed skin due tdesudasodilation. This
is referred to as the flush phase. Nursing intergas for a client who
has a fever are designed to support the body’s alophysiological
processes, provide comfort, and prevent
complications. During a fever, the nurse needs ¢mitar the client’s
vital signs closely.

Nursing interventions during the chill phase arsigiged to help the
client decrease heat loss. At this time, the bodiigsiological processes
are attempting to raise the core temperature to thew
set-point temperature. During the flush or crisisage, the body
processes are attempting to lower the core tempertd the reduced or
normal set-point temperature. At this time, theseutakes measures to
increase heat loss and decrease heat production.
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CLINICAL MANIFESTATIONS
Fever

ONSET (COLD OR CHILL PHASE)

. Increased heart rate

. Increased respiratory rate and depth
. Shivering

. Pallid, cold skin

. Complaints of feeling cold

. Cyanotic nail beds

. “Gooseflesh” appearance of the skin
. Cessation of sweating

COURSE (PLATEAU PHASE)

Absence of chills

Skin that feels warm

Photosensitivity

Glassy-eyed appearance

Increased pulse and respiratory rates
Increased thirst

Mild to severe dehydration

Drowsiness, restlessness, delirium, or convassio
Herpetic lesions of the mouth

Loss of appetite (if the fever is prolonged)
Malaise, weakness, and aching muscles

DEFERVESCENCE (FEVER ABATEMENT/FLUSH PHASE)

Skin that appears flushed and feels warm
Sweating

Decreased shivering

Possible dehydration

Nursing Interventions for Clients with Fever

. Monitor vital signs.

. Assess skin color and temperature.

. Monitor white blood cell count, hematocrit valaad other
pertinent laboratory reports for indications deiction or
dehydration.

. Remove excess blankets when the client feelsnwaut provide

extra warmth when the client feels chilled.
. Provide adequate nutrition and fluids (e.g.02;53,000 mL/day)
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to meet the increased metabolic demands and gdreven

dehydration.

. Measure intake and output.

. Reduce physical activity to limit heat produati@specially
during the flush stage.

. Administer antipyretics (drugs that reduce el of fever) as
ordered.

. Provide oral hygiene to keep the mucous memisrarast.

. Provide a tepid sponge bath to increase heatltweugh
conduction.

Provide dry clothing and bed linens.

HYPOTHERMIA

Hypothermia is a core body temperature below the lower limit of
normal. The three physiological mechanisms of hypohia are (a)
excessive heat loss, (b) inadequate heat produdborcounteract
heat loss, and (c) impaired hypothalamic thermdeggun. The clinical
signs of hypothermia are listed in the Clinical Mestations box.
Hypothermia may be induced or accidental. Inducgzbthermia is the
deliberate lowering of the body temperature to elase the need for
oxygen by the body tissues such as during certagesies. Accidental
hypothermia can occur as a result of (a) exposwureat cold
environment, (b) immersion in cold water, and (@¢kl of adequate
clothing, shelter, or heat. In older adults, thetyyem can be compounded
by a decreased metabolic rate and the use of geda#dications. If the
skin and underlying tissues are damaged by freemidy this results in
frostbite.  Frostbite most commonly occurs in  hands,
feet, nose, and ears. Managing hypothermia invalemving the client
from the cold and rewarming the client’'s body. B client with mild
hypothermia, the body is rewarmed by applying béskfor the client
with severe hypothermia, a hyperthermia blanket étactronically
controlled blanket that provides a specified teraper) is applied, and
warm intravenous fluids are given. Wet clothing,iebhincreases heat
loss because of the high conductivity of water,usthdoe replaced with
dry clothing.

CLINICAL MANIFESTATIONS OF HYPOTHERMIA

Decreased body temperature, pulse, and respisati
Severe shivering (initially)

Feelings of cold and chills

Pale, cool, waxy skin

Frostbite (discolored, blistered nose, fingares)
Hypotension
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Decreased urinary output

Lack of muscle coordination
Disorientation

Drowsiness progressing to coma

Nursing Interventions for Clients with Hypothermia

3.5

Provide a warm environment.

Provide dry clothing.

Apply warm blankets.

Keep limbs close to body.

Cover the client’s scalp with a cap or turban.
Supply warm oral or intravenous fluids.
Apply warming pads

Assessing Body Temperature

Sites for Assessment of body Temperature

The four most common sites are oral, rectal, ayjland tympanic
membrane. Each has its merit and demerits, whiehsammarised in
Table 5

Table 5 Advantages and Disadvantages of Sites Uséar Body
Temperature Measurement

Site Advantages/Merits | Disadvantages/Demerits/Flaws
Oral Accessible an Mercury-inglass thermometers ¢
convenient break if bitten; therefore, they ¢

contraindicated for children ung
6years and clients who are confu
or who have convulsive disorders
patients who breathe only w
mouth open. Inaccura if client ha
just ingested hot or cold food or fly
or smoked. Could injure the mot
following oral surgery.
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Rectal

reliable
measurement

Inconvenient and more unpleas
for clients; difficult for client whe
cannot turn to the side. Should no
used in patients who have a re
disorder like tumor or seve
hemorrhoids. Could injure t
rectum following rectal surger
Placement of thehermometer ¢
different sites within the rectu
yields different temperatures, |
placement at the same site each
is difficult. A rectal glas
thermometer does respond

changes in arterial temperatures
quickly as an oral thermometer
fact that may be potentiall
dangerous for febrile clients becal
misleading information may |
acquired. Presence of stool n
interfere with thermomet
placement. If the stool is soft, {
thermometer may be embeddec
stool rather than against the wal
the rectum. If the stool is impacte
the depth of the thermome
insertion may be insufficient.

newborns and infants, insertion
the rectal thermometer has resu
in ulceration and rectal perforatio
Many agencies advise against ug
rectal thermometers

on neonates.

Axillary

Safest and

invasive

no

nThe thermometer may need to be

left in place for a long time to
obtain an accurate measurement,

Tympanic
Membrane

Readily
reflects the
temperature.
fast.

accessibl

cor
Vel

Can be uncomfortable and invol\
risk of injuring the membrane if t
probe is inserted too far. Repesg
measurement may vary. Right g
left measurements can diffefhe
presence of cerumen can affect
reading.
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Temporal | Safe and noninvasiveRequires electronic equipment t
artery very fast may be expensive or unavailal
Variation

in technique needed if the client
perspiration on the forehead.

Guidelines for Taking body Temperature Preparation

Traditionally, body temperatures were measuredgusiarcury-in-glass
thermometers. Such thermometers, however, can bardwus due to
exposure to mercury, which is toxic to humans, laraken glass should
the thermometer crack or break. In 1998, the U.BvirBnmental
Protection Agency and the American Hospital Asdommaagreed to the
goal of eliminating mercury from health care enmimeents. Hospitals no
longer use mercury-in-glass thermometers, and akvaiities
have banned the sale and manufacture of them. Hawiae nurse may
still encounter this type of thermometer, espegialthe home. In some
cases, plastics have replaced glass and safer adien(e.g., gallium)
have replaced mercury in modern versions of thertbmeter

Patient: Explain procedure to gain consent and co-operatkssess
patient regarding site suitable for temperatur@nmdiag (see Points for
Practice (PPP) overleaf). The patient should neteHhaad a hot drink,
smoked a cigarette or exercised within the previeagminutes.

. Equipment/Environment: Clinical mercury
thermometer; Disposable cover for the thermometealcohol
swab for cleaning it; & Observation chart.

. Nurse Hands must be clean.
Procedure
Use of Mercury Thermometer

1. Collect the thermometer — Each patient may havéndividual
thermometer kept at the bedside or there may beralefor
general use kept centrally.

2. Inspect the thermometer to ensure that it is claad reading
below 38C. Shake down the mercury if necessary (see PPP).

3. If appropriate, apply the disposable cover accagrdio the
manufacturer’s instructions and remove the backeyger.
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Oral

4. Ask the patient to open his/her mouth and gentlsein the
thermometer under their tongue next to the fremulThis is
adjacent to the sublingual artery, so the tempezawill be close
to core temperature.

5. Ask the patient to close their lips, but not theieth, around the
thermometer to prevent cool air circulating in theuth.

6. Leave in position for 2-3 minutes (see PPP).

7. Remove the thermometer taking care to touch ordypidwt that

has not been in contact with the patient’s molfithpplicable, remove
the disposable cover according to the manufacsuiestructions
and dispose of appropriately.

8. Holding the thermometer horizontally at eye levidtie the level
of the mercury.

Axilla

9. Do not use a disposable cover as this is not napeand interferes
with skin contact.

10. Ask/assist the patient to expose his/her axilla, g0 accurate
recording, the axilla must be dry.

11. Insert the thermometer into the axilla and ask#&hsse patient to
keep their arm close against the chest wall torengood contact
with the skin.

12. Leave in position for five minutes.

13. Holding the thermometer horizontally at eye levete the level
of the mercury.

Points for Practice

The rectal site is no longer recommended unlesslectronic probe is
being used. Shake down the thermometer by holtingy in your
dominant hand. Stand back from any furniture (begl table) to avoid
striking with the thermometer. With a flicking amti, shake the
thermometer until the mercury is down below 350@isTmay take
several shakes to achieve. Unlike a room thermartig@emercury in the
thermometer does not go down as the temperatuie (fad. when in
storage) as there is a kink in the column, whichfes on it a self-
registering property. The thermometer must renraithe mouth for at
least two minutes to obtain an accurate recordungshould not be left
for longer than three minutes as this is uncombdetdor the patient.
Electronic oral and tympanic thermometer and diaplesthermometer
are increasingly being used.
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Post-Procedure

Patient Ensure patient comfort. Answer any questions naigg the
recording.

Equipment/Environment Shake down the mercury. If a disposable
cover has been used no cleaning is necessarychver has been used,
the thermometer should be cleaned with an alcomabsand stored dry
according to local policy.

Nurse Chart temperature recording. Report any abnormality
Use of Electronic Thermometers

Electronic thermometersan provide a reading in only 2 to 60 seconds,
depending on the model. The equipment consista efectronic base, a
probe, and a probe cover, which is usually displesdlwo special types
of oral thermometers are basal and hypothermiaagalthermometer is
calibrated with 0.1°F intervals and is for fertilpurposes, indicating the
temperature rise that is associated with ovulatibiypothermia
thermometers have a greater low range than evergldaynometers,
usually measuring temperatures from 27.2°C to 42(31°F to 108°F).

Infrared thermometersense body heat in the form of infrared energy
given off by a heat source, which, in the ear carglprimarily the
tympanic membrane. The infrared thermometer makesomtact with
the tympanic membrane.

Temporal artery thermometedetermine temperature using a scanning
infrared thermometer that compares the arterialperature in the
temporal artery of the forehead to the temperatume the
room and calculates the heat balance to approxithateore temperature
of the blood in the pulmonary artery. The probeleced in the middle
of the forehead and then drawn laterally to thelinal If the client has
perspiration on the forehead, the probe is alsohed behind the earlobe
so the thermometer can compensate for evaporaimleng.

Oral

Electronic oral thermometers are increasingly baisgd in hospitals.
They are efficient and easy to use, with an audilgieal indicating when
the maximum temperature has been reached. The,pcoliered by a
disposable plastic cover, is placed under the temgihe same way as a
mercury thermometer. Each cover is for use bypateent only and is
usually kept clean and dry on the patient locketwben use. It is
discarded when the patient is discharged from twelw
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Tympanic

Some electronic thermometers are designed to nedseitemperature
by inserting probe into the outer ear, adjacen(btd not touching) the
tympanic membrane. Again, a special cover is dseéach patient to
prevent cross-infection. An infrared light deteloesat radiated from the
tympanic membrane and provides a digital readirtgs provides a more
accurate measure of body core temperature aslibse to the carotid
artery. The patient may need more explanation thamal because
although most people will have had their tempegsatecorded at some
point, they may be surprised to find you approaghireir ear.

Conversion of Temperature Scales (Centigrade & Fal@nheit)

Depending on your country of practice you will @ected to be familiar
with either of these measuring scales. Howevegesinursing is an
international occupation, it is better to be cosaeat with the use of both
scales. You can easily convert centigrade to Faleiety multiplying
the centigrade temperature by the fractténand adding 32. But to
convert Fahrenheit to centigrade, first subtractfr®2n the Fahrenheit
temperature, and then multiply Bly.

SELF-ASSESSMENT EXERCISE

List out the factors that can influence body terapee.

4.0 CONCLUSION

The importance of vital signs in health monitoriagd evaluation of
client’s health status cannot be over-emphasisedwkedge of factors
affecting heat production and heat loss helps tlmsento implement
appropriate interventions when the client has atered body
temperature.

5.0 SUMMARY

Vital signs are signs reflecting the body's physgtal status. They
comprise temperature, pulse respiration, and blo@s$sure. Baseline
values establish the norm and variation from normmaly indicate

possible problems with client’s health status. Haorbaings maintain a
relatively constant temperature independent ofrtaevironment. This
the body achieves through thermoregulation. The &ies commonly
used for assessing body temperature are oral, | reetdlary, and

tympanic membrane, each with its advantages aratidismtages. The
nurse selects the most appropriate site accordiriget client's age and
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condition. Factors affecting body temperature idelage, sex, diurnal
variation, exercise, hormones, stress and enviratahéemperatures.
Apart from these normal deviations in health, adetemperature (fever
or hypothermia) may develop and it is the nursesponsibility to
institute appropriate therapy.

6.0 TUTOR-MARKED ASSIGNMENT

1 Explain the thermoregulatory mechanism and disthusvarious
factors influencing body temperature.

2 Sade, a 6-year old girl was brought to your hosfaidowing an
episode of high fever. Discuss your managementadieSiuring
the pyrexic phase.
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1.0 INTRODUCTION

This unit examines the other components that makéhe vital signs,
which are respiration, pulse and blood pressure.

2.0 OBJECTIVES
By the end of this unit, you will be able to:

describe the physiological mechanisms governingulse,

respiration, and blood pressure

identify normal ranges for each vital sign

identify the variations in pulse, respirations, didod pressure

that occur in a normal healthy state from infarcypld age

select appropriate equipment needed for measuaicig \@tal sign

o identify the different sites for assessing pulsel dist the
characteristics that should be included when asgppsilses

o explain how to measure the apical pulse and trmbpmdial pulse

. describe the mechanics of breathing/the mechartistncontrols
respiration and demonstrate the ability to coustréspiration of
a patient accurately

o discuss characteristics that should be included iespiratory

assessment.
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o explain how to measure a blood pressure and diftete between
systolic and diastolic pressure.

3.0 MAIN CONTENT

3.1 Respiration

Human survival depends on the ability of oxygep) O reach body cells
and carbon dioxide (C{to be removed from the cell. The body performs
this heroic function via respiration. Respiratismgenerally defined as the
act of breathing. This involves two distinctly difent processes:
external respiration, which is the exchange of, gases between an
organism and its environment i.e. the process bighwthe lungs bring
O:into the body and remove G@astes, andhternal respiration or
tissue respiration,which is the interchange of these same gases betwee
the circulating blood and the cells of the bodguis. Unlike external
respiration that is restricted to the alveoli oé tlings and pulmonary
blood, internal respiration takes place throughbatbody.

External respiration is made upioépiration — the intake of air into the
lungs ancexpiration — the breathing out or the movement of gases from
the lungs to the atmosphere. The teentilation is also used to describe
the movement of air in and out of the lungs. Vaiitin can be hyper or
hypo. Hyperventilation refers to very deep, rapid respirations while
hypoventilation refers to very shallow respirations. The rate tllepnd
rhythm of ventilatory movements indicate the quyadind efficiency of
the respiratory process. The nurse can directlgsassnly the process of
external respiration, specifically by assessingilation.

3.2 Mechanics and Regulation of Breathing
Regulation of Breathing

Breathing is generally a passive process. It isiediout automatically
and effortlessly; you breathe without thinking abduThough can be
controlled momentarily, such willful control is wEly too transient and
automatic control soon takes over. This automatmntrol is
governed/regulated by (i) respiratory centers i tiedulla oblongata
and the pons of the brain, and (ii) chemoreceptmated centrally in the
medulla and peripherally in the carotid and adrtdies. These centers
are sensitive to amount of GOpH, and low level of @(Hypoxia).
Consequently, they respond to changes in the ctmatiems of Q, CO,
and H in the arterial blood. An elevation in the eX@essure of arterial
blood causes the respiratory center to increaseadtee and depth of
breathing. This increased ventilatory effort rensegcess PC{during
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exhalation. Similarly, if the arterial Qevels fall, the chemoreceptors
signal the respiratory center to increase theaatedepth of ventilation.

According to Webster (1995) rising Pe@vels naturally stimulate the
initiation of inspiration but falling PC&evels have a limited impact on
the control of ventilation. He noted that in patgemith chronic lung
disease such as bronchitis and emphysema, the iygdxe to increase
ventilation can become very important stressing thase people may
have chronic hypercarbia (a chronic excess ob i@Carterial blood),
which can suppress the normal stimulus for vemndiatA low level of
arterial Q then becomes the primary stimulus to breathing uohs
patients.

Mechanics of Breathing

Normal breathing is accomplished by: (a) the dowawand upward
movement of the diaphragm to lengthen or shorterchest cavity, and
(b) the elevation and depression of the ribs toeiase and decrease the
anteroposterior diameter of the chest cavity. Owrinhalation, the
diaphragm contracts (flattens), the ribs move upvaard outward, thus
enlarging the thorax and permitting the lungs tpagd. This allows the
inflowing of air into the lungs. In expiration oxkealation, the diaphragm
relaxes, the ribs move downward and inward, decrgdbke size of the
thorax as the lungs are compressed, thus faailgdlie movement of air
out of the lungs.

3.3 Altered Breathing Patterns and Sounds

For a good appreciation of what altered breathattgpns and sounds are,
there is a need for learners to be conversant witht is considered

normal respiration in terms of rate, rhythm, deptid sounds. Hence this
section examines alterations in respiration agénmsbackground of what

is considered normal respiration.

(A) Normal Respiration

Normal respiration is quiet, rhythmical (regulacomfortable, being

neither too deep nor too shallow and of rate carsd normal for that
age. Let us quickly look at what deviation frommai can occur across
these characteristics.

Respiratory Rate —Respiratory rate is usually described in breaths pe
minute. It is the number of ventilations that tgkdace in 1 minute.
Breathing that is normal in rate and depth is dallupnoeaThe
respiratory rate has however been observed to wangiderably in
healthy people. The rate varies with age, tendinglrop as a person
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grows older. It is usually slightly more rapid imomen than in men.
Nonetheless, some normal ranges have been es&bliShese normal
ranges are captured in the table below (Table)/ — 1

Table 7 -1 Variation in Normal Respiratory Rateby Age

Age Asge
Range

Newborns 30-40
Early Childhood 25-30
Late Childhood 20-25
Teens 18 — 22
Adults 16 — 20
Aged 16 — 18

Source: Adapted from Usman, et. al. 2000. Ross and Wilkmmdations
of Nursing and First Aid @ ed.). and Kozier, et. al. 2000. Assessing
Health. In Fundamental of Nursing: Concepts ProeessPractice

Factors Influencing Respiratory Rate

Besides age and sex, several other factors affectte and character of
respiration. They include:

SELF-ASSESSMENT EXERCISE

Exercises increase metabolism and increased me&maboéquires to
increase consumption of oxygen hence the increasspiratory rate and
depth to meet the body’s greater oxygen needs.

Body Position — Straight, erect posture promotes full chest
expansion. A stooped or slumped position impaipiratory
movement.

Emotion — Fear, excitement, and anger all increase theafate
respiration as a result of sympathetic stimulation.

Stress — Gets the body ready for ‘fight or flight' with
accompanying increase in respiration.

Disease— Certain diseases increase the rate of respiréian
pneumonia, heart disease) while others decrease it.

Certain Drugs — Some drugs such as caffeine stimulate
respiration. Others such as narcotic analgesic sedhatives
depress the respiratory center with associatedirstpdown of
respiratory rate.

Acute Pain — Pain increases rate and depth as a result of
sympathetic stimulation.
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. Fever — Increases metabolic rate and consequently increases
respiratory rate.

. Cold — Decreased temperature results in decrease raspira

. Increased Altitude —The higher the altitude the lower the oxygen

concentration. In a bid to make up for reduced gexy
concentration at high altitude the body therefooeeases the rate
of breathing.

. Smoking — Long-term smoking changes the lungs airways,
resulting in an increased rafBerman et al. 2014)

Respiratory Depth

The depth of respiration is assessed by obserkisnge¢gree of movement
in the chest wall. Ventilatory movements are obyety described as
shallow, normal,or deep.During a normal, relaxed breath, a person
inhales approximately 500ml of air. This volumecadledtidal volume.
Deep respirations are those in which a large volahaar is inhaled and
exhaled, following a full expansion of the lungstiwiull exhalation.
Shallow respirations involve the exchange of a En@lme of air and
often the minimal use of lung tissue.

The capacity of the lungs to take in air dependgender and age. Lung
capacity is determined by taking as deep a breaghoasible and then
blowing it entirely into aspirometera device that measures air volume.
The amount of air exhaled after a minimal full imapon is thelung’s
vital capacity and is about 4800ml Of air. Men tentdwge a larger vital
capacity than women of the same age. Infants andg/ahildren have
smaller vital capacities than adolescents and sdWith advancing age,
the lung loses its elasticity, and the capacity flancible exhalation
declines (Potter & Perry 2009).

Body position also affects the amount of air thert be inhaled. Kozier,
et. al. submitted that people in supine positiorpegiences two
physiological processes that suppress respiragonincrease in the
volume of blood inside the thoracic cavity and coesgion of the chest.
Consequently, clients lying on their back have podung aeration,
which predisposes them to stasis of fluids and elosnt infection.
Certain drugs such as barbiturates that deprekseespiratory center
also affect the respiratory depth by depressing begpiratory rate and
depth.

Respiratory Rhythm

This refers to the regularity of ventilation. Nornfaeathing is evenly
space i.e. regular and uninterrupted. Hence rdspyrarhythm is
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described as regular or irregular. Generally, itfarespiratory rhythms
are usually less regular than those of adults.

Respiratory Quality/Character

This refers to those aspects of breathing thatldferent from normal.
Depending on the level of oxygenation, respiratdtgrations may bluish
discoloration of the skincfanosi$ and altered level of consciousness.
Whereas normal breathing does not require any ewrtbie effort, some
clients only breath with decided effort referredasiabored breathing.
As breathing becomes labored, a person uses acgessscles in the
chest and neck to breath. The sound of breathirgsis significant.
Normal breathing is silent but when breathing beesmoisy, it is an
indication of some respiratory disorder.

This will be discussed in fuller detail in the neetction.

(B)

Rate:

Abnormal Pattern/Dysfunctional Respiration

Tachypnea- Persistent rapid respiration marked by quicklehal
breaths (greater than 20 breaths per minute).

Bradypnea- Abnormally slow breathing; less than 10 breats p
minute.

Apnea— Cessation of breathing, which may be for a fesoads
or prolonged.

Volume:

Hyperventilation -An increase in the amount of air in the lungs
characterised by prolonged and deep breaths; massociated
with anxiety.

Hypoventilation -A reduction in the amount of air in the lungs,
characterised by shallow respiratidRisythm:

Cheyne-Strokes -Cyclic breathing pattern characterised by
rhythmic waxing and waning of respirations, froery deep to
very shallow breathing and temporary apnea. Thepiration
becomes deeper and deeper until they reach ax;laftar which
they decline until there is complete cessatiooreathing for a few
seconds and then the cycle is repeated. Ofterciassd with
cardiac failure, increased intracranial pressame,drug overdose.
Biot's — Cyclic breathing pattern characterised by shallow
breathing alternating with periods of apnea. Seeneurologic
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problems (meningitis, encephalitis), head traumanbabscess,
heat stroke.

Ease or Effort:

. Dyspnea- This is the term used for describing difficull@bored
breathing. The difficulty may be transient and neaynay not be
accompanied by pain. Dyspneic patients usuallyeappnxious
and worried. The nostrils flare (widen) as thegdtstruggles to
fill the lungs with air. Associated with some luragnd heart
diseases.

. Orthopnea -When difficulty becomes so marked that the patient
can breath only when in an upright position, taied Orthopnea.
It is associated with advanced heart disease.dnyncases, it is
helpful to pull a bed table up to the patient, &on with pillow,
and allow the patient to lean forward.

Breath Sounds:

. Stridor — A shrill, harsh sound heard during inspiration with
laryngeal obstruction.

. Stertor — Loud snoring or sonorous respiration, usually tlue
partial obstruction of the upper airway.

. Wheeze —Continuous, high-pitched musical squeak or wimgtli

sound occurring on expiration and sometimes gpiiason when
air moves through a narrowed or partially obsedatirway as in

asthma.

. Whoop — This long-drawn-out noisy inspiration occurriafger a
paroxysm of coughing in whooping cough.

. Grunting — Grunting at the end of respiration is sometimes
noticed in pneumonia.

. Sighing — Sighing or air hunger, is characterised by slow
inspiration and rapid expiration. This occurs osk following
hemorrhage.

. Bubbling — Gurgling sounds called bronchi are heard ageasises

through moist secretions in the respiratory tract.

Chest Movements

. Intercostal Retraction —Indrawing between the ribs.
. Substernal Retraction —Indrawing beneath the breast bone.
. Suprasternal Retraction —Indrawing above the clavicles.

Flail Chest —The ballooning out of chest wall through injurelal spaces;
results in paradoxical breathing, during which ¢hest wall balloons on
expiration but is depressed or sucked inward opiriagon. (Potter &
Perry 2009; Berman et al., 2014).
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Respirations are the easiest of vital signs toszsiset are often the most
haphazardly done. Resting respiration should besassl when the

patient/client is at rest.

Equipment: — Watch with second hand or indicator.

Table 7 — 2 Procedure for Assessing Respiration

Suggested Action Rationale
Assessment Demonstrate  accountability  fg
Determine when and howmaking timely and appropriaf
frequently to monitor the assessments

patient’s respiratory rate..

Review the data collected i
recorded
assessments of the respiratg

previously

rate and other vital signs.

Read the patient’s history fc

any reference to respirator
cardiac, or
disorders.

Review the list of prescribe

drugs for any that may hay

neurologi

PAids in identifying trends anc
| analyzing significant patterns.

ry

eassessments findings.

respiratory  or  neurologi¢

effects.

Planning

Arrange the plan for care so aEnsures consistency and accuracy.
to count the patient's

respiratory rate as close

scheduled routine as possible.

Make sure a watch with
second hand is available.

Plan to assess the patien
respiratory rate after a 5-minu
period of inactivity.

[0

aEnsures accurate counting.

t'Reflects the characteristics
l@espirations at rest rather than ung
the influence of activity

Implementation

Introduce self to patient if thi
has not been done during earl
contact.

Demonstrates responsibility ar
saccountability.
er
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iDemonstrate an understanding |of
yfactors that may affect the
Crespiratory rate.

dHelps in analyzing the resulis
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Explain the procedure to th
patient.

Raise the height of bed.
Wash your hands

Help patient to a sitting or lyin(
position.

Note the position of the secor
hand on the wrist watch.

Choose a time when the patie
is unaware of being watched;
may be helpful to count th
respiratory rate while appearir
to count the pulse.

Observe the rise and fall of t
patient’s chest for a full minute
if breathing is unusual. |
breathing appears noiseless &
effortless, count
ventilations for a fraction of ;
minute and then multiply t
calculate the rate.

Restore the patient t
therapeutic position or one th
provides comfort, and lower th
height of bed.

Document respiratory
depth, rhythm And character @
the appropriate records ai
allows for future comparison.

Verbally report rapid or slow
respiratory rates or any oth
unusual breathing Care.

the

rate

e
Reduces apprehension and enhan
cooperation.

Reduces Musculoskeletal strain.

Reduces spread of microorganism
J
Facilitates the ability to obsery
breathing.

1d

Identifies the point
assessment begins

nt

iPrevents conscious control
ebreathing during the assessment.

g

at  whick

e
» Determines the respiratory rate g
f minute.
ind

A
)

0
aDemonstrates  responsibility
gpatient care, safety and comfort.

fa

D

rEnsures accurate documentation.
d

Alerts others to monitor the patie
eclosely and make changes in the p
characteristics.
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Evaluation Focus

Note the respiratory rate concerning the baselate dr normal range for
age, relationship to other vital signs, respiratdepth, rhythm and
character.

Source: Berman, et al., (201&tudy Guide for Kozier & Erb's
Fundamentals of Nursing: Concepts, Process, andtit&a

3.5 Heamodynamic Regulation

The normal physiological function of the cells regga continuous blood

flow and appropriate volume and distribution ofdidao cells that need
nutrients. This is accomplished through the heactsitraction and

ejection of blood into the aorta and distensibibfythe arterial system.
The combination of arterial distensibility and stance reduces the
pressure pulsations, allowing continuous blood ftowhe tissues. The
dynamics of distensibility and resistance maintagonstant blood flow;

otherwise, blood would flow to the tissues onlyidgrsystole with an

absence of blood flow during diastole.

The circulatory system consists of theart (the pump)the network of
blood vesselqarteries, arteriole, capillaries, venules andhskgiand the
blood that brings oxygen and nutrients to body cells eadies away
waste products. The heart is a four-chambered narsatgan (two upper
chambers called atria and two lower chambers caibedricles). When
the right and left atrium contract blood is forcedo the two lower
chambers, the right and left ventricle. As a walveomtraction continues,
blood, which has filled each ventricle, is forcaa mto the two main
arteries — the aorta, which supplies the body;taedoulmonary artery,
which supplies blood to the lungsyétolg. At the onset of systole, the
increase in ventricular pressure causes the naitrdltricuspid valves to
close. The closing of these valves produces tls fieart sound ¢p
Ventricular pressure continues to increase ungikdeeds the pressure in
the pulmonary artery and the aorta, causing thécaand pulmonic
valves to open and allowing the ventricles to ejelctod into these
arteries. Ventricular emptying and relaxation caasdecrease in the
ventricular pressure and closure of the aortic gntmonic valves
(diastole) The closure of these valves produces the secead kound
(S2). During diastole the pressure in the ventriclesdmes lower than
that in the atria, causing the mitral and tricuspadves to open. This
together with atria contraction allows the bloodldav into the ventricles.
Ventricular filling causes an increase in presdted closes the mitral
and tricuspid valves (the beginning of systole) astadts another cardiac
cycle (DeLaune & Ladner 2011).
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The amount of blood pumped out into circulatiorath systole is known
as thestroke volume As the blood enters the artery, the artery expand
The rhythmic expansion and contraction (recoilltiod elastic arteries
during each cardiac cycle creates a pressure wawveulse) that is
transmitted through the arterial tree with eachriheat. This wave of
distension and recoil of the arterial wall can bk particularly where a
peripheral artery runs over a bone.

When adult is resting, the heart pumps aboutéslidf blood each minute.
This volume is calleccardiac output (CO), which can be expressed
mathematically as follows:

CO = Stroke Volume x Heart Rate.

A person’s heart rate varies throughout the dayeNbeless, the heart
functions to maintain a relatively constant cir¢oig blood flow
(Webster, 1995). This it does through the actionthef cardiac center
located in the medulla of the brainstem. Upon @aa sensory impulses
from sensory receptors, the cardiac center eifhweds up or slow down
the heart rate through sympathetic and parasymgpatheervation.
There are however some factors that cause normatiea in heart/pulse
rate in health. These include:

» Age —As the age increases, the pulse rate decrease$aBleer — 3 for
specific variation in pulse rate from birth to @de.

Table 7 -3 Normal Age Related Variations in Pués

Age Normal Range Average Rate/Minute
Newborn 80 — 180 130

1-3yrs 80 — 140 120

6 —8yrs 75-120 100

Teen years 50-90 70

Adult 60 — 100 80

Older Adult 60-70 65

Source: Adapted from Berman, et. al. 2014. Assessing Hedh
Fundamental of Nursing: Concepts Process and PeadiieLaune &
Ladner 201Fundamentals of Nursing, Standards and Practice.

155



NSC 219 FOUNDATION OF PROFESSIONAL NURSIRACTICE 1

. Sex —After puberty, the average female have a slightly
higher pulse rate than male.

. SELF-ASSESSMENT EXERCISE-Pulse rate normally
increases with activities.

. Posture/Position —When a person assumes a sitting
position, blood supply usually pools in dependeassels of
the venous system. Pooling results in transieatedese in
the venous blood return to the heart and a sulesgqu
reduction in blood pressure and an increase irn hate.

. Stress — In response to stress, sympathetic nervous
stimulation increases the overall activity of tieart. Stress
increases the rate as well as the force of theliesdt. Fear
and anxiety as well as the perception of pain sisoulate
the sympathetic system.

. Medications —Some medications decrease the pulse rate
while others increase it. For instance, digitplisparations
(e.g. digoxin) decrease the pulse rate while qinee
increases it.

. Hemorrhage —Loss of significant amount of blood from
the cardiovascular system results in an increagelise as
the body strives frantically to compensate forltss.

. Fever — The peripheral vasodilation that occurs
concomitantly with elevated body temperature and
increased metabolism associated with fever resuln
increase in pulse rate.

In assessing pulse, the nurse is not just intaetesteghe rate but the
rhythm, volume and tension as well. The rate talkseut how many
counts per minute. The rhythm addresses the iskoegalarity of the
pulse i.e. the interval between successive pulsiilie volume refers
to the strength or amplitude of force exerted keydfected blood against
the arterial wall with each contraction (It shouldquire moderate
pressure to obliterate the vessel). The tensi@te®ko state of the vessel
wall when being felt or palpated — the vessel sthdeél pliant and soft
under the nurse’s finger; it should not be hard tantious.

How to take the Patient’s Pulse
There are nine sites where pulse is commonly taken:

. Radial — At the wrist, just above the base of the thumb
(posteroinferior), where the radial artery runngjohe radial bone.
Readily accessible

. Temporal — Just in front of the ear, where the temporal artery
passes over the temporal bone of the head. Used raldial pulse
IS not accessible.
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. Carotid — On the side of the neck where carotid artery runs
between the trachea and sternocleidomastoid mussled for
infants and in cases of cardiac arrest.

. Apical — Apex beat can be heard by placing the stethoscoge o
the 8" intercostal space in the mid clavicular line oe kbft side
of the chest in non-cardiac patients. Routinelyduse infants and
children up to 3 years of age. Also used to cladifscrepancies
with radial pulse.

. Brachial —locatable at the inner aspect of the biceps muddiee
arm or medially in the antecubital space (elbovased. Employed
in blood pressure measurement. Also used duringiazamlarrest
for infants.

. Femoral —In the groin where femoral artery passes alongsitte
the inguinal ligament. Used for infants and chitdré&Jsed to
determine circulation to the leg as well.

. Popliteal — Where the Popliteal artery passes behind knee.
Difficult to find but accessible when the patietdxies his knee
slightly. Used to determine circulation to the lovey.

. Posterior Tibial — On the medial surface of the ankle where the
posterior tibial artery passes behind the medidlenlas. Used to
determine circulation to the foot.

. Pedal —Where the dorsalis pedis artery passes over the bbn
the foot. Can be palpated by feeling the dorsurpéugurface) of
the foot on an imaginary line drawn from the midliof the ankle
to the space between the big and second toes. tosketermine
circulation to the foot.

Assessing the Radial Pulse
Equipment —Watch with a second hand or indicator.
Intervention

Prepare the client —Inform the client and explain the procedure to him.
Select the pulse point and assist the client tofodable and relaxed
position. For clients in supine/dorsal positiore #rm can rest alongside
the body with palm facing downward or over the abda except where
contraindicated. For clients who can sit, the fareaan rest across the
thigh, with the palm facing downward or inward. Winhfants, have the
parent close by. Having the parent close or holtheghild may decrease
anxiety and yield more accurate results.

Palpate and count pulse Place the first two or three fingers lightly and
squarely over the medial aspect of the wrist jitve the base of the
thumb. Using a thumb is contraindicated becausentthinas a pulse that
the nurse could mistake for client’s pulse. Feel plsation but before
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counting the pulse, note the rhythm, volume, aatksif the vessel wall.
If the pulse is regular, count for 30seconds andtiphy by 2. If it is
irregular, count for a full minute. Count for alfalinute also when taking
a client’s pulse for the first time or obtainingskeéne data. An irregular
rhythm requires a full minute’s count for a corregsessment and
indicate need to take apical pulse.

Document and report pertinent assessment Record the pulse
rate, rhythm and volume on the appropriate recdréport to the
nurse in charge abnormal variations in pulse (Usrearal. 2000;
Kozier, et. al. 2000).

Abnormal Variations in Pulse
The pulse may vary in one or more of its charasties.

Rate: An abnormally elevated pulse/heart rate above 1€&tsbper
minute in adults is referred to aachycardia. This is found in certain
heart conditions and in some anaemias. Tachycardiabe continuous

or paroxysmalBradycardia on the other hand is a pulse/heart rate that
is less than 60 beats per minute in adults. Cootiioin cases of head
injury.

Rhythm: Arrthythmia is the name given to irregularities in heart
rhythm. A pulse is described @&segular when the interval between
successive beat is unevéntermittent pulse means that a pulsation is
being missed and it may occur at regular or irraguitervals.Extra
systolesare actually extra beats produced by an excegsiuddable
cardiac muscle with resultant irregularity.

3.7 Blood Pressure and its Determinants

Blood pressure (Bp) is the force exerted by thedlagainst the walls of
the vessels that carry it measured by an instrumealled
sphygmomanometer. In other words, Bp is a prodéicacdiac output
and total peripheral resistance (TPR).

Bp = CO x TPR

As earlier stated, the CO is the quantity of blbethg pumped out of the
heart per minute while TPR represents the totakfexerted by the heart
and the walls of the vessels against the blood.

Bp is highest during ventricular contraction. Tlesystolic pressure
that is, the pressure of the height of the bloodravarhe pressure
diminishes as the heart relaxes and is lowest wherheart is relaxed
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before it begins to contract again; thisdiastolic pressurethat is the
pressure when the ventricles are at r&gt.is measured in millimeters of
mercury (mmHg) and recorded as fraction, the sigspkessure written
over the diastolic pressure. Diastolic pressuea tis the lower pressure,
present at all times within the arteries. The dédfee between the two
readings is callegulse pressure

Bp can either be high or low. The World Health Qrigation has
considered a range of 90/60 — 140/95mmHg as noithakefore, when
there is a persistent rise in Bp above what isidensd as average for an
age and sex, a condition known Hypertension is said to have
developed. On the other hand, when the Bp falieeely below normal
range for an age, e.g. a systolic reading consigt&etween 85 and
110mmHg in an adulhypotensionis said to have set in.

Determinants of Blood Pressure
Arterial Bp is the result of several factors. Thesgude:

The Pumping Action of the Heart— When the pumping action of the
heart is strong, the volume of blood pumped intocutation tends to
increase with corresponding increase in Bp and wécsa.

Peripheral Vascular Resistance —-The higher the peripheral
resistance (TPR), the higher the Bp. Some of tk#ofa create
TPR are the size of the blood lumen, the compliaritle arteries
and the viscosity of the blood. The smaller thedarof a vessel,
the greater the resistance. Normally, the artearesin a state of
partial constriction, increased vasoconstrictidreréfore, raises
the Bp. The degree of distensibility (compliancé)Xhe arterial

wall, which is a factor of the elasticity of thetearal wall is yet

another factor in TPR.

Blood Volume —The smaller the blood volume, the lower the Bp
and the greater the blood volume the higher the Bp.

Blood Viscosity —In viscous (thick) fluid, there is a great deafragtion
among the molecules as they slide by each othés.eiXplains why the
Bp is higher when the blood is highly viscous &s uisually the case
when the hematocrit is more than 60 — 65%.

Mechanism involved in Blood Pressure Regulation

. Sympathetic Stimulation/Cardiac Accelerator (Adrendin) —
Increases peripheral resistance and heart ratecamsequently
increases the Bp.
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. Parasympathetic (Vagal) Stimulation — Cardiac inhibitor;
reduces Bp.
. Baroreceptor Mechanism —The baroreceptor are nerve receptors

in the wall of most great vessels like the aortd thie carotids that
are sensitive to changes in Bp. When the arteresqure becomes
great, these baroreceptors are stimulated excéssanel impulses
are transmitted to the medulla of the brain. Hére impulses
inhibit the vasomotor center, which in turn decesathe number
of impulses transmitted through the sympathetivmes system
to the heart and blood vessels. Lack of these isgsutauses
diminished pumping activity of the heart and anéased ease of
blood flow through the peripheral vessels both biclw lowers the
arterial pressure back to normal. Conversely, &ifalarterial
pressure relaxes the stretch receptors, allowirgvédisomotor
center to become more active than usual with rasulise in Bp.

. Renin-Angiotensin Phenomenon Narrowing of the lumen of an
artery as a result of arteriosclerosis or rena@rgrstenosis results
in a decrease in the volume of blood to the kididéye kidney by
virtue of its receptors that are very sensitivettanges in blood
volume secretes a substance called rennin. Renia aitculating
in the blood acts on a protein component (angiategen) and
convert it to angiotensin. Angiotensin causes cargin of blood
vessels and also stimulates the release of aldostdrom the
adrenal gland. Aldosterone causes salt and wdteitien. The net
result is a rise in Bp.

Factors Influencing Blood Pressure:The various factors influencing
Bp are outlined as follows:

. Age —Bp increases with age. In old age, as part of dyederative
process, the arterial wall becomes more rigid lasd yielding to
pressure and no longer retract as flexibly to eleed pressure,
hence the high Bp associated with this group.

. SELF-ASSESSMENT EXERCISE- This increases cardiac
output with consequent increase in Bp.

. Stress —The stimulation of the sympathetic nervous system a
observable in stress causes increased the caodigeit with
increased vasoconstriction. The aftermath is ss®d Blood
pressure. Pain however can decrease Blood pregseady and
cause shock by inhibiting the vasomotor center pratiucing

vasodilation.

. Race — The Negroid race tend to have higher Bp than the
Caucasians.

. Obesity — Bp is generally higher in obese people than in

individuals with normal weight (due to possiblésaiosclerosis).
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3.8

Sex— After puberty, females usually have lower Bp thaales of
the same age probably due to hormonal variation.

Medications — Some medication increases the Bp while many
others decrease it. To this end, the nurse neelle tonversant
with the actions and side effects of drugs andsictam their
possible impact on the health status of theintlie

Disease Process Many conditions that affect cardiac output,
blood volume, the arterial network and renal syséxact a direct
effect on Bp.

Diurnal Variations — Bp is usually lowest early in the morning,
when the metabolic rate is lowest, then risesutjinout the day
and peaks in the late afternoon or early ever(ikgzier, et. al.
2000).

Assessing Blood Pressure

Since blood pressure can vary considerably, ikpedient for the nurse
to know a specific clients baseline Bp.

Preparation

Patient The patient should be resting in a bed, couch aircim

a quiet location. The patient should not havedatkal/alcohol or
caffeine or have smoked or exercised in the ptesv8D minutes.
Equipment/Environment Sphygmomanometer with appropriate
size cuff (see Points for Practice), Stethoscopégohol
impregnated swabs, Observation chart.

Nurse The hands should be clean. No special preparasion
necessary unless required by the patient’'s camditi

Procedure
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Assess the patient’'s knowledge of the procedureexipthin as
necessary.

Ensure the patient is resting in a comfortable tpmsi If a
comparison between lying and standing blood pressuequired,
the lying recording should be done first.

When applying the cuff, no clothing should be uméeaith it if
clothing constricts the arm remove the arm from slkeeve (see
PPP).

Apply the cuff so that the center of the bladdexier the brachial
artery 2 - 3cm above the antecubital fossa. Theasier to do if
the cuff tubing is disconnected from the sphygmoonaeter.

The arm should be positioned so that the cuffuslleiith the ear
and may be more comfortable resting on a pillow.
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10.

11.

12.

13.

14.

15.

The sphygmomanometer should be placed on a firfasair
facing you, with the center of the mercury colunirege level.
Connect the cuff tubing to the sphygmomanometer.

Locate the radial pulse. Squeeze the bulb slowigftate the cuff
while still feeling the pulse. Observe the mercemumn and note
the level when the pulse can no longer be felt.ctew the valve
and quickly release the pressure in the culff.

If using a communal stethoscope clean the earpiects an
alcohol-impregnated swab. Curving the ends of teéhescope
slightly forward, place the earpieces in your e@iseck that the
tubes are not twisted

Check that the stethoscope is turned to the digphrside by
tapping it with your finger.

Palpate the brachial artery, which is located enrttedial aspects
of antecubital fossa.

Place the diaphragm of the stethoscope over teeyaend hold it
in place with your thumb while using your fingessdupport the
patient’s elbow.

Position yourself so that the column of mercury time
sphygmomanometer is clearly visible.

Ensure that the valve on the bulb is closed firfmlit not too
tightly, so that it can be loosened with one hanfilate the cuff to
20 - 30 mmHg above the level noted in step 7 Opervalve to
allow the column of mercury to drop slowly (2mm gecond).
While observing the level of mercury as it failstén for korotkoff
(thudding) sounds: Sudden appearance of a shark stiund
which increases in intensity and duration untileidches a peak,
then suddenly becomes muffled and less intenseaftether fall
of about 5mmHg. The systolic pressure is the lewsdre this is
first heard; the diastolic pressure is the levekmhthe sounds
disappear.

Once the sounds have disappeared, open the vallye to
completely deflate the cuff, and remove it from pgatient’'s arm
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Points for Practice

The sphygmomanometer may be mercury or an aneypel These are
used in exactly the same way, however, unlikerntgecury column,
which must be placed in an upright position foclaate recording, the
dial on an aneroid sphygmomanometer may be posticanywhere.
The bladder of the cuff must cover at least thgearters of th
circumference of the upper arm. If the patienerseiving intravenoys
therapy, avoid using the arm that has the intrausmcannula or infusion
in progress. If the patient is unable to lift /hex arm, tuck the patient’s
hand under your arm to support the arm while yositpn the cuff. |

recording lying and standing blood pressure, do meinove the cu

between recordings, keep it in the same positibme doctor may haye
requested that the patient stands for at least rusutes before the
standing blood pressure is recorded. Be awarettiegbatient may fegl
dizzy on getting out of bed (postural hypotensiorglectronic bloo

pressure recording machines are now often usdte cuiff should be
positioned in the same way as described in steyt 40 stethoscope|is
required because the machine provides a digisglaly of the systolic
and diastolic pressures.

SELF-ASSESSMENT EXERCISE

List the factors that could influence respirataater

4.0 CONCLUSION

The assessment of physiological functioning providpecific data
regarding the client’'s current condition. It alsmydes a basis for
evaluating response to nursing interventions. H@rewmost accurate
values could only be obtained when the client iest, the environment
controlled for comfort, and the nurses well-armethvwnowledge and
skills for assessing vital signs.

5.0 SUMMARY

The assessment of the other components of vitakdige. respiration,
pulse and blood pressure) is as crucial as thinogperature and various
sites and methods can be used to obtain them. ir@ésps are normally
quiet, effortless, and automatic and when assesssgration care must
be taken to ascertain the respiratory rate, deptthm, and sound. The
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normal physiological function of the cells requicemtinuous blood flow
and appropriate volume and distribution of bloodctlls that need
nutrients. The pulse rate, rhythm, and volume, diditgon to blood
pressure are good indicators of the functionalitthts system. Although
the radial pulse is the site commonly used, eigfitrosites may be used
in certain situations. Blood pressure which is@dprct of cardiac output,
peripheral resistance, blood volume and blood @isg@an be measured
by auscultation using a sphygmomanometer and laocstedpe. And like
temperature, several factors cause changes inromere of these vital
signs. These include: age, sex, exercise, anxietysaess, metabolism,
diurnal variation, hormones, medication, pain anliteration in
physiological functions.

6.0 TUTOR-MARKED ASSIGNMENT

1. A 65-year-old known hypertensive patient was braugto your
clinic with complaint of slurred speech and lalibbeeathing.

2. You have been assigned to check the vital signsv idl you
take his pulse and his blood pressure? What shehguld you
pay particular attention to while assessing thalsgf
Differentiate between normal and abnormal breathpatterns
stating their implications.
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1.0 INTRODUCTION

Assessing health status is a major component ddimgircare. Smith
(1982) remarked that if good nursing care entaié®ting the needs of
the clients, then these needs must first be idedtifAs such, the skill of
observation becomes an invaluable asset. Assessteenhique is
therefore a skill that nurses must develop rigbifithe very beginning
of their training. Speaking in the same vein, (Gly& William
2017)submitted that one statement that gets nedhetaruth is that
diagnosis should precede treatment whenever pessibey observed
that are two steps critical to making a diagnasis:first is observation
by history taking, physical examination, and amacilinvestigations; and
the second — interpretation of information obtaimetérms of a disorder
of function and structure, then in terms of pathglorhese two steps put
together form part of the assessment phase of tingiy) Process, which
incidentally has become the decision-making todlumsing practice.

However, as beginners, will be limiting ourselves the first step,
knowing fully well that a thorough understanding ibfis vital to
elucidating our client’s problem(s) without whidietresolution of such
problem(s) will be elusive. Therefore, this unit@igses on the purpose,
components, and techniques related to the headtbriziand physical
examination.
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2.0 OBJECTIVES

By the end of this unit, you will be able to:

o explain the purpose, components, and techniquaseckko the
health history and physical examination

o differentiate between health history and nursirggdny

) identify information to collect from nursing histobefore an
examination

o describe the appropriate use and techniques oéatism,

) palpation percussion, and auscultation

) identify some of the equipment needed to performphgsical
examination

o conduct physical assessments correctly in the sghtience and

in an organised fashion.

3.0 MAIN CONTENT

3.1 Types of Assessment

Generally speaking, three types of assessmenhgi®ged in evaluating
the health status of patients/clients. They afomprehensive
Assessment, Focused AssessmearidOngoing Assessmentiowever,
it is health care setting and needs of the patiettliterally dictates what
type of assessment that is needed.

Comprehensive Assessment -As the name suggest, this is a
comprehensive assessment that is usually collegted admission to a
health care agency. It includes a complete headtbry to determine the
current needs of the client. This database provadésseline against
which changes in the client health status can basored and should
include assessment of physical and psychosociacespf client’s
health, the client's perception of health, the pnee of health risk
factors and the client’s coping patterns

(DeLaune & Ladner, 2011). While it is true thatngwehensive
assessment is the most desirable in the initiadssssent of client’'s
health needs, time constraint or special circuntggmay indicate the
need for the abbreviated data collection, the fedusssessment.

Focused Assessment As insinuate in the preceding paragraph, this
assessment is limited in scope (in comparison witmprehensive
assessment) in order to focus on a particular nebdalth care problem
or potential health care risks. It is often usedhé@alth care agencies in
which short stays are anticipated (e.g. Emergergyadments), in
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specialty areas such as labor and delivery, amdeintal health settings
or for the purposes of screening for specific peofd or risk factors as
obtainable in well child clinic (DeLaune & Ladn&Q11).

Ongoing Assessment— An ongoing assessment is a continuous
systematic assessment and reassessment or evahlfaiclient’s health
status with revision of care plan. This type ofesssnent allows the nurse
to broaden the database or to confirm the validityhe data obtained
during the initial assessment and to measure fieetefeness of nursing
interventions.

3.2 Indications for Health Assessment

The purposes of health assessment include to:

. Collect data about the client through observatinterview and
physical examination.

. Assess the patient’s current physical condition.

. Establish a database for future comparisons.

. Continuously update database.

. Detect early signs of developing health problems

. Evaluate responses to medical and nursing inteorent

. Make clinical judgments about a client’'s changirgalth status

and management.

3.3 Data Collection

This is the process of gathering information alzodlient’s health status.
It must be both systematic and continuous to prewenission of
significant data and reflect a client’'s changinglttestatus. Adatabase
(baseline data) is all information about a clighincludes the nursing
health history, physical assessment, the physgiaistory and physical
examination, results of laboratory and diagnostistd, and materials
contributed by other health personnel (Berratal., 2016).

Types of Data

There are basically two types of datibjective data and subjective
data. Objective dataalso referredo assignsor overt data are factual
measurable and observable information about thergaind his overall
state of health i.e., they can be seen, heard oireimelled, and they can
be obtained by observation or physical examinatibrample includes
vital signs; height; weight; urine colour, volumsdeodour; skin rashes e.
t. c.Subjective Datasometimes callesymptomsor covert dataare data
client’s point of view that cannot be empiricallgiated. Encompasses
patient’'s opinion or feelings, client's sensatiomlues, beliefs, and
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perception of personal health status and life sdnaFor instance, only
the patient can tell you that he/she is afraid as pain or experiencing
itching.

Methods of Data Collection

The basic methods employed in data collection ta dathering are:

. Observation
. Interview, and
. Physical Examination.

3.3.1 Observation

The term observation is defined as a systematie@ahdustive search for
any significant physical deviation from the norm@lbservation has two
aspects: (a) noticing the stimuli and (b) selectiogganising, and
interpreting the data including distinguishing silmin a meaningful
manner. Observation as an assessment techniqugasvbe use of all
the five senses:

Visual Observation Sight provides an abundance of visual clues about
general appearances, mannerisms, facial expressioode of dress,
family — friend’s interaction, to mention but a few

Tactile Observation Touching or palpating any part of the patient can
provide information such as hotness/coldness of bbéy, swelling,
edema, muscle strength, etc.

Auditory Observation: The sense of hearing. Quite a lot of information
can be gathered through mere listening to the qadieusing specialised
equipment like the stethoscope to listen to breatinds, bowel sounds,
and heart sounds.

Olfactory or Gustatory Observation: The sense of smell identifies
odors that can be specific to a patient’s conditiostate of health. This
include body and breath odour which might indicagemalin poisoning,
alcohol intoxification, poor hygiene, diabetic katadosis, etc.

3.4 Interviewing/History Taking

This is a planned communication or a conversatigh & purpose, for
example, to get or give information, identify pretsls of mutual concern,
evaluate change, teach, provide support, or praxod@seling or therapy
(Bermanet al., 2016¢. During assessment, the purpose of interview is t
gather information about client's health historythe goal of history
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taking is to get from the client an accurate actadimis complaint and
see this against the background of his life as aleviHow well this is
achieved is a factor of the nurse’s knowledge akitl at eliciting

information from the client using appropriate teicues of
communication and observation of nonverbal cuesfedife

communication is therefore a key factor in themvitawv process(Lewis.,
2016.

There are two approaches to interviewing: direcavel nondirective.
The directive interview is highly structured and elicits specific
information. The nurse establishes the purposehefinterview and
controls the interview, at least at the outset,asking closed-ended
guestions that call for specific data. During timadirective interview,

or rapport-building interview, the nurse allows tient to control the
purpose, the subject matter, and pacing. The nw@seourages
communication by asking open-ended questions andviging
empathetic responses (Bernetral., 2016.

Guidelines for an Effective Interview/History Taking

Be prepared —The interview is more productive if the nurse laas
opportunity to prepare for the interaction. Suckparation includes the
review of client’s clinical record, conversationtlwiother health care
personnel, and literatures about client’'s healtbbj@m (DeLaune &
Ladner, 2011; , Bermaet al., 2016. This will focus the interview and
prevent tiring the client, and save your time.

. Appropriate Timing — Schedule interviews with client at a time
when the client is physically comfortable and fagepain, and
when interruptions by friends, family, and other alte
professionals are minimal.

. Create a Pleasant Interviewing Atmosphere A quiet, well-
lighted, well-ventilated and relaxed setting, tigkly devoid of
noise and interruptions enhances communication. elaxed
atmosphere eases the patient's anxiety, promotegoch and
conveys your willingness to listen. Ensure privaag/some clients
will not share personal information if they suspetiters can
overhear. In all instances, the client should bedento feel
comfortable and unhurried.

. Establish a Good Rapport -Greet the client by name if possible;
sit and chat with the client before the intervi@g. sure to explain
the purpose of the interview and show concern lier gatient’s
story.

169



NSC 219 FOUNDATION OF PROFESSIONAL NURSIRACTICE 1

. Set the Tone and be FocusedEncourage the client to talk about
his chief complaint. This helps you to focus on st
troublesome symptoms. Keep the interview informailev still
being professional. Speak clearly and simply, angidnedical
jargons and be sure patient understands you.

. Choose your Words Carefully —Ask open-ended questions to
encourage the client to provide complete and memti
information.

. Take Notes -Avoid documenting everything during the interview
but make sure you jot down important informatiaicts as date,
times.

3.5 Health History and Nursing History

The primary focus of the data collection intervisathe health history
and Nursing history. Aealth history is designed to collect data to be
used primarily by the physician to diagnose a heploblem and it
usually collected by the medical team. Often thei#tthg nurse also
collects this same information during the admissmearview. However,
there is a growing disapproval of the nurse repgathis process, as
credibility is lost when the nurse repeats virtyalll the questions that
others have already asked.nfirsing history on the other hand has a
different focus — the client’s response to the thgadoblems, which assist
the nurse more accurately in identifying nursinggaioses (Lewis.,
2016). While the health history concentrates on pgms and
progression of disease, the nursing history focosedient’s functional
patterns, responses to changes in health statustenations in lifestyle.

Health History — The components of a health history include:

. Demographic Information — encompasses
demographic variables such as name, date, agegtsex,

. Chief/Presenting Complaint —try to define what has motivated
the client to seek health care and its duration.

. History of Present Iliness (HPI) —HPI provides detailed data
about the chief complaint or reason for enterirng lilealth care
system.

. Past Health History — provides information about the client’s

prior state of health. Includes questions abodtdbbobd and adult
illnesses, immunisations, injuries, hospitalisatiorsurgeries,
therapeutic regimens, allergies, travels, habitsd aise of
supportive devices.

. Family Health History (FHH) — FHH notes illnesses that have
environmental, genetic, or familial tendency or tthare
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communicable. A genetic chart or family tree okthgenerations
can be developed to illustrate the family healgtdry.

. Social and Occupational History —Enquire about what may be
grouped as the client’s physical and emotional remvnent, his
surroundings both at home and work, his habits kisdown
mental attitude to life and to his work.

. Review of Systems Jhis is the final portion of health history. It
is systematic collection of specific informationoaib the client’s
past and present health status related to comnudhgons of body
systems. (Glynn & William 2017; Lewis., 20)56.

It is important to mention here as Glynn & Willia(2017) noted, that in
taking history, it neither possible nor desiraladi¢ a patient down to a
particular sequence. The client must be allowetkelohis own story.
Besides, a good clinician begins the examinatioa pétient as the latter
walks into the room — his appearance, the way hi&ksy#he way he
answers questions and so on — and only finishaésgake history when
the consultation is over. Occasionally a vital pi@f information may
come out just when the patient is leaving. GlynnA&lliam (2017),)
remarked that while the list of headings is fornbiéa it does take some
experience to know in a given case which partetiistory is particularly
worth pursuing. And following the health history,general survey
statement is made, which is a statement of theigegs impression of a
client, including behavioral observations.

Nursing History — Numerous nursing history/database formats are
available in literatures (Carpenito, 1989; Christam & Kenney, 1990;
(Lewis., 2016)). The format in use in most clinical setting i® thl
functional patterns credited to Majory Gordon. This format (presented
below) allows systematic data gathering and fatést making inferences
(nursing diagnosis).

Health-Perception-Health-Management Pattern +ocuses on client’s
perceived level of health and well-being and orspeal practices for
maintaining health. It also embraces preventiveesting activities such
as breast and testicular examination; hyperteranohcardiac risk factor
screening etc.

Nutritional-Metabolic Pattern — Assesses food and fluid intake, food
References/Further Reading and taboos, culturtdr@celating to food
and nutrition, etc. Also explores difficulties ifny with ingestion,
digestion, absorption, transport and metabolismubfients.

Elimination Pattern — Assesses bowel and bladder functions such as
frequency, amount, relationship of output to inteded any discomfort
or difficulty associated with each function.
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Pattern —Explores the client’s activities of daily livingahuding client’s
usual pattern of exercise, leisure and recreation.

Sleep-Rest Pattern— This inquiries about the client’s pattern ofege
rest and relaxation in a 24hour period, noting éeyiation from client’s
premorbid rest and sleep pattern.

Cognitive-Perceptual Pattern —Assessment of this pattern involves a
description of all the senses (vision, hearinggtasuch, smell and pain)
and the cognitive functions (such as communicatimemory, and
decision making).

Self-Perception-Self-Concept Pattern— This pattern explores the
client’'s self-concept, which is critical to detemmg the way the client

interacts with others. Attitudes about self, peticepof personal abilities

and body image, and general sense of worth arad@ssed under this
pattern.

Role-Relationship Pattern — Describes the client's role and
relationships including major responsibilities dfetindividual. It

examines person’s self-evaluation of the perforreandé expected
behaviors related to these roles.

Sexuality-Reproductive Pattern— This pattern describes satisfaction or
dissatisfaction with personal sexuality and deswilthe reproductive
pattern.

Coping-Stress Tolerance Pattern This pattern explores the client’s
general coping pattern and the effectiveness ottipeng mechanisms.
It encompasses analyzing the specific stressqusottems that confront
the client, the client’s perception of the stressudt the person’s response
to the stressor.

Value-Belief Pattern — Describes the values, goals, and beliefs
(including spiritual) that guide health related ides (Lewis., 2016)

3.6 Physical Examination

Physical examination or physical assessment ist@isyatic examination
of the body structures. There are basically feahhiques of conducting
a physical examination and the examination may teedusing the
cephalocaudal (head-to—toe) approach or the bositgrsg approach.
The four techniques are:
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. Inspection: - Inspection is the most frequently used assessme
techniques. It involves deliberate, purposeful aydtematic
observation to identify deviation from normal.

. Percussion - The assessment techniques least used by niirses.
requires considerable skills. Percussion involvéskisg or
tapping a particular part of the body to produdeatory sounds.
The quality of sound aids in determining the lomatisize and
density of underlying structures. If the soundifferent from that
which is normally expected, it suggests that theey be some
pathologic changes in the area being examined.

Types of percussian There are three types of percussion \ndirect,
Direct, and Blunt percussion

Indirect Percussion: The most commonly used. Produces clear, crisp
sounds when performed correctly. To perform ircdifgercussion, use
the middle finger of your non-dominant hand asplesimeter by placing

it firmly on the part that is to be percussed. Bhaek of its middle phalanx

Is then struck with the top of the middle fingertioé dominant hand (the
plexor). The stroke should be delivered from thisstnand finger joints,
not from the elbow, and the percussing finger fileor) should be held
perpendicular to the pleximeter. Tap lightly andcgly, removing the
plexor as soon as you have delivered each blow.

Direct Percussion: In direct percussion, the nurse strikes the ardze
percussed directly with the pads of two or thredoor fingers or with
the pad of the middle finger. This method helpsssessing an adult sinus
for tenderness.

Blunt Percussion: This is done by striking the ulnar surface of rybst
against the body surface. Alternatively, both amay be used with the
palm of one hand placed over the areas to be pErduEnd then striking
it's back with the fist of the other hand. Botlehaiques aim at eliciting
tenderness (not to create a sound) over such orgsutbe kidneys,
gallbladder, or liver (another blunt percussion o€t used in the
neurologic exam involves tapping a rubber — tippetlex hammer
against a tendon to create a reflexive muscle aotiomn).

Palpation: This is an assessment technique that uses skfesing and
pressure to assess structure size, placement,ragxtemperature,
distension, mobility, pulsation and tenderness.r@rae two types of
palpation:

Light Palpation: Involves the use of pads of fingertips, the dorsu
(back) of the hand or the palm. Used because ¢batentration of nerve
endings makes them highly sensitive to tactile riisioation. In light
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palpation, the body surface is indented gently gusire slightest touch
possible; too much pressure blunts your sensitiVitg nurse extends the
dominant hand’s fingers parallel to the skin swefand presses gently
while moving the hand in a circle.

Deep Palpation:Deep palpation is done with two hands (bimanualty)
with one hand. In deep palpation, the hand is Ratdand relaxed and
molded to the body surface as in light palpatidine best movement is
gentle but with firm pressure with the finger helinost straight but
slightly flexed at the metacarpophalangeal joitslent the skin or tissue
about 1-¥? inches (2.5 - 4cm). Place your other hand ondbghe
palpating hand to control and guide your movemerikgis approach
(bimanual palpation) is usually employed while @dilpg for deep,
underlying, hard—to—palpate organs (such as theekidiver or spleen)
or to fix or stabilise an organ (such as the ufjendsle palpating with the
other hand. To perform a variation of deep palpatitbat allows
pinpointing an inflamed area, press firmly with dmend, and then lift
your hand away quickly. If the patient complaifisrereased pains as
you released the pressure, you have identifedibund tenderness
Other variations of deep palpation are:

Light Ballottement usually performed by applying light rapid pressure
from quadrant to quadrant of the patient's abdomidands are kept on
the skin surface to detect tissue rebound.

Deep Ballottementon the other hand, is performed by applying abrupt,
deep pressure and releasing it while maintainingaaa.

NOTE: Palpation forms the most important of abdominarexations.
Tell the patient to relax as best as he can, tatbeequietly and that you
will be as gentle as possible. Enquire for the sitany pain and come
to this region last. It is helpful to have a lagisequence to follow and
if this is done as a matter of routine, then noangnt point will be
omitted. Presented below are the different regions of tlumaien and
the different incision lines employed in abdomisatgeries.
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Fig7-1 Regions of the Abdomen
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1. Right hypochondrion 6 Left lumbar
2. Epigastruium 7. Right lliac
3. Left hypochondrion 8. Hypogastrum or suprapubic
4. Right lumbar 9 Left lliac
5. Umbilical

Source Adapted from Glynn & William, 2017). Hutchison@Glinical
Methods. An Integrated Approach to Clinical Praei{24" ed)

Fig7-2 Some Commonly Employed Abdominal Incisns
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1. Upper midline 5. Gridiron (appendectomy)
2. Right sub costal (Kocher’s) 6. Left
3. Right paramedian 7. Suprapubic (pfannenstiel)
4 Lower midline

Source Adapted Glynn & William (2017).Hutchison’s Clinical
Methods. An Integrated Approach to Clinical Praeti24" ed.)..

Auscultation: Auscultation is an assessment technique thailves
listening to sounds created in body organs to tletagations from
normal. Some sounds can be heard with unassistetiganost sounds
are heard through a stethoscope. You must firsbrnecfamiliar with
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normal sounds before you can be able to pick ababsounds. The
heart, lungs and abdomen are the structures tbahast often assessed
by this technique. To auscultate effectively tiere requires good
hearing acuity, a good stethoscope and knowledgeowef to use the
stethoscope correctly.

Assessing High-Pitched SoundsExample of high-pitched sounds are
1st and 2nd heart sounds & Sp) and breath sound. This is done with
the use of the diaphragm of the stethoscope. Ertbat the diaphragm
entire surface is closely / firmly applied to thetipnt’s skin.

Assessing Low-Pitched SoundsTheheart murmurs, 3rd and 4th heart
sounds (S5and 3) are all low-pitched sounds. To pick such sounds
lightly place the bell of the stethoscope on therapriate areas. Do not
exert pressure. If you do, the patient’s chesk aat as diaphragm and
you will miss low-pitched sounds.

Like all the other assessment techniques, it regquionscious effort and
regular practice to become proficient in its use.

SELF-ASSESSMENT EXERCISE

I List the indications for patient’s assessment.
. What is the use of the four (4) special senses In
observation/physical examination?

4.0 CONCLUSION

Despite proliferation of ancillary aids, historykilag and physical
examination remain essential skills for nurses. dimethough might not
have included the interpretation of findings; itsharesented a
comprehensive package on assessment techniquesiadiypas relating
to knowledge that are vital to skill acquisition.

5.0 SUMMARY

Health assessment is a vital part of nursing cack iis conducted
systematically through history taking and physeamination. Effective
nursing history requires good communication anerpgrsonal skills
while skills in inspection, palpation, percussi@md auscultation are
needed for complete physical examination. Furtheemknowledge of
the normal structure and function of body partssysiems is an essential
perquisite to conducting physical assessment.
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6.0 TUTOR-MARKED ASSIGNMENT

You are asked to make an initial assessment omaofeentering the
nursing home. Describe the methods/techniques ylbbwse in making
the assessment and identify the types of data yiboailect.
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1.0 INTRODUCTION

A mastery of assessment techniques no doubt wila dong way in
assisting a clinician in elucidating clients’ pretsls. However,
experience has shown that occasionally the findiggserated from
physical assessment no matter how comprehensivebmaysufficient
for making a definite diagnosis. This is not sy as many diseases
present with similar clinical features; hence withdhe benefit of
hindsigh,t it may be difficult if not impossible tmake an accurate
diagnosis. Diagnostic investigations provide thaddg of hindsight.
Diagnostic investigations could therefore be likette the third leg to
making an appropriate diagnosis. Consequently,akpedient for nurses
to become conversant with simple diagnostic teakesqthat are
employed in the management of clients/patientsdd@ns. Unlike the
preceding unit, students are provided informatiom lsow these
investigations are carried out and possible inatgtion of results.

2.0 OBJECTIVES

By the end of this unit, you will be able to:

o describe common invasive and noninvasive
diagnostic procedures

o explain to patient what is involved to allay aniast

o discuss the relevant client teaching guidelinescime of client

before, during and after diagnostic testing
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3.0

3.1

identify specific physical preparations (sueb
bowel preparation, fluid deprivation, etc.) needed certain
diagnostic procedures

describe accurately sample collection techniques rmapans of
ensuring delivery to right places

determine what routine observations are requiresptd dangers
associated with certain investigations that caisksr (e.g. renal
biopsy) and be equipped with what measure to @keveért such
risks.

MAIN CONTENT

Preparing a Client for Diagnostic Investigabns

The nurse plays a key role in scheduling and pregdhe client
for diagnostic investigations. When tests are ncheduled
correctly, the clients are not only inconvenienbatialso deprived
of timely interventions, thus further subjecting ttlient to untold
hardship and further risk. The institution is adarisk of losing
money (Delaune & Ladner, 2011 ).

General Nursing Responsibilities

179

Explain to clients why the test needs to be peréatmwhat is
involved, an estimation of how long the test waké, outcome
and adverse effects of the test, and assess gépess of
teaching. An investigation that involves the caagpien of
patients requires the nurse to give definite irditoms to clients
on what they are expected to do. This helps toy alléents’
anxiety, enhances their cooperation, encouragesagbn of
muscles to facilitate instrumentation, promoteglbelity of test
and efficient utilisation of time, and above alhcieases cost
effectiveness.

Ensure proper identification of clients. This prde® client’s
safety.

Review client’'s medical record for allergies andypous adverse
reactions to nip in the bud any anaphylactic reactand its
associated complications. Notify another physie@acordingly.
Assess the presence, location, and characteradtigsysical and
communicative limitations or preexisting conditions

Assess vital signs of clients scheduled for invasnvestigations
to establish baseline data. Establish intravenoosess if
necessary, for procedure.

Adequate physical preparation such as bowel prépardluid
deprivation, etc. Clarify with practitioner if relguly scheduled
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medications are to be administered. The nil pelr(HRO) status
is determined by the type of investigation. Monilevel of
hydration and weakness for clients who are NPOg@ajly
geriatric and pediatric population. Administer heatics or
laxatives as denoted by the test’s protocol.

. Evaluates client’s knowledge of what to expecegntls anxiety
and client’s level of safety and comfort.

3.2 Common Laboratory Tests

Common laboratory studies are usually simple messents to
determine how much or how maapalytes,(a substance dissolved in a
solution, also called a solute) are present inegigpen. Laboratory tests
are ordered by the practitioners to:

. Detect and qualify the risk of future disease

. Establish and exclude diagnoses

. Assess the severity of the disease process andnulete the
prognosis

. Guide the selection of interventions

. Monitor the progress of the disorder

. Monitor the effectiveness of the treatment

The laboratory results are interpreted and compaoedhe clinical
observations.

Hematocrit

Hematocrit measures the percentage of packed oed lgells (RBC) in
a whole blood sample. The hematocrit value dependsly on the
number of RBC but is also influenced by the siz¢hef average RBC.
Therefore, conditions that result in elevated cafregions of blood
glucose and sodium (which cause swelling of RBC)y rpaoduce
elevated hematocrit.

Procedure-Related Nursing Care Explain the purpose to the patient
and tell him it requires a blood sample drawn frbis finger. Then
perform a fingerstick on an adult, using a hepaedicapillary tube with
a red band on the anticoagulant end. Fill the tzpitube from the red-
banded end to about two-thirds’ capacity, and seslend with clay.

Interpretation of Result: Hematocrit values vary with age and sex, the
type of sample, and the laboratory performing #st. tReference values
range from 40% — 54% for men and 37% — 47% for wani¢igh
hematocrit suggests polycythermia or hemoconceotrataused by
blood loss; low hematocrit may indicate anemiaembdilution.
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Red Blood Cell Count or Erythrocyte Count

This is part of a full blood count. This test deteres the number of
RBCs in a cubic millimeter (microliter) of wholedadd. Can be used to
calculate two RBC indices, mean corpuscular voluarel mean

corpuscular hemoglobin. These, in turn, reveal RE€ and hemoglobin
concentration, and weight.

Procedure-Related Nursing CareExplain the purpose of the test to the
patient and tell him you will need a blood samglken draw a venous
blood sample, using a 7ml lavender-top tube. Réld¢ollection tube, and
invert it gently several times to mix the samplel dhe anticoagulant.
Handle the sample gently to prevent hemolysis.

Interpretation of Result: RBC values vary with age and sex, the type of
sample, and altitude. In men, normal RBC countgeainom 4.5 — 6.2
million/mm3 (4.5 — 6.2 x 1&/L) of venous blood; in women, from 4.2 —
5.4 million/mn? (4.2 — 5.4 x 1&/L) of venous blood. People living at
high altitude usually have higher values. An eledad®RBC may indicate
primary or secondary polycythemia or dehydrationdepressed count
may signify anemia, fluid overload, or recent herhage.

White Blood Cell (WBC) Count

Like the RBC Count, this is also part of full bloadunt. WBC count
reports the number of WBC found in a cubic millieremicroliter) of

whole blood. On any given day, the WBC count caty \y as much as
2,000. Such variations may result from strenuousr@se, stress, or
digestion. The WBC count can rise and fall sigmifity in certain

diseases, but the count is diagnostically usefiy wen interpreted in
the light of WBC differential and patient’'s curretitnical status. It is
particularly useful for determining the presenceimection and for

monitoring patient’s response to chemotherapy.

Procedure-Related Nursing Care Explain the purpose of the test to the
patient. Tell him to avoid strenuous SELF-ASSESSMHERXERCISE
for 24 hours before the test. If he is receiviggatment for an infection,
advise him that this test may be repeated to mohisgprogress. Perform
venipuncture, collecting the sample in a 7ml laxamidp tube. Handle
the sample gently to prevent hemolysis. After thecedure tell the
patient he may resume normal activities.

Interpretation of Result: The WBC normally ranges from 4,00 —
10,9000/mri An elevated WBC count (leukocytosis) usually gigs
infection. A high count may also be secondary takésmia or tissue
necrosis emanating from burns, myocardial infarctto gangrene. On
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the other hand, a low count (leukopenia) indicabssie marrow
depression which may be secondary to viral infestior toxic reactions
following ingestion of mercury or other heavy mstdt could also be
complication of treatment with antineoplasticserposure to benzene or
arsenicals. Leukopenia also characteristically aggamies influenza,
typhoid fever, measles, infectious hepatitis, mambeosis, and rubella.

Creatinine Clearance

This test determines how efficiently the kidneysatlcreatinine from the
blood. The clearance rate is expressed in terniseofalue of blood (in
milliliters) that the kidneys can clear of creati@iin 1 minute. The test
requires a blood sample and a timed urine speci@eatinine, the chief
metabolite of creatinine, is produced and excratecbnstant amounts
that are proportional to total muscle mass. Norplalsical activities,
diet, and urine volume have little effect on thi®duction, although
strenuous SELF-ASSESSMENT EXERCISE and a high-praliet can
affect it.

Purpose
. To assess renal function (primarily glomerularédiion)
. To monitor the progression of renal insufficiency.

Procedure-Related Nursing Care Explain the purpose of the test to the
patient. Tell him that you will need a timed urisigecimen and at least
one blood sample. Describe the urine collectiorcgdare. Also, inform
client on need to avoid eating an excessive amotineat before the
procedure and to avoid strenuous SELF-ASSESSMENERXSE
during the urine collection period. Collect a timathe specimen for a
2, 6, 12, or 24-hour period. Perform a veinpunctanal collect the blood
sample in the appropriate specimen bottle. Cotleeturine specimen in
a bottle containing a preservative to prevent ange degeneration.
Refrigerate it or keep it on ice during the coliestperiod. At the end of
the period send the specimen to the laboratorynTim@®rm patient he
may resume normal diet and activities.

Interpretation of Result: For men at age 20, the creatinine clearance rate
should be 90ml/minute/1.73m square of body surfeoewomen at age
20, the creatinine clearance rate should be 84mift@i1.73m square of
body surface. The clearance rate declines by 6miftaifor each decade
of life. A low creatinine clearance rate may redulim reduced renal
blood flow (from shock or renal artery obstructiorgcute tubular
necrosis, acute or chronic glomerulonephritis, aded bilateral renal
lesions (as occur in polycystic kidney diseasealrénberculosis, or
cancer), or nephrosclerosis, congestive heart r@ailand severe
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dehydration may also cause the creatinine cleanatedo drop. ** An
elevated creatinine clearance rate usually hade lidiagnostic
significance.

Erythrocyte Sedimentation Rate

A sensitive but nonspecific test, the erythrocgdimentation rate (ESR)
measures the time needed for erythrocytes (reddbdeds) in a whole

blood sample to settle to the bottom of a verticdde. It commonly

provides the earliest indication of disease whehnemtchemical or

physical signs are still normal. The rate typicailses significantly in

widespread inflammatory disorders caused by indectir autoimmune
mechanisms. Localised inflammation and cancer malopg the ESR

elevation.

Purpose

. To aid in diagnosing occult diseases such as tulmsis and
connective tissue disease

. To monitor inflammatory and malignant disease.

Procedure-Related Nursing Care Explain the purpose of the test to the
patient, and inform him on the need for his bloathple. Then perform
a venipuncture, collecting sample in appropriatétldoExamine the
sample for clots and clumps; then send it to theratory immediately.

Interpretation of Result: The ESR normally ranges from 0 to
20mm/hour; it increases with age. The ESR risesngst aneamias,
pregnancy, acute or chronic inflammation, tubersislo

paraproteinemias (especially multiple myeloma andldenstrom’s

macroglobulinemia), rheumatoid arthritis, and sotype of cancer.

Polycythemia, sickle cell anemia, hyperviscosityd éow plasma protein

levels tends to depress the ESR.

Glucose, Fasting Plasma

Also known as thdasting sugatest, the fasting plasma glucose tests
measures the patient’s plasma glucose level afie€r to 12 hours fast.
When a patient fasts, his plasma glucose leveledses stimulating the
release of the hormone glucagon. This hormone ggfesma glucose
level by accerelating glycogenolysis, stimulatigcgneogenesis, and
inhibiting glycogen synthesis. Normally the seam®tof insulin stops the
rise in glucose level. In patients with diabetesvéeer, the absence or
deficiency of insulin allows glucose level to remaersistently elevated.
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Purpose

. To screen for diabetes mellitus and other glucostabolism
disorders.

. To monitor drug or dietary therapy in patients widiabetes
mellitus.

. To help determine the insulin requirements of pasievho have

uncontrolled diabetes mellitus and those who regparental or
enteral nutritional support.
. To help evaluate patients with known or suspectgmbglycemia

Procedure-Related Nursing Care Explain the purpose of the test to the
patient. Tell him that it requires a blood samptel ahat he must fast
(taking only water) for 8 to 12 hours before the.tef the patient is known
to have diabetes, you should draw his blood beiwsalin or an oral
antidiabetic drug. Tell him to watch for symptoniigpoglycemia, such
as weakness, restlessness, nervousness, hungenveaiihg. Stress that
he could report such symptoms immediately. Prefierdaboratory slip
for the blood sample, noting the time of the patiEst pretest meal and
pretest medication. Also record the time the sanwsées collected.
Perform a venipunctcre collecting the sample inrappate sample
bottle. If the sample cannot be sent to the lalboyatmmediately,
refrigerate it and transport it as soon as possiBige the patient a
balanced meal or a snack after the procedure. A$sorthat he can now
take medications withheld before the procedure.

SELF-ASSESSMENT EXERCISE
List out the purpose of glucose fasting plasma.

Interpretation of Result: The normal range for fasting plasma glucose
level varies according to the length of the fagin&ally, after an 8 to 12
hours fast, normal values are between 70 and 1Inkgsting plasma
glucose levels greater than 115mg/dl but less td@&mg/dl may suggest
impaired glucose tolerance. A 2-hour glucose toleeaest that yields a
plasma glucose level between 140 and 200mg/dlaandtervening oral
glucose test that yield a plasma glucose leveltgrdhan or equal to
200mg/dl confirms the diagnosis. Levels greatemtlma equal to
140mg/dl (obtained on two or more occasions) malcate diabetes
mellitus if other causes of patient’s hyperglyceiméve been ruled out.
Such a patient will also have a random plasma glitevel greater than
or equal to 200mg/dl along with the classic signgl aymptoms of
diabetes mellitus, such as polydipsia, polyuridgkeria, polyphagia and
rapid weight loss. Elevated levels can also refwlin pancreatitis,
hyperthyroidism, adenoma and pheochromocytoma.
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Hyperglycemia can also stem from chronic hepasease, brain trauma,
chronic

3.3  Lumbar Puncture (Cerebrospinal Fluid Analysis)

The cerebrospinal fluid (CSF), a clear substanceuldting in the
subarachnoid space, has several vital functior@oliects the brain and
spinal cord from injury and transports producta@dirosecretion, cellular
biosynthesis, and cellular metabolism through #@ral nervous system
(CNS). Most commonly, a doctor obtains three C&f@es by lumbar
puncture between the third and fourth lumbar vedeb If a patient has
an infection at this site, lumbar puncture is caimlicated, and the doctor
may instead perform a cisternal puncture. If aepathas increased
intracranial pressure, the doctor must remove t& @ith extreme
caution because the removal of fluid causes a r&pidction in pressure
which could trigger brain stem herniation. The tdoanay instead
perform a ventricular puncture on this patient. FG&mples may also be
obtained during other neurologic tests - myelogyaplor
pneumoencephalography for instance.

Purpose

. To measure CSF pressure and to detect possibleuctist of
CSF circulation.

. To aid in diagnosing viral or bacterial meningitignd
subarachnoid or intracranial hemorrhage, tumard,adbscesses.

. To aid in diagnosing neurosyphilis and chronic GN8ctions.

Procedure-Related Nursing Care

Before the ProcedureExplain the purpose of the test to the patiewt an
describe the procedure. Make sure the patiengigasd a consent form.
Tell him to remain still and breathe normally dgyithe procedure
because movement and hyperventilation can altesspre readings and
cause injury. Following these instructions wilk@lreduce his risk of
developing a headache — the most common adverset @ff a lumbar
puncture. Just before the procedure, obtain a luopinacture tray. Place
the labeled tubes at the bedside, making sureateld are numbered
sequentially and include the patient's name, the,dand his room
number as well as any laboratory instructions.

During the Procedure If you're assisting with the procedure, position
the patient as directed — usually, on his siddateidge of the bed with
his knees drawn up as far as possible (lateralliesuposition). This
position allows full flexion of the spine and eamgcess to the lumbar
subarachnoid space. Place a small pillow undepé#tent’'s head and
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bend his head forward so that his chin toucheschest. Help him

maintain this position during the procedure. Stanttont of him, and

place one hand around his neck and the other arbisnkinees. If the
doctor wants the patient in sitting position, héwe sit on the edge of
the bed and lower his chest and head toward hieskri¢elp the patient
maintain this position throughout the procedurenktor the patient for

signs of adverse reactions, such as elevated mtksepallor, or clammy
skin. Make sure the samples are placed in theogpiptely labeled tubes.
Record the time of collection on the test requestf then send the form
and the labeled samples to the laboratory immdgiate

After the ProcedureAfter a lumbar puncture, the patient usually lies f
for 8 hours. Some doctors, however allow a 30-eleglevation of the
head of the bed. Encourage the patient to driektyglof fluids and

remind him that raising his head may cause a héadadc he develops a
headache administer an analgesic as ordered. @megkincture site for
redness, swelling, drainage, CSF leakage and hemagwery hour for
the first 4 hours, then every 4 hours for the righours. Monitor the
patient level of consciousness, pupillary reactanmg vital signs. Also
observe him for signs and symptoms of complicatiohshe lumbar

puncture such as meningitis, cerebellar tonsillarniation, and

medullary compression.

Interpretation of Result: Normal CSF pressure ranges from 50 — 180
mm HO. The CSF should appear clear and colorless. Ngonodein
content ranges between 15 and 45 mg/dl; normal gagiabulin level,
between 3% and 12% of total protein. Glucose kevahge between 45
and 85 mg/dl, which is two—-thirds of the blood gise level. CSF should
contain 0 — 5 white blood cells per microliter ammlred blood cells All
serologic tests should be nonreactive. The crédesel should be 118
to 130 Eg/liter and the Gram-stain should revealonganism. CSF
abnormal results are summarised below:
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Element Abnormal Result Possible Causes

CSF  Pressure- Increase - Increased Intracranigl
Pressure

- Decrease - Spinal subarachinoid
obstruction  above puncture
site.

Appearance - Cloudy - Infection

- Xanthochromic - Elevated protein level ar
RBC breakdown.

- Bloody -Subarachinoid, intracerebral,
or intraventricular
haemorrhage,; spinal cord
obstruction; traumatic
puncture

- Brown - Meningeal melanoma

- Orange - Systemic carotenemia

Protein - Marked increase - Tumor, trauma,
haemorrhage, Diabetes
mellitus, polyneuritis, blood
in CSF.

- Marked decrease - Rapid CSF production

Gamma - Increase - Demyelinating disease

globulin (such as
Multiple sclerosis),
neurosyphilis,
Guillain-Barre syndrome

Glucose - Increase - Systemic hyperglycemia

-Decrease - Systemic hypoglycemia,
bacterial or fungal infection,
meningitis, mumps,
postsubarachinoid
hemorrhage.

Cell count - Increase in WBC- Meningitis, acute infection,

count

-RBC present

tumor,

onset of chronic illness,
abscess infarction
demyelinating disease

- Hemorrhage or traumatig

puncture

Source: Cynthia, Breuninger, Ginnona,, & Mintzer, 199Nurse’s

Pocket Companion
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3.4 Sputum Studies

Purpose— Examination of sputum to identify the pathogemiganism
and the presence of malignant cells.

Nursing Responsibilities— (a) Obtain a morning specimen. (b) Instruct
the patient to clear nose and throat, rinse maank, take a few deep
breaths; then have him/her cough up specimen fromg land
tracheobronchial tree. (c) Send specimen to theréabry immediately,
or refrigerate to prevent overgrowth of organist).@btain specimen for
culture before initiating anti-invectives.

3.5 Urinalysis

Simple urinalysis is usually performed at the sideds. Investigations
involving blood, microscopy, culture and sensigivihiowever need a
laboratory environment for meaningful result. Henemalysis can be
classified as both laboratory and side ward ingastn.

Purpose— To detect blood, casts, and other abnormalitiesine; renal
or urinary tract disease; & metabolic or systemsedse.

Description— Obtain a urine specimen of at least 10 ml. AHm@®rning
specimen is usually preferred. Observe the urorecblour, clarity,
volume (quantity), PH, specific gravity, depositsloar (Physical
Examination).

Quick Dipstick Tests

The older chemical tests for urine have largelynbesplaced by simple
dipsticks where the presence of glucose, bloogratein can be readily
detected. They are accurate and sensitive. Exanpdlude:

0] Litmus paper for PH (Acid urine turns blue litmus paper to red
while alkaline urine turns red litmus paper toeblu

(i)  Clinistix strip for sugar.

(i) Albustix strip for protein.

(iv)  Multistix strip for a wide range of substances

(v) Ketostix for acetone/ketone bodies

(vi) Haemastix.

Procedure:

. Completely immerse all reagent areas of the stpfresh,
wellmixed, uncentrifuged urine and remove immeaiat

188



NSC 219 MODULE 4

. Tap edge of strip against the side of urine coetato remove
excess urine. Hold strip in a horizontal positioprevent possible
soiling of hands with urine or mixing chemical fmoadjacent
reagent areas, making sure that the test areasipacards.

. Compare test areas closely with corresponding catbarts on
the bottle label at the times specified. Holdpstiiose to colour
blocks and watch carefully.

Test for Sugar Cold Test

Clinictest Reagent Tablet- This is a quantitative test for sugar.
Equipment — Clinictest tablet, test tube, and dropper.

Procedure (a) Place 5 drops of urine into a test tube wh#haid of the
special dropper provided. Rinse the dropper aladl® drops pf water
to the urine. Drop in one clinictest tablet. E¥escence will occur.
Waitch the test carefully until effervescence stapd for 15secs longer.
Then shake the tube gently and compare the colthrte colour range
on the chart scale.

Hot Test (i) Benedict's Qualitative Test

Equipment: Bursen burner, test tube, benedict solution.

Procedure Drop 5ml of Benedict’'s reagent into a test tuhd add 8 —
10 drops of urine. Boil this mixture vigorously » minutes. If sugar is
present, green, yellow, or brick-red colorationlwitcur. The changes
from green to back-red indicates out of sugar

(i)  Fehling Test

Equipment: Bursen burner, test tube, fehling solution A & B
Procedure To equal quality of fehling solution A & B, add-810 drops
of urine and boil for 2 — 3 minutes. Any colourdige from blue to brick-
red is indicative of presence of sugar.

Test for Protein Cold Test (i)  Salicylsulphonic Acid Test

Equipment: salicylsulphonic acid, test tube.

Procedure Add 5 drops of 25% salicylsulphonic acid to abbuatl of
urine in a test tube. Shake the tube and looklfmrdiness in the urine.
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The appearance of opacity indicates the presengaratéin and the
degree of cloudiness gives some idea of the rel@tiotein concentration.

(i)  Esbach Quantitative Test
Equipment: Esbach Urinometer, Esbach’s reagent.

Procedure Esbach Urinometer is used for this test. All arpassed by
the subject over a period, say 6 hours, is coltestea chem. Stoppered
bottle and mixed. Measure its specific gravity.this exceeds 1.010,
dilute a portion with an equal volume of watertH& urine is alkaline,

acidify it with a few drops of 10% acetic acid. Addne to an Esbach
tube to the level marked U. Add Esbach’s reageribupe level marked

R. Cork the tube and invert it gently several tin@snix the contents.

Stand the tube upright and leave it at a conséamperature for 24 hours.
Then read the level of the precipitate of protaewrtle tube’s scale, with
the eye on a level with the top of the sedimenhis Gives the protein

concentrate of the urine in parts per 1000 (g/l).

Boiling Test Heat plus Acetic Acid

Equipment: Bunsen burner, test tube, dropper, acetic acid.

Procedure Check that urine is mildly acidic. If it is nadd 10% acetic
acid solution until it is. Failure to check initieaH and adjust if necessary,
can invalidate this test. If urine is cloudy, fritgome for this procedure.
Fill a boiling tube about three-quarter (34) fulklwurine and heat the top
inch of the liquid gently over a bunsen flame, tmghthe tube while
heating to prevent it from cracking. Let it bodrfa few moments.
Compare the top boiled part of the urine with thadr part to see if any
cloudiness has appeared. If cloudy, add a dromocefic acid. If
cloudiness or flocculation disappears, it has hento the presence of
phosphate and is of no significance. But if it a&ms or persists, it
indicates the presence of albumin.

Test for Acetone or Ketone Bodies (i) Acetest Reagt Tablets
Equipment: Acetest tablets (Acetest tablets contain sodinnopusside,
glycine and buffers), Clean white paper.

Procedure Place an Acetest tablets on clean, dry, whiteepapPut 1

drop of urine on the tablet, leave for 30 secomds, then compare any
colour change with the colour chart. A positivesule varies from
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lavender to deep purple, and may be recorded aaca to strongly
positive.

(i)  Rothera’s Test

Equipment: Ammonium sulphate, freshly prepared 2% sodium
nitroprusside, strong ammonia solution.

Procedure Saturate a portion of urine with ammonium sulphby
shaking about 5ml of urine in a test tube with alibe same volume of
crystals of this salt. Add 10 drops of freshly @megal 2% solution of
sodium nitroprusside. Add 10 drops of strong ammeolution. Allow
to stand for 15 minutes. The development of a pugalour indicates
Ketone. This test is considered to be too sensitigeit often gives a
positive result on a well subject who has not e&peiseveral hours

Test for Blood

Occultest— This is a test that determines the presence ofdbbad not
necessarily the amount of blood present.

Equipment: Occultest tablet, filter paper, water.

Procedure Place 1 drop of urine on a filter paper square put one
occultest tablet in the center of the moist arddd 2 drops of water to
the tablet and allow it to stand for 2 minutesafier 2 minutes a diffuse
blue colour appears on the filter paper aroundahket, blood is present.
The amount of blood is proportional to the intensit the colour and the
speed with which it develops. If no blue coloumpears, the test is
negative.

Test for Bile Pigments

0] Ictotest— A special test mat is required. 5 drops of uareeplaced
on this special mat and one Ictotest reagent ttablput in the
center of the moistened area. Flow 2 drops oémater the tablet.
If bilirubin is present, a bluish-purple colourpmars around the
tablet in about 30 seconds. The amount of bilrylresent is
determined by the speed of intensity of the reactilf there is no
colour change or only a pinkish colour, then theneo bilirubin.

(i)  lodine test— About an inch of urine is poured into each eftiho
test tubes. Several drops of tincture of iodine astded drop by
drop to one of them. Shake the test tube withdtime and urine,
and compare it with the control test tube. If aeayr colour
develops, it is positive for bile pigments.
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Fractional Urine

Purpose: To determine the site and degree of bleeding gitestate
surgery.

Description: Patient voids into one urine container and thethout
stopping the stream, continues to void into anottmmtainer. The
amount of blood in each container indicates therekegnd site of
bleeding.

Nursing Responsibility: Provide 2 or 3 urine containers and instruct
patient to switch containers midway through thelirag without stopping
the stream.

Urine Culture and Sensitivity

Purpose For diagnosis of urinary tract infection (UTI)cardentification
of causative agent or organism.

Description: A midstream clean catch or sterile catheterizagtsnen is

obtained, and the urine is placed in a culture omadfor growth of

bacterial colonies. After incubation, the colongs counted. If more
than 100,000 organisms per milliliter are countibeére is a UTI. The
organisms are then identified as to type and aitggtystest is run on it.

Sensitivity tests involve exposing the bacteriavdoious anti-infectives
to see which most effectively kills the organism.

Nursing Responsibilities Instruct the patient in method for collection of
a ‘clean catch’ specimen. Instructions come withgpecimen container.
Allow time for questions after patient is familienth directives. Send
specimen to laboratory immediately to prevent ckancdPH which can
affect bacterial growth.

Urine Osmolality
Purpose: To determine urine concentrating ability of thdrey.

Description: The patient is either placed on fluid restriciar given a
specific amount of fluid to drink before the test.

Nursing Responsibilities Give high protein diet for 3 days before the
urine collection. Restrict fluids for 8 — 12 houbgfore obtaining
specimen. Collect a random urine specimen prefgnabthe morning,
label it (including the time), and send to laborgto
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24 Hours Urine Collection

Purpose: To determine how well kidneys can excrete creadini
(creatinine clearance) i.e. glomerular filtratiater (GRF).

Description: A 24 hours urine specimen is obtained and a blood
specimen is also taken. Elevated serum creatinitieincreased urine
creatinine indicates decreased kidney function.

Nursing Responsibilities Place a sign on patient’s door and over the
toilet stating 24 hours urine collection in progreso that everyone can
save the urine properly. Decide in conjunctionhwibhe laboratory
technologist on a suitable time. Have patient \amd discard the urine.
Note the time and put successive voiding into thikection container. At
the time the test is to end, ask the patient tal \amd add this to the
collection bottle. Label the specimen adequately aend to the
laboratory with the accompanying blood specimenfgar(bml).

3.6 Radiologic Studies

Radiography (the study of x-rays or gamma ray exposed film uigfo
the action of ionizing radiation) is used by pragtier to study internal
organ structure.

Chest X-Ray

The most common radiologic study is the noninvasihacontrasted
chest x-ray. The best results are obtained whefilthe are taken in the
radiology department; however, a portable chestyxean be performed
at the bedside. Radiologic projections of chestyfiims are taken from
various views. Multiple views of the chest are msegy for the
practitioner to assess the entire lung field.

Indications: Chest films can indicate the following alteragsoland
diseases:

. Lesions (tumors, cysts, masses) in the lung tissliest wall or
bony thorax or heart.

. Inflammation of lung tissue (pneumonia, atelectaalsscesses,
tuberculosis); pleura (pleuritis); and pericardi(prricarditis).

. Fluid accumulation in the lung tissue (pulmonargred,
hemothorax); pleura (pleural effusion)

. Bone deformities and fractures of the rib and stern

. Air accumulation in the lungs (chronic obstructigalmonary
disease, emphysema); and pleura (pneumothorax).

. Diaphragmatic hernia.
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Nurses ResponsibilitiesTo prepare a client for a chest x-ray, remove
metal objects (jewelry) and all clothing from waigt and replace with a
gown. Metal will appear on the x-ray film thereldysguring visualisation

of parts of the chest. Pregnant women are draptdavmetal apron to
protect the fetus.

Ultrasound

This is a non-invasive radiological investigatiomatt employs high
frequency sound waves and oscilloscope screenstmhse deep body
structures. This study should be scheduled befoyestudies using a
contrast medium or air to ensure accuracy.

Purpose To evaluate size, shape, and location of inters@ie

structures/organs such as: the brain, vasculactate) spleen, liver,
gallbladder, pancreas, uterus, etc. It is alscedduring pregnancy to
determine the gestational age, the expected ddglofery, the sex, the
lie, the position and the size of the fetus inahgdihe location of the
placenta.

Description: A coupling agent (lubricant) is placed on the aoef of the

body to be studied to increase the contact betwkenskin and the
transducer (instrument that converts electricakrgnéo sound waves).
The transducer emits waves that travel throughbtigy tissue and are
reflected to the transducer and recorded. The ngrgiensity of body
tissues deflects the waves into differentiatedgpaton an oscilloscope.
Photographs can be taken of the sound wave paitetime oscilloscope.

SELF-ASSESSMENT EXERCISE

Mention at least five (5) abnormalities which chegamination can
reveal.

Nursing Responsibilities Explain the purpose and procedure to the
patient. The client is instructed to lie still dugithe procedure. Instruct
patients to drink 6 — 8 glasses of fluid and avarthation before
sonogram.

4.0 CONCLUSION

As obvious from this unit there are so many diagjnasvestigations for
elucidating patients’ problems that exist in clalipractice. The list is
inexhaustible. Howbeit, thorough history taking aocdmprehensive
physical assessment, helps in knowing which willnbest helpful to
diagnosing the patient’s condition.
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5.0 SUMMARY

The unit has taken an incisive look at some ofdbl@mon diagnostic
tests employed in clinical practice. It specifigaliscusses the purpose,
description with particular emphasis on nursespoesibilities before,
during and after the performance of such invesbgaand interpretation
of results that could be obtained from the conductiof each
investigation.

6.0 TUTOR-MARKED ASSIGNMENT

Discuss your nursing roles before, during and after following
diagnostic investigations: (a) Lumber puncture KB¥ting blood sugar,
and (c) Sputum studies.
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1.0 INTRODUCTION

Safety, prevention of accidents and promotion ahfaot are vital to
survival, and these needs continue throughout\lifieen a client/patient
enters the health care facility, an unwritten cacitris established
between the client/patient and health care perdommieerent in this
contract is fact that the health personnel owegpdtient a duty of service.
As part of the package of that duty of care isdhkgation to safeguard
the patient from harm/danger as well as to endwithe patient is made
comfortable throughout his/her period of hospitlmn.

Because of their infirmities, hospital patients amere susceptible to
accidents than any other group of people. As soemtanagement of all
hospitals must be safety conscious. Even thoughait be argued that
safety in the health care setting is everybodyspoasibility, the nurse is
usually at a vantage point to detect any unsafeliton that could
precipitate injury to patients and visitors in hHkaetting and promptly
institute corrective measures. Hence, the nurseldhze well informed
and be acquainted with safety practices in the watting and measures
that promote patients’ comfort.

2.0 OBJECTIVES

By the end of this unit, you will be able to:

o outline the general safety rules and practiceshenhealth care
setting
o describe the role of the nurse in moving and hagdpatients

including principles underlying moving and liftire§ patients
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o give examples of risks in a health care setting andgest
preventive measures

o describe the role of the nurse in infection control

) describe the different comfort measures employgairent’s care

in the hospital and explain their underlying prpies.
3.0 MAIN CONTENT

General Safety Rules and Practices

First, you need to believe that most accidentpegeentable. Secondly,
most accidents in the hospital result from careless or an error in
judgment (Donahue, 2011). Here however are somehef safety
regulations and practices in the health care ggttin

. Walk rather than run — especially on stairs and@loorridors.

. Open doors slowly. Do not open a door by pushinghenglass
part.

. Walk on right in halls — especially when pushingtaeelchair or

stretcher. Installing corridor mirrors which emnathose wheeling
a stretcher or other patient vehicles to see aralind corners.

. Installing safety devices, wherever practicablduding cautious
use of bedside rails.

. Ensure adequate lighting by illuminating areas imclv people
move and work.

. Ensure good housekeeping and avoid wet patcheleofidor.

Using non-slip floor coatings. Placing rubber naignclines and
in the bathtub before a patient uses the tub.

. Do not engage in horseplay or practical jokes.

. Observe principles of good body mechanics. Followetzt lifting
procedures when lifting a heavy object or liftengatient. Possibly
introducing safety classes that teach correandjfiprocedures
and other safety principles.

. Remember the elderly and the very young are maniel@at prone
than the adult. Protect them as much as possible.
. Endeavor to properly label all materials includimgdicaments

and water taps in bathrooms. Discard all unlabetedainers and
bottles. Never use the content of an unlabeledagoer. Analyze
causes of medication errors and instituting change

. Provision for refuse collection and proper wastepdsal to
maintain hygienic condition.

. Ensure proper bed spacing is maintained.
. Maintaining aseptic technique for all invasive @dares.
. Appropriate institution of isolation techniques dvatrier

nursing in infectious cases.
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. Periodic fumigation of hospital ward and surgideddtres.

. Never overload an electric socket and avoid usiefedive
electric equipment.

. All electrical appliances left on should be switdheff and

deplugged at the close of the day. Employ measwigsh
minimise the accumulation of static electricity.

. Obey all NO SMOKING signs. Never smoke or permia@re to
smoke in the vicinity of oxygen equipment thatisise.

. When smoking in designated areas, see that cigareite
completely extinguished in receptacles provided.

. Report any injury to self or others immediately aedure first aid.

. Be safety-conscious at all times. If you noticeafety hazard,

report it at once to the right person. Provide etinoal programs
for employee which emphasise that accidents aneeptable.

. When in doubt about how to handle or do sometHhiegstafe way,
ask someone with more experience and training ybarfor help
or advice.

. Instituting incident reporting system and appoigtmembers to a

safety committee who are saddled with the respditgilof
reviewing safety practices, analyzing potentiaksahazards, and
recommending constructive procedures to preventeots.
(Donahue, 2011).

Activity 1
Quickly recap some of the safety rules and prasticehe hospital.
3.2 The Role of the Nurse in Moving and Handling &ients

In professional nursing practice there will alwdnes the need to move
patients or heavy equipment from one point to themoand this exposes
the nurse to additional risks. Parboteeah (2002Y)iog the Disabled
Living Foundation(1994) indicated that one in four nurses has tékes
off with back injury sustained at work, this fomse meaning the end of
their nursing career.

The back is like a mast or a pillar that makes fiom@al and productive
movement possible. Geographically it is an entigmprising the
vertebral column with its articular and periartemulstructure and the
musculature extending from the occiput to the gacrd’he back
functions as a structure as well as a mechanisna gteucture, the back
can withstand a comprehensive force 10 times thghtvét normally
supports. As a mechanism, with little effort thelbba&an bent forward,
backwards, sideways and even twisted. Howevetrasgas back is and
as vital as it is, it is not immune to injury esjadly those arising from
poor lifting techniques.
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While it is beyond the scope of this unit to gooitthe pathogenesis of
back pain, there may be no better period than rowxiamine what

constitutes correct lifting technique. The nurseuti also know how to

set the back muscles (i.e. keep their back mugzdegally tensed to

absorb any imminent shock) particularly when litior bending forward

to pick or give out something. In lifting:

. Keep as close as possible and safe to the objéet litted.
. Maintain a good base of support.
. Keep the back as vertical as possible.

. Remember not to carry alone object that 70% of gty weight.

These four principles must always be borne in mafden lifting or
transferring patients.

Here are additional safety tips or precautionstiagt be observed in the
health care setting:

. Always make sure the brake is on when transferpatents to
wheelchairs or stretchers or when the patientfistementarily
in a wheelchair or stretcher. Instruct the patrmesttto step on the
footrest in getting into and out of the wheelchair.

. When transporting a patient on a stretcher, stardsehead and
move slowly. Be alert for moving persons or conveas coming
from any possible direction.

. When going down an incline, guide the stretchemftbe foot and
proceed slowly.

. Check restraining straps for proper fastening.

. Never lift a patient who is too heavy without atsise.

. Never leave a paralyzed patient alone in the bathror bed with
the side rails down.

. Never leave a paralyzed or helpless patient sitim@g chair
without a protective restraint around the waist.

. Never allow a patient who is in an oxygen tentdageéhany electric

appliances inside the tent. This includes the etedall bell
(Donahue, 2011).

3.3 Control of Infection

Microorganisms exist everywhere in the environmemivater, soil, and
on body surfaces such as the skin, gastrointegtaa| vaginal, etc.
(Bermanet al., 2016)

. Some are harmless; some are beneficial while®thtberwise referred
to as pathogens are harmful to the body that isalde of producing
infection. The terminfection is used to describe the invasion and
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development or multiplication of pathogens in tbeypof man or animal.
Infection could be apparent/manifest, or
inapparent/symptomatic/subclinical infection. lutmb beautoinfection
(self-infection), orcross infection(contracted from other sources such as
other individuals harboring or suffering from thange infection or
associated with the delivery of health care sesvinénealth care setting,
usually referred to adosocomialor hospital acquired infection including
latrogenic infection i.e. those are due to any aspect of therapyk It i
therefore the nurses’ responsibility to provide Idgically safe
environment and reduce the spread of infectioniwithe health care
setting.

Below are some of the measures employed by nusseshieve this lofty
objective:

Hand Hygiene— Many infections are spread by contact, the hands
being a major vehicle in the transmission of infatt(RCN,
1992). In Parboteeah (2002) words ‘normal skin &agsident
population of microorganisms; other transient orgias being
picked up and shed during contact in the delivéryunsing care’.
Parboteeah stated further that the goal of handngsis to
remove these transient organisms or reduce thambeu below
that of infective dose before that are transmitieda patient.
Handwashing therefore is the most important methaid
preventing spread by contact. According to Parladte@002)
indications for handwashing include: Before anderafiseptic
techniques or invasive procedures; Before contdhtsusceptible
patient; After handling body fluids; After handlimpntaminated
items; Before the administration of drugs; Befoeeving meals;
After removing aprons and gloves; At the beginnamgl end of
duty; and If in any doubt. It is equally importathiat patients’
hands are kept clean.

The Use of Face Mask— Masks are worn to reduce the
transmission of organisms by the droplet contadipane routes,
and splatters of body substances. The CDC recomsndrat
masks be worn under the following conditions: (hlyCby those
close to the client if the infection is transmittiey large-particle
aerosols (droplets) like measles, mumps and otharea
respiratory tract infections; (2) By all personsegimg the room if
the infection is transmitted by small-particle amig (droplet
nuclei) e.g. Tuberculosis; (3) During certain tages requiring
surgical asepsis to prevent droplet contact trassion of exhaled
microorganisms to the sterile field or to a clisntpen wound
(Kozier, et al., 2000).
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Sterilisation — The process of destroying all microorganisms and
their pathogenic agents e.g. spores. Often emplagpedhe
preparation of dressing materials, equipment ahdrataterials
needed for surgeries and all invasive procedurestail@d
discussion of sterilisation techniques will be adased in some
other units.

Disinfection — This is defined as the killing of infectious agent
outside the body by chemical or physical meangctly applied.
Could be an on-going proces€dncurrent disinfection) or
Terminal — the application of disinfective measures after the
patient has been discharged from the hospital eickased to be

a source of infection,

Isolation — Isolation refers to measures designed to prevent t
direct and indirect conveyance of the infectiousragrom those
infected to susceptible individuals (other clientssitors and
health care personnel). A variety of isolation taghes are used
in the health care setting. This will be expatiatedome other
units but it is suffice to state that when patientsisolated because
of contagious and infectious diseases, the nurs& beicertain
that proper technique is carried out in caringth@m and must be
sure that their visitors also understand and cautynecessary
precautions.

. Others are: Adequate Bed-Spacing; Proper Waste Disposal;
Health Education,etc.

3.4 Commonly employed Comfort Measures in the Hogal
(a) Bedmaking

Hospital patients spend varying degree of time ed,bas such; their
comfort is of utmost importance. The need to imprand maintain, for
as long as possible, the comfort of these patidm@sefore forms the
primary reason for bed making. A related one & tieed to relieve
pressure from certain parts of the body and stitesleirculation thereby
preventing the development of decubitus ulcer Gressore).
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A Typical Hospital Bed

A typical hospital bed is higher than the convemdiidoeds at homes. This
is to reduce undue physical strain to the nursasklwhile attending to
the patient. Théedsteadis usually 6ft 6 inches long, 3ft wide and
26inches high. ThigEamework is steel or iron; theastorsare well made
and move easily without jarring the bed. In sorases, the height may
be adjustable, and the head or foot of the bedsteay be raised or
lowered by levers. A movable back is supplied wbst beds. This can
be brought forward to act adackrest, or removed completely for any
treatment when necessary.ndattressis placed on the bedstead. Hair,
interior spring, rubber foam, plastic foam, sorlublrer are the types
commonly used in hospital wards. The mattressuslly covered with
a polythene sheet or protective waterproof material

The number ofpillows used will depend on the need of the patient.
Pillows are usually stuffed with foams/hairs witpratective cover under
the pillowcaseBlankets — Turkish toweling, cellular cotton, synthetic
material or wool blankets may be used to keep #tept warm without
being unnecessarily heavy or causing discomfothéopatient. Terry
blankets and cellular cotton blankets are most contiyrused nowadays.
Bed sheetsmust be long and wide enough for the type of besbus
Sheets are often made of cotton, polyester/cottaxtune or linen.
Counterpanesor bedspread are usually light in colour and wei@raw
sheetsare usually placed over a polythene protector kinémsh) across
the bed under the patient’s buttocks. They arngftaced in such a way
that they could be drawn at frequent intervalsiv@ ghe patient a clean,
cool, fresh piece of sheet to lie on. The standare of drawn sheet is 2
yards wide and%yards longLong waterproof sheets- these are used
routinely to cover the entire mattress in some Halspwhile in others
they are only used for selected patients.

Adjuncts to Hospital Bed/Special Appliances used iBedmaking

Bed tables -Preferably of adjustable height. Meant for eabn¢ganing
arms on when sitting upright or when in respiratemybarrassment.

Bed cradles- Made of metal. Used for keeping the weighteddothes
off the patient’s legs or body, especially in weakdebilitated patients.
Particularly useful after Plaster of Paris (POP} lieeen applied to
fractured leg.

Bed rest— Usually attached to but may be separate fronbéte More
often than not metal but occasionally could be mafdeood especially
the separate type. Most commonly used in puttiegpatient in sitting
up position with pillows placed between it and plaient.
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Bed elevators & bed blocks- Many beds have elevators built into them
so that the head or foot of the bed may be raisec@uired. In some
cases, the elevators, which are usually metal, ts=xeral rungs at
varying heights on which the bar of the bed maguiggported at desired
height. Sometimes a portable wooden bed blocks leaysed for the
same purpose. Such blocks usually have a depreasiteir tops into
which the castors of the bed can fit. They alsy waheight.

Bed — strippers— These are stands placed at the foot of the ked o
which bedclothes are draped during bedmaking. #omes, two chairs
placed back to back can be improvised for this.

Air rings/Air cushions/Foam rubber rings — These may be placed
under the patient’s buttocks to relieve pressure.

Fracture boards — Wooden. May be placed under the mattress to
provide a firmer based on which to lie. In othards, they prevent the
mattress from sagging. Patients with spinal coonlt back injuries and
some fractures find this most helpful.

Sand bags- These are made of impermeable materials, whiehilked
with sand. They are used for immobilisation ofb($) in the treatment
of special conditions e.g. amputation to contra@miom movement/pain.
They must always be covered with cotton.

Hot water bottles — These are made of rubber or aluminum. They are
used to give added warmth to the patient.

Others are Drip stand, Bed stirrup, etc.
Principles Governing Bedmaking

Bed making is essentially two-man procedure. Somthe principles
guiding this procedure are outlined below:

1. Principle of Organisation — Bedclothes and other materials
needed must be arranged in order of priority. fileenurses must
work from top to bottom of the bed. They must dlyuaork in
unison/harmony i.e. there must be synchronicitgaion.

2. Principle of Body Mechanics— There must be economy of
movement.
3. Principle of Comfort and Safety The two nurses must maintain

a near erect position and avoid straining or duetching their
back to prevent injury. The bed should be crungbarinkle free.
Always lift the patient off the bed or roll frondg to side in case
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of occupied bed. On no account should the paberdragged on
bed.

4. Principle of Asepsis- Fans must be put off. There should be no
jarring or flying of bed sheets in the air to peavcross infection.
Uniforms are prevented from touching bedclothed laands are
washed before and after the procedure.

5. Time Management- The two nurses must work with speed and
accuracy. There must be the economy of movement.

Bedmaking: Definition and Types

The process of applying or changing linens is whaéferred to as bed
making. Types are:

The Unoccupied Bed:There are two types of unoccupied bed viz — The
Closed Bedand theOpen BedA closed bed is the bed making process
that is performed following the discharge or trangiff a patient when no
new patient is expected. An Open Bed on the othied Iis the bed making
process that is carried out when the occupant eanplbwhile the bed is
being made i.e. the type that is made for an amibolaout-of-bed patient

The Occupied Bed:Bed making process in which the bed is made while
the patient is in it. There are different typolayie Fractured Bed
(Characterised by a firm lying surface it offerse tpatient. Often
employed in the care of a patient with back pamhtose with fractures);
Divided BedSo named by the fashion in which it is made. Usedtly

in the care of amputees. Also employed in the drgihPlaster of Paris).
Post-Operative Bed/Operation Bedrlhis is the bed that is prepared to
receive a post-surgical patient with minimal dibaumce.

Making the Unoccupied Bed Points to Keep in Mind

Whether or not making empty beds for new patiesntsne of your
responsibilities, bed making is a frequent procedar any staff member
giving nursing care.

Many patients are required by doctor's ordersttogsin a chair, even for
a shorttime. So, most patients' beds are unoed@gtione time or another
during the morning and can be made when the patientt of it.

In any case, it is important to remember that saopatient will be
occupying the bed. If the bottom sheet is anchgregerly, it will not
loosen and bunch in wrinkles under the patienttdbarhe top covers
will be high enough to cover the shoulders, yeséenough so that the
patient's feet will not be restrained and pulledverd in an abnormal
position.
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In the procedure described here, there is no lometine bed to start with;
it is made with clean linen throughout. Howeveth# bed is unoccupied
only because the patient is out of it for a whilesn there will be linens
on the bed. Thus, the list below would be adjustetthose items needed
in your situation.

Equipment Needed

1. Cotton quilted mattress pad or mattress cover daugto policy.

2. 2 large sheets

3. Rubber or plastic draw sheet, if it is the polioyuse one

4. Cotton draw sheet

5. Blanket, if needed

6. Bedspread

7. Pillowcase for each pillow used.

Important Steps Reasons for Action

1. Wash your hands befgrgnclean hands may spread dise
selecting linens; then takgerms to clean linen, and to pati
everything needed next (who isto be to and pillowcase.
patient's unit.

2. Place linen on straight chaBtacking linens in this mann
near foot of bed. Stack thsaves time and effort later on.
items in order of use, that s,
bedspread and pillowcase |on
bottom, and so on with the
mattress pad on top.

3. See that bed is in high positiofhe higher level will cause le
and is flat and that wheels awgrain on back and leg muscles.
locked.

4. Place the folded quiltedifting and shaking any item of
mattress pad on near side of bixden may stir up dust and i
and unfold it without which may which may carry ar
lifting or shaking it out disease-causing organism.

5. Place folded sheet on near sidéso lifting and flapping linen 3

of bed and unfold it lengthwis

ishoulder level to unfold it caus

ase

ent

er

Nt
nd

1
es

in the same manner describeshnecessary strain and fatigue| on
above, that is without shakinthe back, shoulder, and arm
or flapping muscles.

it out.

Arrange sheet in this way:
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With bottom hem even wit
foot of mattress, depending
length of sheet.

Allow 15 to 18 inches at heaz
of bed tuck under mattress.

With center of sheet at center]
bed, fanfold the far half ¢
sheet beyond the center of b

hPlacing the bottom sheet correg
DI the most important step
bedmaking.

id he Foundation sheet should
secure against anything that mi
tend to loosen it. For this reasg
never skimp on this 15— to-!
inches allowance to tuck und
head of the mattress.

of

pfCovering foot of mattress is f
eless Important.

The sheet is doubled back on its
in folds of several inches - like
fan.

Placing this foundation she
straight on the bed is al
important. A sheet that is even |t
a little crooked, on the base, W
always have wrinkles.

tly
in

be
ght
on,
18
er

ar

elf

et
50
ISt
ill

Lift the head of mattress wi

tf you face in the direction of yol

one hand and pull sheet undarork and move along in th

the mattress with the oth
hand. See that material
smooth after tucking under.

osition, you will Avoid twisting
igroups of muscles, thus reduc
strain and fatigue.

ur
is

ng

Make a mitered corner at he
of mattress.

rad

Continue tucking sheet und
side of mattress from head
foot.

éviove along with your work
ttacing side of mattress as you tu
sheet from head to foot of be
Keep feet slightly separated.

ick
d.

If rubber draw sheet is use
place it about 12 to 15 inch
from head of mattress. Tu
smoothly under mattress
near side.

pilVhere plasticized mattresses
egsed, it is often the policy to on
Cla waterproof sheet. It is sometin
bplaced over the mattress and un
the quilted mattress pad.

are
it
es
der

10.

Cover rubber sheet with cotﬂdrying directly on even a sma

draw the sheet or a large sh

ip of rubber sheet will b

1]
e

folded once may

uncomfortable and cause skin
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crosswise. Place this cottg
sheet about two or three inck
higher than the rubber sheet {

irritation to patient.

see that it is complete
covered.

11. | Tuck cotton draw she
smoothly under side
mattresses on near Si
Fanfold far side of the sheet
center of bed.

12. | Goto other side of bed and ty You may be taught to make
bottom sheet smoothly ung entire side of the bed before go
head of mattress. Make |[to the other side. If caref
mitered corner. attention is given to unnecess

motion and energy there may
be much difference.

13. | Grasping bottom sheet w| By keeping your feet slight
both hands, tuck under mattr{ separated and your back straif
alongsde of bed, tightenin you will reduce strain.
and smoothing it, as you Mo
from head to foot of bed.

14. | Pull rubber draw sheet (When holding the sheet w
center of bed) toward you a palms downward, the stro
smooth it out. Grasith bothh muscles of the shoulders and a
hands, holding paln| are used. Keep one foot in fr¢
downward on level wit| and rock backwardn the other, &
mattress; tighten the sheet ¢ you tighten the sheet.
tuck under side of mattress.

15. | Pull the cotton draw she
toward you and smooth it
place over the rubber she
Grasp it with both hands a
tuck under side of mattress
the manner described above
Now you are ready to make the top part ohe bed:

16. | Continue on same side of b| If wrong side of them is up, wh

Place the folded top sheet
near side of bed and unfold it
the manner described earl
Arrange it this way:

(a) with upper edge of she
even with head of mattress.

the top edge of the sheet is tur
down over the edge of bedspre
the right side of hem will show.
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(b) with center of sheet straig
and at the center of bed.

ht

17.

Tuck sheet (and blanket if us
under foot of mattress and ma
a corner.
Tuck under mattress at corr
but DO NOT tuck in along th
side of the bed. Allow it to har
free

ed)
ke

er
e

19

18.

Place folded spread on bed
unfold it as described earlier:

The upper edge is even w
head of mattress.

It is centered and hangs ever
covering the sheet and blan
completely.

and

ly,
ket

19.

Tuck bedspread under |
mattress at foot of bed. Make
corner on near side, but do
tuck the finished corner und
mattress.

ABow the top covers to hang free
sale of bed.

not

er

20.

Go to opposite side of bed &
repeat steps to complete mak
the bed.

and
ng

21.

Rest the pillow on foot of b¢

way: and grasp the inside se
at end of case.

(@) Slip your hand insid

pillowcase and grasp the insi
seam at end of case.

(b)  Still holding the insidg¢
seam, place this same hand @

pillowcase

and draw on pillowcase - in thngider than the pillow, tuck th

the end of pillow and pull on

#tl the pillowcase is considerab

BRcess material into a smooth f
on one side, making the case
well over the pillow. Keep this tug
@ place when placing on bed.

D

ver

at

ly
e

Dld
fit
k
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(€)

corners of pillow.

Fit corners of case over

22. |Place the pillow(s) flat on the
bed

23. |If you wish to "open" this be@@pening the bed, that is, turning 1
here is one of various waysidbvers down, makes it look ma
might be done: inviting to the patient sitting for

time in a chair. If your patient h

With both hands grasp the upjgzme to a treatment room or X-n
edge of the top covers; carefuDepartment, it will be easier
bring your arms toward foot @fssist him back in bed.
bed, until the upper edge of cuff
is at the foot of the bed.
With hands still in place, bring
the cuff up to the fold halfway
up the bed. Straighten and
smooth the cuff.

24. |If you wish a "closed" bed forTdne steps of this procedure le

patient not yet admitted, t
upper edge of bedspread is
even with the head of mattres

ell to
efechanics.

learning good bod
There

which will help you do job in les
time and with much less effort.
Try it.

Making the Occupied bed Points to Keep in Mind

1.

209

Making the bed with a patient in it is necessarewlhe patient

is too ill or disabled to be out
not accomplished skillfully,

of bed. It is adpprocedure and if
can be an extremelyhaxsting

he
re
a

AS

ay

o

nd
y

is a certain
ghythm that can be developed
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It is therefore a tinteen individual
save time and to lelssezxertion of

the patient. And it calls for skills in handlingalastep smoothly
and avoiding irritations, such as bumping and fgrthe bed.

It iIs also a time to observe

the patient and t@ diim chance to

talk about anything on his mind. This may be dogdisiening,
not talking about your own problems and experiences

If this procedure follows the

patient's bath in bibe first steps as

given here will have already been accomplished.ifigiance, all
the top linen would have been removed and the matievered
with a bath blanket. However, to give a completecdetion here,

this procedure starts with al

Equipments Needed

| bed linens in place.

he

yill

at
ed
nt,

er

1. 2 large sheets, or as many as policy calls for
2. Cotton draw sheet; if used, top sheet is now usedrbw sheet
3. Bedspread
4. Pillowcase for each pillow
5. Bath blanket.
Important Steps Reasons for Action
1. Wash your hands befarég this procedure follows the
selecting linens. Takepatient's bath, start with step 5 and
everything needed to patientlsosen all the lower sheets. T
unit and stack items on chareason is that the clean linen v
in order of use. already be stacked on chair
bedside. If top covers are remov
and bath blanket is on the patie
move on to step 10.
2. Provide for privacy by
placing screen or pulling
curtain.
3. Adjust the bed to level
position and lock the wheels.
Remove all but one pillow
from wunder the patients
head.
4. See that laundry bag is in a
place Close-by.
5. Loosen all bottom sheets @fou will be delayed later if shee
around the bed. are still tucked securely und
mattress.
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6. Remove  bedspread by
grasping it at top edge and
folding it to foot of bed. If it
Is not to be used again, fald
and bunch it and drop |n
laundry hamper.

7. Place the folded bath blankét patient is not familiar with this
on near side of bed andtep for removing sheet, tell him
unfold it over top sheet |fwhat you will do, so that he can pe
patient is not too ill, ask himsure that he will not be exposed.
to hold the top edge of bath
blanket.

8. Slip hands under side |of
blanket and grasp upper edge
of sheet and pull it from
under the blanket to the foot
of bed.

9. Bring the top and bottom Shaking and
hems together and fold the flapping linens
sheet on lower part of bedespecially used linen) stirs up dust
without shaking it out. and lint which carry disease causing

organisms into the air.

10. | Place folded top sheet [ohhis top sheet will be used again as
back of chair. a bottom sheet or to cover rubbet

draw sheet.

11. | Go to other side of bed andl is much easier to remove sheets
help patient move towardand replace them if there are |no
you, then turn him topillows onthe sheets. However, ane
sidelying position, facingpillow can be managed, if patient is
you. uncomfortable without it.

Position him in good
alignment without pillow, if

this is not too uncomfortable
for him.

12. | Raise the side rail on that sjdepatient is turned away from you to
of bed before returning tdis side, he may just keep on turnjng
your original position. and fall out of bed. There is real

danger of this.

13. | Fold the near half of used

cotton draw sheet clos
against the patient's back.

5€
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14.

Fanfold the rubber draw sheg&hese sheets are folded separate
smoothly to the back ofBecause each will be removed |3

patient.

2|y
iter

(except the rubber draw sheet) one

at a time.

15.

Fanfold the entire length

sheet under the one before|

of
the used bottom sheet to the
center of bed and close to the
patient's back. Tuck each

16.

Place the folded clean bottom

sheet on the near side of b

and unfold it length-wise in

this manner:

(& With
straight with
it.

(b)

at head of mattress.

(c) With bottom hem
even with foot of mattress.

(d) Fanfold far half of
sheet carefully to patient
back.

center fold
mattress wit

Allow 15 to 18 inchesslightly flexed and

ed

H-ace the direction of your work a
move Keep back straight but n
rigid; bend at hips. Knees should
feet apa3
throughout action.

This sheet will be placed under t
patient later. Do not wrinkle or pu
it out of shape.
S

17.

Lift corner of mattress wit

one hand as you tuck sheet
under head of mattress with

h

ot
be

he
Il

the other hand.

18.

Make a mitered corner
head of mattress.

at

19.

Tuck sheet smoothly unc

from head to foot.

er
mattress alongside of bed

20.

Locate the free end of the
rubber sheet near patient and

pull it toward you, withouf
disturbing the folded bottom
Sheet.
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21. | Straighten the rubber shebtake sure that rubber sheet will
in place and tuck it undenever be next to patient's skin,
mattress at side of bed. | because it will be irritating. Allow the

cotton draw sheet to overlap the
rubber sheet by two or three inches at
upper and lower edges.

22. | Place the used top sheet
(folded once crosswise) over
the rubber draw sheet and
completely cover it. Fold far
half of sheet next to patient's
back. Tuck hanging part
under mattress, and make
sure both rubber sheet and
draw sheet are smooth.

23. | Letthe patient know that it|is
time for him to roll back
toward you and that he is to
roll over the folded sheets
which are at the center
the bed.

24. | First, cradle the patient's fe@try to keep the patient's body in|as
and lower legs in your armgjood ' alignment as possible. It will
and move towards you ovene much - less strain on him. Also, it
the "bump" of folded linewill cause you less strain and fatigue,
(Keep edges of the batif you keep your back straight your
blanket folded up on the&knees slightly flexed. Keep one fogt a
patient so it will be out of thdittle in front of the other. This allows
way of patient's movementgou to use the long strong thigh
and your action). muscles rather than the small muscles

of the back.

25. | Next, give patient the
assistance he needs to mpve
his hips and shoulders as|he
rolls toward you to his side.

26. | Reach over the patient artlpatient has a drainage tube of any
push folded sheets away frorkind, see that there is enough slack
patient's back toward the fan tube for turning.
side of bed.

27. | Raise the side guard on yolulse these side guards if available
side, then go the other side| tlecause the patient may misjudge
bed. the width of bed and move to near

edge.
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28.

Lower side guard. Startinglold linens away from uniform ar

with soiled bottom sheet, fo

and bunch it as you remove it

from the bed.

arop in laundry hamper.

d

de
Ace

ng
g
ed
up

evenly on both sides.

29. | Remove and discard cottdh patient is becomin
draw sheet in the samancomfortable Without a pillow
manner. reach for the one you put as

earlier change pillowcase and ple
under patient's head.

30. | Pull clean bottom sheet |in
place; tuck under mattress|at
head of bed; make mitered
corner and tuck under
mattress alongside of bed.

31. | Pull both draw sheets toward
you and straighten them.

Tuck free end of rubber drgw
sheet under mattress, keepjing
it smooth and tight.

32. | Straighten clean cotton draWwhere is no reason to overdo
sheet. Grasping and pullinglatigging in place over rubber she
this step. it with both handsf you lift the draw sheet up high
(palms down), hold it at levethan mattress level, you may ca
with mattress. Pull it tightly,the patient to roll out of bed. Ti
but without lifting it up, and cause and effect of this is someth|
tuck under side of mattress| like using crowbar to pry up a hea

object.

33. | Place clean top sheet on near
side of bed and unfold it on
blanket top of bath blanket

34. | Have patient hold upper edgkhis is done to prevent exposi
of sheet while you fold battpatient. At the same time, foldir
blanket to foot of bed andhe blanket toward the foot of b
remove it. under the top sheet does not stir

dust.

35. | Arrange top sheet to extend
high enough to cover patient's
shoulders; leave excess |at
foot of bed; see that it hangs
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36. | Before tucking sheet (anpdight top covers not only are
blanket, if used) under foot ptincomfortable for patient's feet hut
mattress, make a toe pleat toay cause a serious condition. If the
allow room for patient's fegtfeet are restrained in a forward
When blanket is used, makposition over a period of time, the
the pleat in sheet and blanketuscles of the soles of the feet are
together. The toe pleat mayweakened. Thls results in a seripus
be made in this way. deformity called drop foot.

Note: The other types of bed making will be discussedame other
units.

(B) Personal Hygiene Practices

Maintenance of personal hygiene is necessary forfad, safety and
well-being. Hygiene refers to practices that prasmbealth through
personally cleanliness and it is fostered througfiviiies like bathing,
tooth brushing, cleaning and maintaining fingesahd toenails, and
shampooing and grooming hair. Many people shed theiries along
with the day’s accumulation of dirt by taking batisshowers. Man
considers important to his well-being not only mayhis skin cleaned but
also being well-groomed — wearing decent clotheth wails cut and
clean, and feet well shod. When clean and atir@gtdressed, a person
often gains confidence and can face difficulty vatfuanimity.

Cleanliness and good grooming are even more imgiinallness than
in health. Many a nurse has had experience omhgeai sick and
uncomfortable patient drop off into a restful sledfer taking his bath
and having his bed changed. Oral care to reliéterfaistasteful taste
and a general dryness of the mouth which is ofsmo@ated with ill
health; and hair care to bring refreshing feelingall essential adjuncts
of care. But when these factors are left unatténtte patient looks and
feels more miserable than his state of health wgsra

Healthy individuals are capable of meeting theigiayie. Sick people

are however incapacitated by their ill health asdsach require the
nurses’ assistance to meet all their hygiene ndéduwsonus therefore lies
on the nurses to assess the person’s ability ttonperself-care, plan

necessary intervention to meet any deficit anduatalthe effectiveness
of the care.

Hygiene practices and needs may differ accordinggde, inherited
characteristics of the skin and hair, cultural ealand of course health
problems. Whatever, the point to be made is thast hygiene practices
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are based or maintaining or restoring healthy ¢jaalof the integument
system.

Care of the Skin

In view of the enormous functions of the skin,sitjuist rational for the
skin to be kept healthy. One of the principal way®nsure this is by
bathing. Bathing is the medium and method of cleansing the body.
Although its primarily objective is restoring cldauess, it confers other
benefits on the body. Such include:

1. Keeps the body clean of accumulated dirt, perspimasecretions,
microorganism and debris, which can clog the gkines, and
thereby reduce irritation and soreness. Removiigse
accumulations, which can act as culture medigp&bihogens also
aids in preventing infection and preserving thelttg, unbroken
condition of the skin?

Provides comfort and relaxation to a tired, restjestient.
Stimulates circulation, both systematically ancalbc

Promotes muscle tone by active and or passive isgerc
Enhances elimination of wastes from the skin

Reduces, if not totally eliminate unpleasant bodguo.

Prevents lung congestion by stimulating respiratibnough
change of position

Improve the patient’s self-esteem (self-image) ulgioimproved
appearance, which lead to increased interactitim ethers.

NogaRwWN

o

Types

The different kinds of bathing that people undestakn be subsumed
into two major groups:

. Cleansing Bath:- Tub bath or showers
- Partial bath - Complete bed bath

. Therapeutic Bath: - Sitz bath

- Emollient bath or medicated bath

Cleansing Bath: The Objectives of cleansing bath are to:

. promote hygiene and comfort for the patient

. observed the patient’s skin condition

. assess the patient’s range of motion.

. encourage the patient to be as independent adfmsesi allowed
. assess the patient’s physical and mental status

. establish a communication pattern between patiethtnairse that

promotes health teaching and expression of pat@mterns.
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Equipments: - Buckets; Sponge/body flannel; Soap in soalp; @snall

bowl; Towel; Body lotions; Pyjamas.
Procedure

Actions Rationale
(@) Assessment

* Check nursing care plan f
hygiene directives.

oEnsures continuity of care.

» Assess the patient's level
consciousness, orientation,
strength, and mobility

dProvides data for evaluating t
patient’s ability to carry out hygier
practices independently.

» Check for gauze dressings, plas

Contraindicates taking a tub bath

cast, or electrical or batteryshower.
operated equipment
* Determine if and when arn Aids time management

laboratory or diagnostic procedu
are scheduled

Check the occupancy a
cleanliness of the tub or shower

Helps in organising the plan f
care.

(b) Planning

* Clean tub or shower if it appears
need it

Reduces the potential for spread
microorganisms.

* Consult with patient about
convenient time for tending
hygiene needs.

Facilitate cooperation between {
patient and nurse.

» Assemble supplies, floor mg
towels, face cloth, soap, cle
pyjamas or gowns

Demonstrate organisation and ti
management.

(c) Implementation

 Escort the patient to the shower

Show concerthi® patient’s

or bathroom

safety

» Demonstrate how to operate wakersures the patient's safety

faucet and drain

A

[

comfort.

 If the patient cannot operate tBemonstrate

water faucet, fill the tu
approximately half full with wate
between 10%-11CF (4043C) or
adjust the shower to a simi

concern  fdme
patient’s safety and comfo

r

ar

temperature.
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» Place a DO NOT DISTURB or |
USE Sign on the outer door.

Ensures privacy

» Help the patient into the tub
assistance is needed; this may
done by:

Reduces the risk of falling.
be

placing a chair next to the ti
having the patient swing his/her f¢
over the edge of the tub

leaning forward, grabbing a supp
bar and raising the buttocks
body until they can be lowers
within the tub.

Pa

d

et

ort
\nd
od

within the tub or shower, if th
patient will have difficulty existin
from the tub or may become we
while bathing.

» Have patient sit on a stool or sgatsures safety.

e

ak

» Show the patient how to summ
help.

Bnomotes safety.

» Stay close at hand.

Ensure proximity in case there ig
need to assist the patient.

*» Check the patient at freque
intervals by knocking at the door
waiting for a response.

Bhows respect for privacy
&boncerns for safety.

» Escort the patient back to his/i

ipemonstrates concern for safety

independently, signature, title.

room on completion of the bath |\aelfare.

shower.

» Clean the tub or shower witReduces the spread of

antiseptic/antibacterial agent %mﬂcroorganism and demonstrate

dispose off the soiled linen in [t®nscientious concern

designated location. for the person who wi
use the tub shower or.

* Remove the IN-USE sign from tlhedicates that the bathing room

door. unoccupied.

(d) Evaluation

Patient is clean; Patient remains

uninjured.

(e) Document: Sample documentation: Date and time, Tub bath taken

Source Berman, et al., (2016)Study Guide for Kozier & Erb's
Fundamentals of Nursing: Concepts, Process, andtR@a.
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Partial Bath

A daily bath or shower is not always necessarye dlder adults who do
not perspire as much as younger adults and wheorares to dry skin,
frequent washing with soap may further depletedihéom their skin.
Therefore, there may be certain instances whemapagthing may be
appropriate.

A partial bath consists of washing those areashef iody that are
subjected to the greatest soiling or source of lmtbur such as the face,
hands, and axillae. Partial bathing may be dorsesatk or with a basin
at the bedside. There may also be situations iclwjuist the perineum,
the areas around the genitals and rectum are balteslis often referred
to as perineal care.

Perineal Care Indications

. Following a vaginal delivery or gynecologic or r@csurgery, so
that the impaired skin is kept as clean as possible
. Whenever male or female patients have bloody dgana

(urine/stool); blood is a good medium for growtld aevelopment
of microbes, therefore its removal through perirezak reduces
risk of infection.

Principles Guiding Perineal Care

1. Prevents direct contact between the nurse anddbet®n or
excretion that may be present.
2. Cleanse in such a manner as to remove secretiaghex@netions

from less soiled to more soiled areas.
The Sitz Bath

A major component of perineal care is the sitz bHtls the immersion
of buttocks, thighs, and lower trunk in water deeperature from 120
to 11%F. The sitz bath may be given in a regular bathfilled
approximately one third full. There are howevercspéy designed sitz
tubs that allow the patient to sit comfortably whips and buttocks
immersed in water. A portable sitz basin is alsal$® available for use
in commodes, chairs or even in bed. If nothing esavailable, a large
basin could be used. It is important to point owfrehthat; local
vasodilatation of the lower extremities may drawdd away from the
perineal area when the feet and the legs are coehpienmersed in the
water as in a bathtub. Therefore, wherever feasib&efeet and the legs
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should not be immersed in the water. As such sgadipatient in a basin
is more desirable than sitting him in a bathtub.

SELF-ASSESSMENT EXERCISE

Quickly recap the indications for perineal care.

Indication

. The sitz bath is used to relieve discomfort, cotigas or
inflammation in the pelvic and rectal regions.

. Promotes phagocytosis through increased peripkasaldilation.

. Stimulate formation of new tissue through increasledd supply.

. Promote relaxation of local muscles.

. Provide for cleanliness.

Equipment — Sitz tub or bathtub, Bath thermometer, Water ofdatkd
temperature, Rubber or plastic ring, Bath blankeatd towel, Straight
chair or bath stool.

Procedure
Suggested Action | Reason for Action
(@) Assessment
* Pull the privacy curtain. Demonstrate respect for modesty.
* Inspect the genital and rectal areBsovides data for determining
of the patient. perineal care is necessary.
(b)  Planning
* Explain the procedure to th Reduce anxiety and
patient. promote
cooperation
* Wash your hands. Reduces spread of microongenis
» Gather equipment. Demonstrate organisation and ti
management.
* Place the patient in dorg Provides access to the perineum.
recumbent position and cover
with a bath blanket.
» With gloved hands remove soil{ Soiled dressing is contaminated
dressings and disposed off prope
» Consult the patient's folder fpEngenders accuracy and enhar
prescribed water temperature. | maximal Benefits from treatment.
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Implementation

» Check the temperature of the wg
with your bath thermometer as v,
fill the tub scalding.

Facilitates bath and prevent poss
one-third full with warm water.

 Place the bath stool or the strai
chair next to the bathtub and co
the seat with one of the bath tow
you have obtained.

Ensures safety.

* Assist the patient in removing
bathrobe and have him sit on 1
bath towel.

Promotes safety.

 Take the bath blanket and drap
around vasoconstriction.

Helps in avoiding chilling whic
may cause the patient. Pin the ¢
together at the back.

* If indicated, place rubber ring
bathtub.

Sitting the patient on rubber ring w
relieve Pressure and discomfort if
has rectal or Perineal sutures or p

* Help the patient get into the tu
Take the towel the patient w
sitting on and place it under |
buttocks.

Reduces the risk of falling at
sustaining injury.

» Check the water temperature fre
time to time and add warm water
required.

Fluctuations in water temperaty
can cause cardiovascular stress.

» After the prescribed time fq
treatment has elapsed, usually 2
30 minutes, help the patient out
the bath tub.

pMaximum benefit is obtained with
(ke first 20 minutes. Prolonging t
@rocedure tires

the patient a
increases chances of cardio-vasc
stress.

he

ula

* If necessary or requested by
patient, help him to dry himself a
put on a clean gown.

Demonstrate concern for welfare.

* Help the patient to return to be
See that the bed is dry and wa
Arrange the bedding for patien
comfort.

I's

Promotes comfort.

* Return to bathroom.

Wash the tub, disinfect Reduces
spread of microorganism it,

necessary.
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* Return to bathroom. Wash the t| Reduces the spread of
disinfect it, if necessary. Place ug microorganism and demonstrate
towels/washcloths in the hamp| conscientious concern fdhe nexi
Treat rubber rings as instructed ¢ person who will use the tub.
return it to designated storage.

(d) Evaluation

* Note and document the patient’s total reaction blelp monitoring
patient’s response to treatment, including the wobtd skin, therapy. The
write-up serves as a vehicle pulse and respiratioraddition, note th
communication with other team members. Lengthroétin bath.

D

Source: Donahue, M. P. (2011Nursing, the finest art: An illustrated
history

4.0 CONCLUSION

Provision of comfort and safety no doubt stands asitone of the
nonnegotiable requirements for successful recuperand rehabilitation
of our clients. To say it is vital to good nursiogre is to put it mildly.
This explains why the unit has taken time to exansiteps that could be
taken to reduce threats to patients’ life and dised a few comfort
measures commonly employed by nurses. You may agkiew? Well,
that is what the scope of this unit can convenyemttcommodate.
Besides, the issue of comfort and safety is anioggbing, so it is going
to be a recurring theme throughout your trainind beyond.

5.0 SUMMARY

The need for safety and comfort in the health a@ttings cannot be
overemphasised. Hence the unit opens with a discuss the general
safety rules and practices in the health carenggttit particularly
examined the role of the nurse clinician in movamgl handling patients
and the guiding principles thereof. The role of these in infection
control was equally examined. Last but not thetleth®e unit takes a
detailed look at a few of the comfort measuresenity being employed
in our hospitals. However, like we did note, thare one thousand and
one thing that could be done to ensure patient cdrahd it is a dynamic
issue as it differ from patient to patient and des as the patient’s
condition changes. So, the list is inexhaustiblee Tew examples given
here definitely would have help us to appreciate Far these seemingly
simple measures can go in alleviating the varyiagrée of discomfort
experienced by our clients.
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6.0 TUTOR-MARKED ASSIGNMENT

Describe the different comfort measures employgzhirent’s care in the
hospital and explain their underlying principles.
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