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		VII Glossary

								

	
				Axillary temperature: Temperature taken in the armpit using the same device as when taking an oral temperature. It can be as much as one degree lower than the oral temperature.
 Blood pressure: The force of blood against the walls of the arteries as the heart pumps blood through the body reported in millimeters of mercury (mmHg). It is expressed as two numbers: systolic pressure and diastolic pressure.
 Body mass index (BMI): A calculated measure of body fat based on a person’s height and weight.
 Charting by exception (CBE): A common type of health care documentation where routine care is provided and notes are only written for abnormal findings or anything out of the ordinary. It is designed to keep documentation concise and reduce the amount of time required for documentation.
 Daily weights: Client weight taken at the same time every day, on the same scale, in similar clothing, and before any food or fluids are consumed.
 Diastole: The phase between each contraction of the heart when the ventricles are filling with blood.
 Diastolic blood pressure: Resting pressure within the arteries during diastole.
 Hypertension (HTN): Elevated blood pressure.
 Hypotension: Low blood pressure.
 Insensible losses: Fluid loss that cannot be measured, such as fluids lost through the respiratory system, sweat, and stool.
 Intake and output (I&O): Fluid intake and output measured and documented every shift.
 Oral temperature: Temperature taken in the mouth under the tongue.
 Output: Fluids that leave the body, including urine output that is measured.
 Oxygen saturation (SpO2): Oxygenation status by a pulse oximeter based on how much of hemoglobin in red blood cells is “saturated” with oxygen.
 Pulse: The pressure wave that expands and recoils arteries when the left ventricle of the heart contracts. It can be palpated at many points throughout the body.
 Rectal temperature: Temperature taken in the rectum. It provides the most accurate temperature measurement but is considered an invasive procedure.
 Respirations: The movement of air into and out of the lungs. Inspiration refers to the process causing air to enter the lungs, and expiration refers to the process causing air to leave the lungs.
 Respiratory distress: Problems breathing.
 Systole: The phase of the heartbeat when the ventricles contract, causing the ejection of blood into the aorta and pulmonary arteries.
 Systolic blood pressure: The maximum pressure within the arteries during systole.
 Temporal temperature: Temperature taken by using a device placed on the forehead that measures the heat on the surface of the skin resulting from blood moving through the temporal artery in the forehead.
 Tripod position: A position that people experiencing respiratory distress naturally assume by leaning forward and placing their arms or elbows on their knees or on a bedside table to help improve lung expansion.
 Tympanic temperature: Temperature taken using a device placed in the ear. It is more accurate than oral or axillary measurement because the tympanic membrane in the ear shares the same artery that perfuses the hypothalamus (the part of the brain that regulates the body’s temperature).
 Vital signs: Vital signs include temperature recorded in Celsius or Fahrenheit, pulse, respiratory rate, blood pressure, and oxygen saturation using a pulse oximeter.
 
	

			
			


		
	
		
			
	
		

		10.3 Caring for Clients With Developmental Disorders

								

	
				Developmental disorders, also referred to as “intellectual disabilities,” are caused by impairments in the brain or central nervous system. These impairments result from problems that occurred during fetal development or injuries sustained during birth or early infancy, such as cerebral palsy and autism. Other disorders, such as Down syndrome, have a genetic cause.[1]
 These impairments can impact mobility, problem-solving, planning, abstract thinking, judgment, academic learning, and learning from experience. Individuals with developmental disorders often function at a lower developmental stage than the average person of the same chronological age.[2]
 Refer to the Chapter 1.4, “Human Needs and Developmental Stages” section to review “Erikson’s Stages of Development” and what is expected at each stage.
 Intellectual disabilities are diagnosed by health care providers based on two major criteria[3]:
 	The ability to learn, think, solve problems, and make sense of the world, referred to as intellectual functioning or Intelligence Quotient (IQ).
 	The skills and abilities to live independently, referred to as adaptive behavior or adaptive functioning.
 
 Intellectual functioning is typically measured by a standardized IQ test. The average score of an IQ test is 100. People scoring below 70 to 75 are thought to have an intellectual disability.
 To measure adaptive behavior, professionals look at what an individual can do in comparison to other individuals their age. Skills important for adaptive behavior include the following[4]:
 	Daily living skills, such as getting dressed, going to the bathroom, and feeding oneself
 	Communication skills, such as understanding what is said and being able to answer
 	Social skills with peers, family members, adults, and others
 
 Adaptive behavior is much more about how a person manages in daily life and their ability to do the things that are expected of their age within their culture. Without ongoing support, deficits in adaptive behavior limit an individual’s functioning in many areas such as communication, social participation, and independent living at home, school, work, or in the community. A person without adequate adaptive behaviors requires caregivers and other types of resources depending on their level of impairment. As a nursing assistant, you may be providing most of their needed support.
 Levels of severity of intellectual disability and associated care needs can be categorized into mild, moderate, severe, and profound. It is important for nursing assistants to know what can be expected and how to care for individuals with these levels of disabilities[5]:
 	Mild Intellectual Disabilities: In very young children with mild intellectual disabilities, there may be no obvious problems, but as they enter school, they often demonstrate difficulties in academic skills. As they become adults, abstract thinking and short-term memory are reduced, and communication is more immature than expected for their age. They may have difficulties regulating their emotions or have impaired social judgment, which puts them at risk of being manipulated by others. The individual may be independent with their activities of daily living (ADLs) and personal hygiene needs but requires support with shopping, cooking, housekeeping, and managing money. They may require assistance in finding appropriate leisure activities, as well as making health care decisions and legal decisions. Individuals with mild disabilities may be employed in jobs that don’t require much decision-making.[6]
 	Moderate Intellectual Disabilities: The conceptual skills of individuals with moderate intellectual disability can be observed because they are behind in development compared to their peers. For school-aged children, their academic achievement is limited, and their learning progress is slow in all areas compared to their peers. As they become adults, their academic skills typically remain at a primary school level. They rely on spoken words for communication and are often unable to understand written instructions. They develop personal relationships, although they may not perceive or interpret social cues accurately. Social judgment and decision-making abilities are limited, and appointed caregivers must assist them with important life decisions. An individual with moderate intellectual disabilities can achieve most of their ADLs if given appropriate time, verbal cues, and supervision to ensure they complete all personal hygiene needs. Similar guidance is needed for other household and life skills. Employment requires considerable support from coworkers and supervisors. Disruptive behaviors may be present that cause socialization problems.[7]
 	Severe Intellectual Disabilities: Individuals with severe intellectual disabilities typically have little understanding of written language or concepts involving numbers, quantities, time, and money. Caregivers must plan extensive support for problem-solving throughout the individual’s life because they are unable to make decisions regarding their well-being. Spoken language is limited in vocabulary and may be single words or phrases possibly supplemented by gestures, signs, or pictures. Communication tends to be focused on the here and now within everyday events. Relationships with family members, friends, and familiar others (like caregivers) are a great source of pleasure and help. Individuals require support for all ADLs and supervision at all times. Some individuals may demonstrate disruptive behaviors that are challenging for family members to manage.[8]
 	Profound Intellectual Disabilities: Individuals with profound intellectual disabilities have very limited conceptual skills and at best can understand concrete objects but not symbols such as pictures or words. They can learn skills such as matching and sorting based on physical characteristics and may use objects for specific purposes such as self-care and recreation. They may understand some simple instructions with gestures and often express their desires and emotions through nonverbal, nonsymbolic communication. They enjoy relationships with well-known family members, caregivers, and familiar others and can initiate and respond to social interactions through gestural and emotional cues. However, sensory and physical impairments limit the amount and quality of social interaction, so extensive support may be required to ensure that social interaction occurs. They are dependent on others for all aspects of their care, health, and safety. If there are no physical impairments, they can assist with simple chores around the home such as putting dishes away. With support, it is possible to engage them in vocational tasks that depend on simple actions with objects. Recreational activities may involve listening to music, watching movies, going for walks, or water activities, all with the support of others. Without support, they often spend a lot of time just watching others. They may demonstrate disruptive behaviors.[9]
 
 Individuals with developmental disabilities generally have few physical limitations. The majority of their care needs are based on supervised decision-making and ensuring safety needs are met. Because these impairments begin at a young age, caregivers must provide opportunities for individuals with developmental disabilities to be as independent as possible and integrated into everyday life. This philosophy is reflected in the legislative acts previously discussed in the “History of Care for Individuals With Mental Health Disorders and Developmental Disorders” section, with individuals having developmental disorders placed in small, community-based group homes if their care is unable to be managed by family members in their homes.
 Down Syndrome
 Nursing assistants may help support individuals with a common developmental disorder called Down syndrome. People with Down syndrome typically experience mild to moderate severity levels of intellectual disability with associated adaptive behaviors regarding daily life activities as previously described. Individuals with Down syndrome also have common physical characteristics based on its genetic cause related to an excess 21st chromosome.
 Chromosomes can be thought of as small packages of genes in the body that determine how a baby forms as it develops during pregnancy and functions after birth. Typically, a baby is born with 46 chromosomes. However, babies with Down syndrome have an extra copy of Chromosome 21. The medical term for having an extra copy of a chromosome is trisomy, so Down syndrome is also referred to as “Trisomy 21.” This extra 21st chromosome causes common physical features for individuals with Down syndrome as seen in Figures 10.3[10] and 10.4.[11]
 [image: Illustrations showing Infant With Down Syndrome]Figure 10.3 Infant With Down Syndrome  
 [image: Photos of a School-Aged Child With Down Syndrome]Figure 10.4 School-Aged Child With Down Syndrome Common physical features of individuals with Down syndrome include the following[12]:
 	A flattened face, especially the bridge of the nose
 	Almond-shaped eyes that slant up
 	A short neck
 	Small ears
 	A tongue that tends to stick out of the mouth
 	Tiny white spots on the iris (colored part) of the eye
 	Small hands and feet
 	A single line across the palm of the hand (palmar crease)
 	Small fifth fingers that sometimes curve toward the thumb
 	Poor muscle tone or loose joints
 	Shorter height as children and adults
 
 Most people with Down syndrome have common facial features but no other major birth defects. However, some people with Down syndrome have other major birth defects and an increased risk of medical problems such as heart or thyroid disease. Common health problems associated with Down syndrome are as follows[13]:
 	Hearing loss
 	Obstructive sleep apnea (breathing temporarily stops while asleep)
 	Ear infections
 	Eye diseases
 	Heart defects present at birth
 
 Individuals with Down syndrome typically enjoy socialization and being part of a group, and finding ways to give them recognition for their achievements is important. For example, during school years, activities like helping with athletic teams are often enjoyable. After high school, employment provides feelings of self-esteem and achievement. Because these individuals thrive on encouragement, allowing them the opportunity to be as independent as possible and achieve their personal goals greatly increases their quality of life. Independence can range from completing ADLs independently, completing school coursework, or gaining skills from a job.
 Autism Spectrum Disorders (ASD)
 Nursing assistants may help care for individuals with an autism spectrum disorder (ASD). As the word spectrum infers, there is a wide range of potential behavioral patterns associated with autism. In contrast with other developmental disorders, individuals with autism can be extremely intelligent. Autism causes individuals to process environmental stimuli and social interactions in a different way. Sensory stimulation such as lights, sounds, odors, or crowds can cause individuals with ASD to fidget, call out, or repeat movements that can be perceived by others as outside the social norm. The media often portrays individuals with autism as having altered social awareness or the inability to show emotion or empathy. Actual behaviors associated with ASD are outlined in the following subsections.
 Social Communication
 Individuals with autism often have altered social communication with others that becomes apparent early in childhood. Infants with ASD show less attention to social stimuli, smile and look at others less frequently, and have a decreased response to their name. Toddlers with ASD may demonstrate less eye contact and taking turns with others and may not have the ability to use simple movements to express themselves. Individuals with severe forms of ASD do not develop enough speech ability to meet their daily communication needs with others.[14]
 Restricted and Repetitive Behaviors
 Children with ASD may exhibit repetitive or restricted behaviors, including the following[15]:
 	Stereotypic: Repetitive movements, such as hand flapping, head rolling, or body rocking.
 	Compulsive behavior: Repetitive acts characterized by the feeling that one “has to” perform them, such as arranging objects in stacks or parallel lines.
 	Resistance to change: Preference for an unvarying pattern of daily activities, such as insisting that the furniture not be moved.
 	Restricted behavior: Limited focus, interest, or activities, such as preoccupation with a single television program, toy, or game.
 	Self-injury: Movements that can cause the person to hurt themselves, such as eye poking, skin picking, hand biting, and head banging.
 
 Figure 10.5[16] further explains three functional levels of ASD from the perspective of someone with autism.
 [image: Infographic outlining Three Functional Levels of Autism]Figure 10.5 Three Functional Levels of Autism View the following YouTube video to learn more about how individuals with autism experience daily life:[17]: What It’s Really Like to Have Autism | Ethan Lisi.
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		4.4 Precautions Used to Prevent the Spread of Infection

								

	
				Health care agencies use several methods to prevent the spread of infection: standard precautions and transmission-based precautions.
 Standard Precautions
 Standard precautions are used by health care workers during client care when contact or potential contact with blood or body fluids may occur. Standard precautions should also be used when assisting a client with activities of daily living (ADLs) and using water, soap, or lotion. Standard precautions are based on the principle that all blood, body fluids (except sweat), nonintact skin, and mucous membranes may contain transmissible infectious agents. These precautions reduce the risk of exposure for the health care worker and protect patients from potential transmission of infectious organisms.[1]
 According to the Centers for Disease Control and Prevention (CDC), standard precautions include the following[2]:
 	Using proper hand hygiene at the appropriate times
 	Using personal protective equipment (e.g., gloves, gowns, masks, eyewear) whenever exposure to infectious agents may occur
 	Implementing respiratory hygiene for staff, patients, and visitors
 	Proper cleaning and sanitizing of the environment, equipment, and devices
 	Handling laundry safely
 	Using transmission-based precautions when indicated
 
 Hand Hygiene
 The easiest and most effective way to break the chain of infection is by using proper hand hygiene at appropriate times during patient care. Knowing when to wash your hands, how to properly wash your hands, and when to use soap and water or hand sanitizer are vital for reducing the spread of infection and keeping yourself healthy. Hand hygiene is the process of removing, killing, or destroying microorganisms or visible contaminants from the hands. There are two hand-hygiene techniques: handwashing with soap and water and the use of alcohol-based hand rub (ABHR), also referred to as hand hygiene gel or hand sanitizer.[3]
 Health care providers’ hands are the most common mode of transmission of microorganisms. As a nursing assistant, your hands will touch many people and objects when providing care. When you touch a client, their personal items, medical equipment, or their surrounding environment, you can indirectly transmit microorganisms to the client, another client, yourself, equipment, or a new environment. Microorganisms can easily be transferred from your hands to others or objects in the health care setting if proper hand hygiene practices are not followed. Consistent and effective hand hygiene is vital for breaking the chain of transmission.[4]
 It is essential for all health care workers to use proper hand hygiene during specific moments of patient care[5]:
 	Immediately before touching a patient
 	Before performing an aseptic task, such as emptying urine from a Foley catheter bag
 	Before moving from a soiled body site to a clean body site
 	After touching a patient or their immediate environment
 	After contact with blood, body fluids, or contaminated surfaces (with or without gloves)
 	Immediately after glove removal
 
 See Figure 4.4[6] for an illustration of the five moments of hand hygiene.
 [image: Illustration showing moments of hand hygiene during patient care]Figure 4.4 Moments of Hand Hygiene Hand hygiene also includes health care workers keeping their nails short with tips less than 0.5 inches and no nail polish. Nails should be natural, and artificial nails or tips should not be worn. Artificial nails and chipped nail polish have been associated with a higher level of pathogens carried on the hands of health care workers despite using proper hand hygiene.[7]
 Review the Moments of Hand Hygiene by clicking on the interactive activity below.
  An interactive H5P element has been excluded from this version of the text. You can view it online here:
 https://wtcs.pressbooks.pub/nurseassist/?p=380#h5p-37 
 
 This work is a derivative of Your 4 Moments for Hand Hygiene by Michelle Hughes and is licensed under CC BY 4.0.

 Proper hand hygiene includes handwashing with soap and water or the use of alcohol-based hand rub. Both procedures are described in the following sections.
 Handwashing With Soap and Water
 Handwashing involves the use of soap and water to physically remove microorganisms from one’s hands. Certain health care situations require handwashing with soap and water instead of using alcohol-based hand rub (ABHR). For example, hands must be washed with soap and water if they are visibly soiled, have been exposed to blood or body fluids, or have been exposed to norovirus, C. difficile, or Bacillus anthracis. The mechanical action of lathering and scrubbing with soap for a minimum of 20 seconds is vital for removing these types of microorganisms.[8]
 Soap is required during handwashing to dissolve fatty materials and facilitate their subsequent flushing and rinsing with water. Soap must be rubbed on all surfaces of both hands followed by thorough rinsing and drying. Water alone is not suitable for cleaning soiled hands. The entire procedure should last 40 to 60 seconds, and soap approved by the health agency should be used.[9]
 When washing with soap and water, the Centers for Disease Control and Prevention (CDC) recommends the following steps[10]:
 	Wet hands with warm or cold running water and apply facility-approved soap.
 	Lather hands by rubbing them together with the soap. Use the same technique as the hand rub process to clean the palms and fingers, between the fingers, the backs of the hands and fingers, the fingertips, and the thumbs.
 	Scrub thoroughly for at least 20 seconds.
 	Rinse hands well under clean, running water.
 	Dry the hands, using a clean towel or disposable toweling, from fingers to wrists.
 	Use a clean paper towel to shut off the faucet.
 
 See Figure 4.5[11] for an illustration of handwashing with soap and water.
 [image: Diagram showing steps for washing hands]Figure 4.5 How to Handwash with Soap and Water See the “Skills Checklist: Hand Hygiene With Soap and Water” section later in this chapter for a checklist of steps and an associated demonstration video of this procedure. Common safety considerations and errors when washing hands are described in the following box.
 Safety Considerations[12]
 	Always wash hands with soap and water if hands are visibly soiled.
 	When working with clients where C. difficile, norovirus, or Bacillus anthracis is suspected or confirmed, soap and water must be used. It is more effective in physically removing the C. difficile spores compared to ABHR, which is not as effective at penetrating the spores.
 	Friction and rubbing are required to remove transient bacteria, oil, and debris from hands.
 	Always use soap and water if hands are exposed to blood, body fluids, or other body substances.
 	Multistep rubbing techniques using soap and water are required to promote coverage of all surfaces on hands.
 
 Common Errors When Washing Hands With Soap and Water[13]
 	Not using enough soap to cover all surfaces of the hands and wrists.
 	Not using friction when washing hands.
 	Not washing hands long enough. The mechanical action of lathering and scrubbing should be a minimum of 20 seconds, and the entire procedure should last 40 to 60 seconds.
 	Missing areas such as the fingernails, wrists, backs of hands, and thumbs.
 	Not removing all soap from hands and wrists.
 	Shaking water off hands.
 	Not thoroughly drying the hands.
 	Drying hands from wrists to fingers or in both directions.
 
 
 Practice your knowledge by clicking on this interactive learning activity. 
  An interactive H5P element has been excluded from this version of the text. You can view it online here:
 https://wtcs.pressbooks.pub/nurseassist/?p=380#h5p-38 
 
 This work is a derivative of the YouTube Hand Washing Video by Michelle Hughes and is licensed under CC BY-NC 4.0.
 
 Alcohol-Based Hand Rub
 When performing hand hygiene using the alcohol-based hand rub (ABHR) technique, a liquid, gel, or foam alcohol-based solution is used. ABHR is the preferred method for hand hygiene when soap and water handwashing is not required. It reduces the number of transient microorganisms on hands and is more effective for preventing healthcare-acquired infections (HAIs) caused by Methicillin-resistant Staphylococcus aureus (MRSA) and Vancomycin-resistant enterococcus (VRE). Hand hygiene with ABHR should be performed in front of the client prior to the beginning of care and at the end of the interaction. ABHR provided by the agency should be used with a 70–90% alcohol concentration.[14]
 The benefits of ABHR include the following[15]:
 	It kills the majority of microorganisms (including viruses) from hands.
 	It requires less time than soap and water handwashing.
 	It provides better skin tolerability and reduces skin irritation because it contains emollients.
 	It is easy to use and available at the point of care (i.e., where three elements of the client, the health care provider, and care involving the client occur together).
 
 Read safety considerations and common errors when using ABHR in the following box. See the “Skills Checklist: Hand Hygiene With Alcohol-Based Hand Sanitizer” section later in this chapter for a checklist of steps and an associated demonstration video of this procedure.
 Safety Considerations[16]
 	Do not use ABHR in combination with soap and water because it may increase skin irritation.
 	Use ABHR that contains emollients (oils) to help reduce skin irritation and overdrying.
 	Allow hands to dry completely before initiating tasks (e.g., touching the client or the environment or applying clean gloves).
 	Use ABHR for all moments of hand hygiene if soap and water are not required.
 	DO NOT use ABHR if hands are visibly soiled, have been exposed to blood or body fluids, or the client is suspected to have C. difficile, norovirus, or Bacillus anthracis.
 	Only use ABHR supplied by the facility.
 
 Common Errors When Performing an ABHR[17]
 	Not letting hands air dry (for example, rubbing one’s hands on pants to dry it off).
 	Shaking hands to dry.
 	Applying too much alcohol-based solution.
 	Not applying enough alcohol-based solution.
 	Not rubbing hands long enough (a minimum of 20 seconds) and until hands are dry.
 	Missing areas such as the fingernails, wrists, backs of the hands, and thumbs.
 
 
 Practice your knowledge by clicking on this interactive learning activity. 
  An interactive H5P element has been excluded from this version of the text. You can view it online here:
 https://wtcs.pressbooks.pub/nurseassist/?p=380#h5p-20 
 
 
  An interactive H5P element has been excluded from this version of the text. You can view it online here:
 https://wtcs.pressbooks.pub/nurseassist/?p=380#h5p-21 
 
 This work is a derivative of Performing an Alcohol-Based Hand Rub by Michelle Hughes and is licensed under CC BY-NC 4.0.

 
 Respiratory Hygiene and Other Hygienic Practices
 Respiratory hygiene should be used by any person with signs of illness, including cough, congestion, or increased production of respiratory secretions to prevent the spread of infection. Respiratory hygiene refers to coughing or sneezing into the inside of one’s elbow or covering one’s mouth/nose with a tissue when coughing and promptly disposing of used tissues. Hand hygiene should be immediately performed after contact with one’s respiratory secretions. A coughing person should also wear a surgical mask to contain secretions.[18]
 Additional hygiene measures are also used to prevent the spread of infection. For example, regularly changing bed linens, towels, and hospital gowns eliminates potential reservoirs of bacteria. Gripper socks should be removed before patients get into bed to prevent pathogens from the floor from being transferred to the patient’s bed linens.
 Mobile devices should be cleaned regularly. Research has shown that cell phones and mobile devices carry many pathogens and are dirtier than a toilet seat or the bottom of a shoe. Patients, staff, and visitors routinely bring mobile devices into health care facilities that can cause the spread of infection. Mobile devices should be frequently wiped with disinfectant.
 Disinfection and Sterilization
 Disinfection and sterilization are procedures used to remove harmful pathogens from equipment and the environment to decrease the risk of spreading infection. Disinfection is the removal of microorganisms, but it does not destroy all spores and viruses. Sterilization destroys all pathogens on equipment or in the environment, including spores and viruses, and includes methods such as steam, boiling water, dry heat, radiation, and chemicals. Because of the harshness of sterilization methods, skin can only be disinfected and not sterilized.[19]
 Asepsis refers to the absence of infectious material or infection. Surgical asepsis is the absence of all microorganisms during any type of invasive procedure, such as during surgery or heart catheterizations. Sterilization is performed on equipment used during invasive procedures. As a nursing assistant, you may assist a registered nurse during a procedure requiring sterile technique; however, performing sterile procedures independently is not in the scope of practice for nursing assistants.
 In long-term care and other health care settings other than surgery, medical asepsis is used. Medical asepsis  refers to techniques used to prevent the transfer of microorganisms from one person or object to another but do not eliminate all microorganisms. Nursing assistants implement medical asepsis in the following ways:
 	Performing hand hygiene at the appropriate moments of patient care. (See previous Figure 4.4.)
 	Using a barrier when placing clean linens, wash basins, and other items on a shared surface such as the countertop in a resident’s room.
 	Pulling the privacy curtain when one resident has a droplet-transmitted infection to protect transmission to the other resident in a shared room.
 	Cleaning equipment (such as blood pressure cuffs) between use on residents.
 	Starting with “cleaner” areas of the body when assisting with care and then moving to areas with higher levels of microorganisms. For example, when bathing a client, the face is washed first, followed by the upper body and then finishing with perineal care. (Perineal care involves washing the genital and rectal areas of the body.)
 
 Laundry
 When handling dirty linens, textiles, and patients’ clothing, follow agency policy regarding transport to prevent the potential spread of infection. The Centers for Disease Control and Prevention (CDC) states that contaminated textiles and fabrics should be handled with minimal agitation to avoid contamination of air, surfaces, and other individuals. They should be bagged at the point of use, and leak-resistant bags should be used for textiles and fabrics contaminated with blood or body substances.[20]
 Transmission-Based Precautions
 When providing care for individuals with known or suspected infections, additional precautions are used in addition to the previously discussed standard precautions. Certain types of pathogens and communicable diseases are easily transmitted to others and require additional precautions to interrupt the spread of infectious agents to health care workers and other clients. For example, Coronavirus disease (COVID-19), C. difficile (C-diff), Methicillin-resistant Staphylococcus aureus (MRSA), Vancomycin-resistant enterococci (VRE), Respiratory Syncytial Virus (RSV), measles, and tuberculosis (TB) require transmission-based precautions.
 Transmission-based precautions (commonly referred to as isolation precautions) use specific types of personal protective equipment (PPE) and practices based on the pathogen’s mode of transmission. It is vital for nursing assistants to understand what PPE should be used in specific client care situations, which is determined by the pathogen’s mode of transmission and their possible risk of exposure.[21] Transmission-based precautions include three categories: contact, droplet, and airborne precautions. Read more about each type of transmission-based precaution in Table 4.1.
 Table 4.1 Categories of Transmission-Based Precautions[22],[23],[24]
 	Transmission-Based Precaution 	PPE Required 	Special Considerations 
 	Contact 	Gloves and gown, possibly face shield 	Used for clients with known or suspected infections such as C-difficile (C-diff), methicillin-resistant staphylococcus aureus (MRSA), vancomycin resistant enterococcus (VRE), or norovirus transmitted by touch (e.g., drainage from wounds or fecal incontinence). Contact precautions should be used when there is expected contact with the source of the pathogen or any surfaces within the resident’s room. For example, MRSA in a client’s wound transmits with direct contact with the wound, so wearing gloves and a gown when entering the room with a meal tray is typically sufficient. However, MRSA in a client’s urine could be accidentally splashed onto one’s mucous membrane when emptying the bag of an indwelling urinary catheter, so a face shield is also necessary for this task, in addition to wearing gloves and a gown. 
 	Droplet 	Gloves and a mask 	Used for clients with a diagnosed or suspected pathogen that is spread in small droplets from sneezing or other oral and nasal secretions, such as influenza or pertussis. Droplets can travel six feet, so using barriers such as privacy curtains and closing doors can also prevent the spread of infection to others. 
 	Airborne 	Gloves and respirator 	Used for clients with diagnosed or suspected pathogens spread by very small airborne particles from nasal and oral secretions that can float long distances through the air, such as measles and tuberculosis. Respirators are specially designed masks that fit closely on the face and filter out small particles, including the virus that causes COVID. Clients must be placed in a room with specialized air handling equipment found in doctors’ offices and hospitals. Residents in long-term care settings suspected of having an airborne illness should be transferred immediately to prevent the spread of infection to other residents. 
  
 
 Signage for Transmission-Based Precautions
 When a resident has an infectious illness requiring transmission-based precautions, a sign is placed on their door and a cart of PPE supplies is placed nearby. Signs vary by facility but look similar to the image in Figure 4.6.[25] Due to HIPAA regulations, the type of the pathogen and the source cannot be displayed publicly, so the sign instructs anyone wishing to enter the room to ask the nurse first. Additional information regarding the type and source of the infection can be found in the client’s nursing care plan. After you become aware of the pathogen, the source, and the required PPE, you can safely enter the room. If you are unsure about any aspect of PPE required or your risk of exposure, talk to the nurse before entering the room or providing care.
  
 [image: Image showing an example of isolation precautions signage]Figure 4.6 Example of Isolation Precautions Sign View the following YouTube video from the University of Iowa about isolation precautions in a health care setting: Standard and Isolation Precautions.
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				This textbook is an open educational resource (OER) with CC-BY licensing aligned with Wisconsin Technical College System’s Nursing Assistant program (30-543-300). The Nursing Assistant program prepares students for employment as nursing assistants as well as for entry to other health-related programs. It is recognized by the Wisconsin Department of Health Services as a nurse aide training program. Upon successful completion of a Nursing Assistant program, the student is eligible to take the Wisconsin Nursing Assistant competency evaluation for inclusion on the Wisconsin Nurse Aide Registry and employment in nursing homes, hospitals, home health agencies, hospices, community based residential facilities, assisted living centers, and homes for the developmentally disabled.
 Chippewa Valley Technical College created this OER with funding from the Higher Education Emergency Relief Fund (HEERF) by using Open RN workflows, remixing Open RN OER textbooks, and creating new content. The Open RN project has published five OER nursing textbooks that have been widely adopted across the United States and is funded by a $2.5 million grant from the Department of Education. More information about the Open RN project can be found at cvtc.edu/OpenRN.
 This online book is free and can also be downloaded in multiple formats for offline use. The online version is required to complete interactive learning activities included in each chapter. The following video provides a quick overview of how to navigate the online version.
  One or more interactive elements has been excluded from this version of the text. You can view them online here: https://wtcs.pressbooks.pub/nurseassist/?p=4#oembed-1 
 
 
	

			
			


		
	
		
			
	
		

		7.10 Skills Checklist: Respirations

								

	
				1. Gather Supplies: Watch or clock with a second hand
 2. Routine Pre-Procedure Steps:
 		Knock on the client’s door.
 	Perform hand hygiene.
 	Introduce yourself and identify the resident.
 	Maintain respectful, courteous, and professional communication at all times.
 	Provide for privacy.
 	Explain the procedure to the client.
 
 
 
 3. Procedure Steps:
 		Count respirations for 60 seconds.
 
 
 
 4. Post-Procedure Steps:
 		Check on resident comfort and ask if anything else is needed.
 	Ensure the bed is low and locked. Check the brakes.
 	Place the call light or signaling device within reach of the resident.
 	Open the door and privacy curtain.
 	Perform hand hygiene.
 	Document respiratory rate and report abnormal findings to the nurse.
 
 
 
 View a YouTube video[1] of an instructor demonstration of obtaining respirations:
  One or more interactive elements has been excluded from this version of the text. You can view them online here: https://wtcs.pressbooks.pub/nurseassist/?p=992#oembed-1 
 
 
 View a YouTube video[2] of an instructor demonstrating obtaining temperature, pulse, and respirations in a sequential procedure:
  One or more interactive elements has been excluded from this version of the text. You can view them online here: https://wtcs.pressbooks.pub/nurseassist/?p=992#oembed-2 
 
 
  
 

	Chippewa Valley Technical College. (2022, December 3). Obtaining Respirations. [Video]. YouTube. Video licensed under CC BY 4.0. https://youtu.be/yljzSZHqbq8 ↵
	Chippewa Valley Technical College. (2022, December 3). Obtaining Temperature, Pulse, and Respirations. [Video]. YouTube. Video licensed under CC BY 4.0. https://youtu.be/_NRc4zEYrNI ↵



	

			
			


		
	
		
			
	
		

		9.10 Skills Checklist: Range of Motion (ROM) for the Hip and Knee

								

	
				Note: Includes abduction/adduction of the hip and flexion/extension of the hip and knee movements.
 1. Gather Supplies: None
 2. Routine Pre-Procedure Steps:
 		Knock on the client’s door.
 	Perform hand hygiene.
 	Introduce yourself and identify the resident.
 	Maintain respectful, courteous, and professional communication at all times.
 	Provide for privacy.
 	Explain the procedure to the client.
 
 
 
 3. Procedure Steps:
 		Raise the bed height if needed.
 	Position the resident in the supine position (with the bed flat).
 	Place one of your hands under the resident’s knee with your palm facing up.
 	Place your other hand under the resident’s ankle with your palm facing up.
 	Watch for any objective signs of pain during movement.
 
 
 
 Abduction/Adduction for Hip:
 			Keeping the resident’s leg straight, gently move their entire leg away from their body (i.e., abduction).
 	Move their leg gently and stop if there is any resistance.
 	Ask the resident if they are experiencing any pain during movement.
 	Stop the ROM movement if the resident reports pain or displays objective signs of pain.
 	Keeping the resident’s leg straight, move their entire leg toward their body (i.e., adduction).
 	Complete abduction and adduction movements of the hip according to the order in their restorative care plan.
 	Continue to correctly support joints by keeping one of your hands under the resident’s knee and the other hand under the resident’s ankle.
 
 
 
 
 
 Flexion/Extension of Knee and Hip:
 			Bend the resident’s knee and hip up toward the resident’s trunk (i.e., flexion of hip and knee at the same time).
 	Move the resident’s leg gently and stop if there is any resistance.
 	Ask the resident if they are experiencing any pain during movement.
 	Stop the ROM movement if the resident reports pain or displays objective signs of pain.
 	Straighten their knee and hip (i.e., extension of knee and hip at the same time).
 	Complete flexion and extension movements of the knee and hip according to the order in the restorative care plan.
 
 
 
 
 
 4. Post-Procedure Steps:
 		Perform hand hygiene.
 	Check on resident comfort and ask if anything else is needed.
 	Ensure the bed is low and locked. Check the brakes.
 	Place the call light or signaling device within reach of the resident.
 	Open the door and privacy curtain.
 	Perform hand hygiene.
 	Document and report ROM performed and any skin issues, pain with movement, or other changes noted with the resident.
 
 
 
 View a YouTube video[1] of an instructor demonstration of range of motion exercises for the hip and knee:
  One or more interactive elements has been excluded from this version of the text. You can view them online here: https://wtcs.pressbooks.pub/nurseassist/?p=1135#oembed-1 
 
 
  
 
	Chippewa Valley Technical College. (2022, December 3). Range of Motion Exercises for the Hip and Knee. [Video]. YouTube. Video licensed under CC BY 4.0. https://youtu.be/ynmFa68Rv7w ↵



	

			
			


		
	
		
			
	
		

		9.7 Assisting With Sensory Deficits

								

	
				An impairment of one or more senses can occur in clients of any age, in addition to the aging process causing a decline in all sensory functioning. Sensory impairments, especially vision and hearing impairments, can impact the way a person navigates through the environment and thus increases their risk for falls. Refer to Chapter 11.8, “Neurological System” for additional information about sensory impairments. Information regarding communicating with individuals affected by sensory deficits can be found in the Chapter 1.3, “Strategies for Communicating With Patients With Impaired Hearing, Vision, and Speech” subsection. Interventions that can be performed by nursing assistants to reduce safety risks are described below.
 Visual Impairment
 The human eye changes around age 40 and decreases an individual’s ability to see close-up objects clearly and makes reading more difficult, although distance vision remains intact. Depth perception also becomes distorted, meaning the person cannot accurately determine the distance between themselves and another object.
 Other eye conditions may occur with age that impair vision. Some people develop cataracts, a clouding of the clear lens of the eye. Cataracts can be observed in a person’s eye by the appearance of a cloudiness in their pupil. See Figure 9.13[1] for a simulated image of a person with cataracts.
  
 [image: Photo showing Simulated Image of a Cataract]Figure 9.13 Simulated Image of a Cataract Glaucoma is a visual condition caused by elevated pressure on the optic nerve, resulting in loss of peripheral vision, blind spots, or even blindness across the entire visual field.
 Macular degeneration is another visual condition that results in a blind spot in an individual’s center field of vision. It is the leading cause of vision loss in people over 50. See Figure 9.14[2] for a simulated image of what a person with macular degeneration may experience.
 [image: Photo showing Simulated Vision of a Person With Macular Degeneration]Figure 9.14 Simulated Vision of a Person With Macular Degeneration The Snellen chart is a common tool for assessing distant vision.[3] See Figure 9.15[4] for a simulated image of how a person with 20/20 vision sees the Snellen chart compared to simulated visual experiences of those with levels of low vision and blindness.
  
 [image: Image showing Simulated Views of the Snellen Chart With 20/20 Vision Compared to Levels of Impaired Vision]Figure 9.15 Simulated Views of the Snellen Chart With 20/20 Vision Compared to Levels of Impaired Vision To learn more about cataracts, visit the MedlinePlus webpage on cataracts.
 To experience what someone with cataracts may see, watch the following YouTube video[5]: See What I See: Cataracts.
 To learn more about glaucoma, visit the National Eye Institute web page on glaucoma.
 To experience what someone with glaucoma may see, watch the following YouTube video[6]: Glaucoma Simulation – Busy Road.
 To learn more about macular degeneration, visit the American Academy of Ophthalmology’s What is Macular Degeneration? web page.
 To experience what someone with macular degeneration may see, watch the following YouTube video[7]: See What I See: AMD.
 
 The simplest interventions for maintaining safety for clients with visual impairment include ensuring they are wearing their prescribed eyeglasses, the glasses are clean, and their living areas are well-lit. There should be no clutter, area rugs, or other small objects on the floor or in a direct path to the bathroom, closet, or exit door of the room to prevent tripping. Keeping the room and personal belongings arranged in a consistent manner allows residents to remain aware of the room set-up, making it easier for them to navigate despite impaired vision. If their visual impairment is severe, tell them where personal items are located before leaving the room, especially the call light and frequently used things like facial tissue, beverages, television remotes, or phones. When ambulating a resident with poor vision, tell them when they are getting close to an object that could pose a fall risk.
 Hearing Loss
 The most common form of hearing loss occurs as a natural part of aging and is called presbycusis. This type of hearing loss is typically worse at higher frequency sounds, so it interferes with speech recognition and music appreciation. Men tend to experience greater hearing loss than females, perhaps because they have historically worked in louder environments, but it is unknown how much the differences in hearing between genders are caused by biological or social factors.[8]
 Hearing can impact an individual’s safety risks. For example, the sense of hearing allows a person to locate objects around them making noise without much conscious thought. For example, sounds like fire alarms or ambulance sirens warn people of emergencies. To understand how sound affects safety, try wearing noise-canceling headphones or earplugs while seated in a populated, busy area. Notice how the lack of hearing changes your perception of movement and the location of objects in your environment.
 To assist individuals with hearing loss, use other senses, such as vision and touch, to aid in communication. Stand directly in front of the person when you are speaking, use appropriate gestures to guide actions, and use a light touch to gain their attention or assist in movement. People with hearing loss may become frustrated if they are unable to communicate effectively and may withdraw from interaction with others if hearing loss is profound. Be sure to utilize communication techniques described in the Chapter 1.3 subsection “Impaired Hearing” to prevent isolation.
 Hearing aids make sounds louder but do not help in every environment. Even with hearing aids, it can be difficult for individuals to hear a conversation in a large open space or if there is other background noise such as music, television, or other conversations.
 If a resident has hearing aids, be sure they are cleaned regularly, and change the batteries once a week. Wax can be removed with a monofilament tool provided with the hearing aids. Some hearing aids have rechargeable batteries that should be charged each night while the resident sleeps. See Figure 9.16[9] for a hearing aid in a case with a battery and a cleaning tool.
  
 [image: Photos showing Hearing Aid in a Case With a Battery and Cleaning Tool]Figure 9.16 Hearing Aid in a Case With a Battery and Cleaning Tool Hearing aids are expensive for residents to purchase, so it is important to always handle them with care and store them in an appropriate place, so they are not lost. If you are unsure of how to fit a hearing aid into a resident’s ear, ask for assistance from the nurse. Hearing aids can fit completely inside the ear or over the top of the ear. See Figure 9.17[10] for an example of a hearing aid that is placed over the top of the ear and Figure 9.18[11] for a simulated hearing aid placed inside a mannequin ear.
  
 [image: Photo showing Hearing Aid on Top of the Ear]Figure 9.17 Hearing Aid on Top of the Ear  
 [image: Photo showing Simulated Hearing Aid Placed Inside a Mannequin Ear]Figure 9.18 Simulated Hearing Aid Placed Inside a Mannequin Ear To experience what someone with hearing loss may hear, watch the following YouTube video[12]:  Hearing Loss Simulator – Hear What Hearing Loss Sounds Like.
 
 Speech Impairment
 Speech impairment is common for individuals who have had a stroke or who have experienced injuries to certain parts of their brain. These injuries can make forming words and understanding conversations difficult. The medical terms for these conditions are expressive aphasia and receptive aphasia.
 People with aphasia can become very frustrated. Everyone has experienced a time when they were trying to think of a word but couldn’t remember it. Imagine how it would feel if this was your experience every time you were trying to communicate with someone. Just as can happen with people with hearing loss, clients with aphasia may isolate themselves, avoid interaction, or become agitated and even aggressive if not approached appropriately.
 Interventions when working with a client with a speech impairment include allowing the person extra time to form words or to process what was spoken to them. The feeling of being rushed can make aphasia worse, so providing ample time to process and respond is key. Writing conversations on a whiteboard may also be helpful, depending upon the cognition of the person.
 A speech therapist plays an integral role in assessing a resident with aphasia and creating a communication plan. A communication book may be created so the person can point to images of common phrases or requests instead of trying to remember or say the words. See Figure 9.19[13] for an example of a communication board. Refer to the Chapter 1.2, “Overcoming Communication Barriers” subsection for additional information on overcoming barriers.
  
 [image: Image showing communication board for personal care and places]Figure 9.19 Communication Board To learn more about speech impairment, view the following YouTube video[14]: Aphasia: The Disorder That Makes You Lose Your Words – Susan Wortman-Jutt.
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		5.24 Skills Checklist: Catheter Care

								

	
				 	Gather Supplies: Basin, warm water, soap, two washcloths, one towel, barrier, gloves, and linen bag or hamper
 	Routine Pre-Procedure Steps: 	Knock on the resident’s door.
 	Perform hand hygiene.
 	Maintain respectful, courteous, and professional communication at all times.
 	Introduce yourself and identify the resident.
 	Provide for privacy.
 	Explain the procedure to the resident.
 
 
 	Procedure Steps: 	Put on gloves.
 	Fill the basin with warm water and place it on a flat surface with a barrier underneath. Have the resident check the water temperature by placing their hand in the basin or putting a wet washcloth on the back of their hand.
 	Raise the bed height to a working height.
 	Expose only the urethra and catheter.
 	Follow the tubing from the resident toward the drainage bag, ensuring that the tubing is at a lower level as it goes toward the bag. Be sure no kinks or elevation can cause backflow to the bladder.
 	Turn the resident or raise their hips and place a barrier (e.g., a towel, waterproof soaker pad, or disposable pad) under their buttocks.
 	Use the first washcloth with soap and water to carefully wash around the catheter where it exits the urethra.
 	Hold the catheter where it exits the urethra with one hand.
 	While holding the catheter, clean 3-4 inches down the catheter tube.
 	Clean with strokes moving away from the urethra.
 	Use a clean portion of washcloth for each stroke.
 	Put the soiled first washcloth in the linen bag.
 	Wet the second washcloth and rinse, using strokes only away from the urethra while continuing to hold the catheter where it exits the urethra.
 	Rinse using a clean portion of washcloth for each stroke.
 	Put the soiled second washcloth in the linen bag.
 	Pat dry with a towel.
 	Do not allow the tube to be pulled at any time during the procedure.
 	Replace the gown over the resident’s perineal area.
 	While wearing gloves, empty the basin.
 	Rinse the basin.
 	Dry the basin.
 	Return the equipment to storage.
 	Dispose of soiled linen in a designated laundry hamper.
 	Remove the gloves, turning them inside out.
 
 
 	Post-Procedure Steps: 	Perform hand hygiene.
 	Check for resident comfort and ask if anything else is needed.
 	Ensure the bed is low and locked. Check the brakes.
 	Place the call light or signaling device within reach of the resident.
 	Open the door and privacy curtain.
 	Perform hand hygiene.
 	Document and report any issues or changes noted with the resident.
 
 
 
 View a YouTube video[1] of an instructor demonstrating catheter care:
  One or more interactive elements has been excluded from this version of the text. You can view them online here: https://wtcs.pressbooks.pub/nurseassist/?p=320#oembed-1 
 
 

  
 
	Chippewa Valley Technical College. (2022, December 3). Catheter Care. [Video]. YouTube. Video licensed under CC BY 4.0. https://youtu.be/pIM5rRt9s-w ↵



	

			
			


		
	
		
			
	
		

		1.2 The Communication Process

								

	
				Communication is a process by which information is exchanged between individuals through a common system of symbols, signs, or behavior.[1] In the health care setting, good communication is the foundation to trusting relationships that improve client outcomes. It is the gateway to providing holistic care. Holistic care addresses a client’s physical, emotional, social, and spiritual needs.[2] The communication process involves a sender, the message, and a receiver. See Figure 1.1[3] for an illustration of the communication process.
 [image: Image showing communication process with text and workflow boxes]Figure 1.1 The Communication Process Verbal Messages
 There are many aspects of the communication process that can alter the delivery and interpretation of the message. These aspects relate to the language and experience of both the sender and receiver, referred to as semantics. People typically make reference to things they are familiar with, including landmarks, popular culture, and slang. Barriers can occur even when both parties in the conversation speak the same language. For example, if you asked a person who has never used the Internet to “Google it,” they would have no idea what that means.
 Nonverbal Messages
 Nonverbal messages, also referred to as body language, greatly impact the conversational process. Nonverbal communication includes body language and facial expressions, tone of voice, and pace of the conversation. See Figure 1.2[4] for an illustration of body language communicating a message. Nonverbal communication can have a tremendous impact on the communication experience and may be much more powerful than the verbal message itself. You may have previously learned that 80% of communication is nonverbal communication. The importance of nonverbal communication during conversation has been broken down further, estimating that 55% of communication is body language, 38% is tone of voice, and 7% is the actual words spoken.[5] If the sender or receiver appears disinterested or distracted, the message or interpretation may become distorted or missed.
  
 [image: Photo showing two female athletes communicating with each other, one with hand movements]Figure 1.2 Body Language Health care professionals assess receivers’ preferred methods of communication and individual characteristics that might influence communication and then adapt communication to meet the receivers’ needs. For example, nursing assistants adapt verbal instructions for adult patients with cognitive disabilities. Although the information provided might be similar to that provided to a patient without disabilities, the way the information is provided is adapted based on the patient’s developmental level. A nursing assistant may ask a cognitively intact person, “What do you want for lunch?” but adapt this information for someone with impaired cognitive function by offering a choice, such as “Do you want a sandwich or soup for lunch?” This adaptation allows the cognitively impaired patient to make a choice without being confused or overwhelmed by too many options.[6] Read more about developmental levels in the “Human Needs and Developmental Stages” section of this chapter.
 Communication Styles
 In addition to using verbal and nonverbal communication, people communicate with others using one of three styles. A passive communicator puts the rights of others before their own. Passive communicators tend to be apologetic or sound tentative when they speak and often do not speak up if they feel as if they are being wronged. Aggressive communicators, on the other hand, come across as advocating for their own rights despite possibly violating the rights of others when communicating. They tend to communicate in a way that tells others their feelings don’t matter. Assertive communicators respect the rights of others while also standing up for their own ideas and rights when communicating. An assertive person is direct, but not insulting or offensive.[7]
 Assertive communication refers to a way of conveying information that describes the facts and the sender’s feelings without disrespecting the receiver’s feelings. Assertive communication is different from aggressive communication because it uses “I” messages, such as “I feel…,” “I understand…,” or “Help me to understand…,” to address issues instead of using “you” messages that can cause the receiver to feel as though they are being verbally attacked. Using assertive communication is an effective way to solve problems with patients, coworkers, and health care team members. For example, instead of using aggressive communication to say to a coworker, “You always leave your patients’ rooms a mess! I dread following you on the next shift,” an assertive communicator would use “I” messages. The assertive communicator might say, “I feel frustrated spending the first part of my shift decluttering patients’ rooms. Help me understand the reasons why you don’t empty the wastebaskets and clean up the rooms by the end of your shift.”[8]
 Overcoming Communication Barriers
 It is important to reflect on personal factors that influence your ability to communicate with others effectively. There are many factors that can distort the message you are trying to communicate, resulting in your message not being perceived by the receiver in the way you intended. When communicating, it is important to seek feedback that your message is clearly understood.[9] Nursing assistants must be aware of these potential barriers and try to reduce their impact by continually seeking feedback and checking understanding. Review common communication barriers in the following box.
 Common Barriers to Communication in Health Care[10]
 	Jargon: Avoid using medical terminology, complicated wording, or unfamiliar words. When communicating with patients, explain information in common language that is easy to understand. Consider any generational, geographical, or background information that may change the perception or understanding of your message.
 	Lack of attention: It is easy to become task-centered rather than person-centered when caring for multiple residents. When entering a patient’s room, remember to use preprocedural steps and mindfully focus on the person in front of you to give them your full attention. Patients should feel as if they are the center of your attention when you are with them, no matter how many other things you have going on.
 	Noise and other distractions: Health care environments can be very noisy with people talking in the room or hallway, the TV blaring, alarms beeping, and pages occurring overhead. Create a calm, quiet environment when communicating with patients by closing doors to the hallway, reducing the volume of the TV, or moving to a quieter area, if possible.
 	Light: A room that is too dark or too light can create communication barriers. Ensure the lighting is appropriate according to the patient’s preference.
 	Hearing and speech problems: If your patient has hearing or speech problems, implement strategies to enhance communication, including assistive devices such as eyeglasses, hearing aids, and any communication aids such as whiteboards, photobooks, or microphones.
 	Language differences: If English is not your patient’s primary language, it is important to seek a medical interpreter and provide written handouts in the patient’s preferred language when possible. Most agencies have access to an interpreter service available by phone if they are not available on-site.
 	Differences in cultural beliefs: The norms of social interaction vary greatly in different cultures, as well as the ways that emotions are expressed. For example, the concept of personal space varies among people from different cultural backgrounds. Some people prefer to stand very close to one another when speaking whereas others prefer a distance of a few feet. Additionally, some patients are stoic about pain whereas others are more verbally expressive when in pain.
 	Psychological barriers: Psychological states of the sender and the receiver affect how the message is sent, received, and perceived. Consider what the receiver may be experiencing in the health care setting and what may change your delivery of your message. Being rushed, distracted, and overwhelmed are just a few things that can affect your message and its understanding.
 	Physiological barriers: It is important to be aware of patients’ potential physiological barriers when communicating. For example, if a patient is in pain, they are less likely to hear and remember what was said. If the patient is receiving pain medication, be aware these medications may alter their comprehension and response.
 	Physical barriers for nonverbal communication: Providing information via email or text is often less effective than face-to-face communication. The inability to view the nonverbal communication associated with a message, such as tone of voice, facial expressions, and general body language, often causes misinterpretation of the message by the receiver. When possible, it is best to deliver important information to others using face-to-face communication so that nonverbal communication is included with the message.
 	Differences in perceptions and viewpoints: Everyone has their own beliefs and perspectives and wants to feel “heard.” When patients feel their beliefs or perspectives are not valued, they often become disengaged from the conversation or their plan of care. Information should be provided in a nonjudgmental manner, even if the patient’s perspectives, viewpoints, and beliefs are different from your own.
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		7.9 Skills Checklist: Pulse

								

	
				Pulse
 	Gather Supplies: Watch or clock with a second hand
 	Routine Pre-Procedure Steps: 	Knock on the client’s door.
 	Perform hand hygiene.
 	Introduce yourself and identify the resident.
 	Maintain respectful, courteous, and professional communication at all times.
 	Provide for privacy.
 	Explain the procedure to the client.
 
 
 	Procedure Steps: 	Locate the radial pulse by placing the tips of your fingers on the side of the resident’s wrist.
 	Count the pulse for 60 seconds.
 
 
 	Post-Procedure Steps: 	Check on resident comfort and ask if anything else is needed.
 	Ensure the bed is low and locked. Check the brakes.
 	Place the call light or signaling device within reach of the resident.
 	Open the door and privacy curtain.
 	Perform hand hygiene.
 	Document pulse and report abnormal findings to the nurse.
 
 
 
 View a YouTube video[1] of an instructor demonstration of obtaining a pulse:
  One or more interactive elements has been excluded from this version of the text. You can view them online here: https://wtcs.pressbooks.pub/nurseassist/?p=990#oembed-1 
 
 
  
 
	Chippewa Valley Technical College. (2022, December 3). Obtaining a Pulse. [Video]. YouTube. Video licensed under CC BY 4.0. https://youtu.be/Q82Fn8pLDtg ↵



	

			
			


		
	
		
			
	
		

		11.5 Integumentary System

								

	
				Review information about the integumentary system in Chapter 5.5, “Skin Care” and Chapter 8.2, “Moving and Positioning Clients.” These sections can be reviewed for age-related changes and interventions to promote skin integrity.
 
	

			
			


		
	