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Foreword to the series

This series of textbooks offers a fresh approach to the study of nursing. The aim
is to give those beginning a career in nursing, and those already qualified,
opportunities for reflection in order to broaden their approach to nursing
education and to identify their own nursing values. The text includes material
currently required by those preparing for qualification as a nurse and offers a
basis for developing knowledge by individual studies. It shouwid also assist
qualified nurses returning to nursing, and those wishing to gain further insight
into the nursing curriculum.

The authors of each book in the series are from widely differing nursing
backgrounds, and, as experienced teachers of nursing or midwifery, they are
well aware of the difficelties faced by nursing students searching for meaning
from a mass of factual information. The nurse has to practise in the real world,
and in reality nursing students need to learn to practise with confidence and
understanding. The authors have therefore collaborated to illustrate this new
perspective by making full use of individual nursing care plans to present the
knowledge required by the nursing student in the most appropriate and
relevant way. These texibooks can therefore be used in a wide vanety of
NUrsing programmes.,

The practice of nursing—as a profession and as a career—and the education
of the nurse to fulfil her role are both affected by national and international
trends. The Nurses, Midwives and Health Visitors Act 1979 in the United
Kingdom, the Treaty of Rome and the European Community Mursing Directives
1977, as well as the deliberations and publications of the International Council
of Murses and the World Health Organization, all make an impact upon the
preparation and the practice of the nurse throughout the world.

Mursing values may not have changed over the past hundred years, but
society and both the patterns of life and care have changed, and are constantly
changing. It is particularly important, therefore, to restate the essentials of
nursing in the light of current practice and future trends.

Throughout this series the focus is on nursing and on the individual—the
person requiring care and the person giving care—and it emphasises the need
for continuity between home and hospital care. Neighbourhood Nursing—aA
Focus for Care—the Report of the Community Mursing Review under the
chairmanship of Julia Cumberlege (HMS0O, 1986) has drawn attention to this
need. The developing role of the nurse in primarcy care and in health education
is reflected throughout this series. The authors place their emphasis on the
whole person, and nursing-care studies and care plans are used to promote
understanding of the clinical, social, psychological and spiritual aspects of care
for the individual.

Each book introduces the various aspects of the curriculum for general
nursing: the special needs of (1) those requiring acute care; (2) of the elderly;
(3) of children; (4) of the mentallyill; and (5) of the mentally handicapped. The
latter is a new text in the Essentials of Mursing—edited by a well-known and
respected nurse for the mentally handicapped and with contributors experienced
in differing aspects of caring for people with mental handicap. The text on
maternity and neonatal care, written by a midwifery teacher, provides the
material for nursing students and would be helpful to those undertaking
preparation for further health-visiting education.

The authors wish to acknowledge their gratitude for the assistance they have
recgived from members of the Editorial Beard, and from all those who have
contributed to their work—patients and their refatives, students, qualified
nurses and colleagues—too numercus to mention by name. To all those nurse
teachers who have read some of the texts, offering constructive criticism and
comment from their special knowledge, we offer our grateful thanks. Lastly,
we thank Elizabeth Horne, for her contribution to the physiology material in
the text, and to Mary Waltham for her help with this second edition.

1986 Sheila Collins



Preface to the Second Edition

The second edition owes much to the helpful and constructive comments from
users, and from reviewers of the first edition.

Mew material has been added in Chapter 1, including the UKCC Competen-
cies required for registration, and Guidelines on the Code of Practice, and an
introduction to the use of nursing models with further references and reading.
Chapter 3 has been completely revised, and in the review of preventing
infection reference is made 1o acquired immune deficiency syndrome—AIDS,
Additional information is introduced in Chapter 4 with reference to the hospice
care of the terminally ill, and the most recent information on theories of pain
mechanisms and the treatment of pain in Chapter 5. Minor corrections occur
throughout each chapter.

The book has been re-titled Essentials of Nursing—An Introduction—to
indicate more clearly that it forms the basis for each of the other books in the
series—ito which the new text Mental Handicap has now been added.

The emphasis remains throughout this book—as with each one in the
series—on the need for the student to develop her own knowledge in order to
achieve competence by practice under skilled supervision.

1987 Sheila Collins
Edith Parker
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A note on the series style

Throughout this book, in keeping with the other titles in this series, the term
nursing student has been used to mean both student or pupil nurses and trained
nurses who are undertaking post-basic training or who are keeping up to date
with the recent literature, For clarity and consistency throughout the series the
nurse is described as she; this is done without prejudice to men who are nurses
or nursing students. Similarly, the patient is sometimes referred to as he, when
the gender is not specifically mentioned.

Care plans, which are used throughout the books in this serics, are indicated
by a coloured comer flash to distinguish them from the rest of the text.



Introduction

‘This is the introductory textbook to The Ersentials of Nursing, and is eoncerned
with both nursing and the nursing student. It forms an introduction to the
studies which will necessanly follow if the student is to become a qualified
nurse. Such studies will include the knowledge to be applied in practising the
art of nursing, and those which encourage the development of personal values °
and attitudes which may be expressed in skilled nursing care. To deepen her
understanding of the scientific basis of nursing and in planning the care of her
patients, the student will be guided by her teachers in the practice of skills, and
the reading and resource materials essential for self-directed learning.

i



Chapter 1

Nursing

Definition of Nursing

Mursing has been defined in many different words by nurses themselves, by
historians, in government reports and by national and international organisa-
tions.

A well known nurse educator Virginia Henderson gave her definition in a
publication for the International Council of Murses — Basic Principles of
MNursing Care.

‘Mursing is primarily assisting the individual (sick or well) in the performance
of those activities contributing to health or its recovery (or to a peaceful death)
that he would perform unaided if he had the necessary strength, will or
knowledge. It is likewise the unique contribution of the nurse to help the
individual to be independent of such assistance as soon as possible.”

Each nurse and each nursing student has to define the meaning of the word
nursing for herself, in her own words, if her course and her career as a nurse is
to be successful.

Activity
1. Having decided to learn to become a nurse—how do you define the word
‘nursing’?

2. What is a nurse?
3. List the characteristics of a nurse; which do you consider to be important?

Nurses and patients are people

Mursing is essentially a service given by one person to another person. It is
often a team activity when different individuals contribute to the nursing care
of one or more patients. There are similarities and differences between one
nurse and another, and between one patient and another. The nursing student
will learn to appreciate that each person is a unique individual, with his own
personal values, beliefs, needs and preferences. It isimportant, when planning
nursing care, to consider carefully what is appropriate for this particular
person, and not to assume that all patients have the same needs, or that any ene
plan is suitable for everybody, or for every occasion. Every patient is an
individual, and each nurse and nursing student offers differing abilities and
aptitudes in different settings to different individuals.

The person

An individual's personality is unique. It is the sum total of everything about the
person — the way he acts, thinks, feels, and the opinions and attitudes he
holds, which may or may not be consistent with his actual behaviour, This
unigqueness is in the colour of eyes, hair, skin and basic body structure, and it is
expressed by his choice of clothing and belongings. The interaction between
inherited, cultural and environmental influences, helps to shape the indivi-
dual’s personality and particular way of forming relationships with others, and
making decisions about his lifestyle and practices.

The awareness a person has developed about himself, and thus the confi-
dence he has in forming and developing relationships, depends toa large extent
on his self-esteem, and how this is established and maintained,



(a) Body image and
self-esteem

A newly born baby has to learn about himself and his surroundings, what is his
'self” and what is not. He starts this by exploring his body with his hands and
mouth, gradually discovering where and when his body ends, and finding that
he is not part of his mother, but that she is a separate, identifiable entity. Thisis
the beginning of a learning process — the developing awareness of the body
image — which brings with it the knowledge either of being the same as other
people, for example, having two arms and two legs, or of being different in
colour of hair, eyes. skin. yet also learning that there is a private self, which isa
part of the uniqueness of the individual.

The effect on a person of discovering that he is physically different from
others and is not part of the accepted ‘norm’, will depend to a large degree on
his upbringing,

For example. a child who has no arms because his mother has taken thalido-
mide during her pregnancy may be overprotected by his parents, who dis-
courage him from leading an independent life. This child may grow into
adolescence unable to make friends of his own age, tending to cling to the
security of home and family. .

On the other hand, whilst accepting and acknowledging that such a child is
different, other parents may encourage him to be adventurous, to experiment
and make mistakes on the way to becoming an independent human being. This
child will develop confidence in himself, in his abilities and capabilities which
will help him in forming and sustaining relationships.

As the child grows and develops, he learns about himself from the feedback
and cues he gets from other people, which can help to reinforee, or sometimes
to damage his feelings of worthiness, of self-regard and esteem, thus affecting
his confidence in the roles he adopts as he goes through life.

It can be argued that it is this growth of self-perception, that helps the
individual to become aware of the feelings of others, and to be coneerned for
them. This is essential if meaningful relationships are to be developed and
sustained. The nurse, for example, learns to put herself in the place of the
patient—to share his pain, or embarrassment. She empathises with him, and is
therefore able to help him adjust to a different role, to modify but maintain
self-esteem.

Sometimes a person’s body image may be drastically altered, for example the
young man who loses a leg in a road accident. An important part of the nurse’s
role is to support him and his relatives during this time by helping them
gradually to work through their feelings of hurt and loss. The firm but gentle
way the nurse handles the young man's body, not being repulsed by the scarred
limkb, will help him to accept the fact that although he has lost a leg, this does
nol mean he is unatiractive, or is less of a man.

The young married woman who has to have a breast removed must be
allowed o express her grief over this loss. The nurse must accept that the
wormnan may feel her femininity has been damaged or even lost, and may be
deeply anxious about the effect of this on her husband. Will he still love me?

What will the children think? are common questions asked during this period.

Both these patients must be allowed to work through their bereavemnent,
which is the first step in the healing process. The nurse must listen with
sympathy and understanding, and by her acceptling manner allow the patients
to express feelings of anger and frustration, without fear of rejection.

The gradual acceptance of a change in the body can be helped or marred by
the reactions of others to the patients during this vulnerable period. Simple,
factual, accurate explanations, and practical help in choosing a prosthesis can
help the patient and the relatives to make a positive adjustment to the change in
the life practices.

Definition

Prosthesis: a means of making up deficiencies, i.e. by an artificial limb, a special
brassiere.

Sometimes, the patient may be unable 1o adapt to the change in his body; he
may be afraid of the future, fearful that he will not be able to cope with his job,
and what he sees as changed relationships with his loved ones. These feelings
give rise to intolerable anxiety. So to escape from this confliet situation which
he cannot avoid, the patient may slart Lo regress.



(a) Communication

(b) Barriers to successful
communication

Dedinition

Regress: to revert to a previous stage of development in which the person felt
secure.

The nurse may recognise that this is happening by noticing a gradual change
in the patient’s behaviour, or the relatives may be the first to become aware that
the patient is becoming more withdrawn, more dependent, more childish in his
reactions, both emotionally and physically, The nurse and relatives must work
together to treat the patient as an adult, getting him to care for himself as much
as possible, gradually encouraging him to face and then to cope with reality.

Relationships

The essence in any relationship is the manner in which people share their
thoughts, feelings, hopes and aspirations, In other words, how they communi-
cate with each other, The way in which the body is used, the form of dress, the
facial expression, and amount and type of eye contact, as well as the tone of
voice give messages 1o other people all the time about attitudes and feelings, as
well as about social class and cultural upbringing. It is important to realise that
if a person receéivés conflicting cues from another person communication will
not be effective — there will be a block in the two-way interaction. For
example, the patient hearing the nurse ask *how are you today?" while she is
anxiously watching the consultant approaching the ward, may assume that this
is simply a social greeting, and respond accordingly. The nurse who sits by the
bed, leans forward with an attentive manner and looks at the patient while
asking the same question may receive an answer which tells her the patient is
still very anxious and is in pain.

Therefore, to communicate effectively, all signals being transmitted must
give the same cues so that the recipient perceives a single message. To be
perceived effectively, the message must make sense to the individual. The
meaning is understood when it is given in acceptable language and fits in with
his previous experience.

o Feedback
Sender » Recipiant(s)
Transmission of Message

(&) 'Signals’ should give Medium(s) usod appropriale  Parception. Fachors
Same message to: affacting:

(B) Awvosd jargon {a) Typeolmeassage (a) Age

() Think through paint of (B) Undarstanding of (b) Mamal/physical state
massage recipiant(s) (c) Pastexperencas

(d) Hnow recipient(s) (d) Socio-cultural

background

Figure 1.1 A modal of communication

The nursing student should realise that patients have different perceptions
about nurses; she may recognise that her patients differ in their social, cultural,
economic and ethnie backgrounds — but she also needs to recognise that their
expectations of her own background may present a barrier to successful com-
munication which needs to be overcome. Some may expect her to behave in a
way appropriate to their perception of a nurse in interpreting their own needs
and feelings, and be aggrieved if she does not realise this— others may feel her
lack of understanding of their needs stems from an inability to understand
because she is in a different social group, class or culture from their own.

The nurse giving information to a patient must speak in a clear voice avoiding
jargon, and must ensure there is enough to obtain fecdback from the patient on
his understanding or otherwise. Sometimes it is better to write the information
down legibly, as well as telling the patient, and his relatives, It is wise to retarn
to the patient after time has elapsed and by careful questioning find out if his
recall is still accurate.



(c) Touch

(d) Dexterity

The use of touch is an essential part of communication. The persen wha has a
limp handshake can give the immediate impression of being ineffectual. The
nurse bathing a patient in bed tells him how she fecls about him by the way she
uses the flannel, or massages his bony prominences. A ‘scrubbing action’ used
in either. can communicate lack of interest and boredom to the patient, as well
as losing him some essential thicknesses of skin!

An essentially practical skill, like removing sutures from a wound, is broken
down into smaller components for teaching/learning purposes. The student 15
encouraged to practise the handling of forceps, to inject water into an orange,
because clumsiness is not only potentially dangerous, but can give the patient
further pain and discomfort, and destroy his trust in the nurse.

Groups

It is in communication with others that an individual gews feedback about
himself, and it iz in his relationships with others he fulfils his needs to share and
belong, to participate and to love, ;

This does not mean that a person needs to spend all his waking hours in the
company of others. Individuals also need time to themselves, to think and
reflect, to listen and read and write, and to be alone.

From the moment of conception, there is interaction between two organ-
isms, the mother and the foetus, which continues during pregnancy and after
the child is born. The unborn child gives evidence of his presence by the
movements he makes.

The mother can affect the unborn child by the choices she makes about her
own life. For example, if she smokes constantly and heavily during pregnancy
the baby may be born smaller than the norm, less resistant to infections.

This interaction, the relationship which develops between mother and child,
child with father and siblings, and later with peer groups, is essential for growth
and development. It is with others that a person can share his thoughts and
feelings, hopes and aspirations.

Twao or more people together form a group, and groups can be large or small,
The aims of the group will differ according to the needs of the individuals
making up the group, and the reasons why the group has formed.

The smaller the group, the more face to face contact and communication,
and intimate relationships can develop in an informal atmosphere.

The larger the group, the more formal will the structure become, and
communications will take place through an intermediary or intermediaries
such as ancther person, or by written or telephoned messages.

Receiving information by indirect means can result in misunderstandings
and misconceptions as an individual cannot ask directly for clarification, and
does not receive other clues to help him in his understanding.

The infant is born into his family or primary group where relationships are
informal and the language is meaningful to all members. The customs and
practices of the family are determined by the culture, and the social class
structure into which the child is born.

The values and standards of conduct practised by the family will, to a greater
or lesser extent, influence the individual throughout his life, acting as a yard-
stick or reference upon which to base his own opinions, decisions and be-
haviour.

The child of Bengali parents born in the East End of London will grow up
among relatives and friends who speak his parents’ language and follow similar
racial customs, but outside these groups he will probably have to work and play
with others, such as white English people, or black West Indians who may
speak a different language. eat different food, worship God diffe rently. These
“significant others’ may exhibit a closeness and cohesiveness in their groups
which prevents him from beecoming a member, or even if he is made a formal
member because of being in the same work and workplace, they make him feel
unwanied by their reactions,

As the child grows and matures he participates in many, and different,
groups, sometimes becoming a member of a smaller group within a larger



setting. For example, in the formal classroom group he receives instruction
from the formal leader, the teacher, but he and his friends form social groups in
the playground and outside school. The accepted leader of the gang may be the
most dominant, or the most respected, or the most liked or feared, but often
another child will become the leader for a specific occasion when his particular
skills are required by the others. For example, the child who knows the route
through the fence to the farmer’s orchard to ‘serump’ apples leads the way!

Mursing students form a group when they enter nursing. The main aim is o
become a qualified nurse, but another aim may be to work together as a group
to make their views on patient care known to their teachers or to the nursing
manager. Within the main group, sub-groups develop, for example, friendship
groups, individuals coming together only for study purposes, or to play tennis,
and 50 on. Al the same time, the nursing student remains a member of her
family and other groups, and also becomes a member of the health care team
for a short period of time. She is daughter, and girl friend, the chairman of the
tennis club, a member of a political party, as well as a nursing student.

In each group, the members decide upon certain standards of behaviour to
which each individual is expected to conform. In formal groups, such as the
nursing profession itself, or within the school of nursing, or the health care
team, these become rules and regulations. If a member does not wish to
conform, he can leave, or comply while he is within the particular group, or
endeavour to modify or change the expectations of the group. The influence an
individual exerts depends on his role and status within the group and how he is
accepted by the otheér members. For éxample, the ward sister/charge nurse/dis-
trict nurse is the accepted formal leader in the nursing team, with authority
invested in her because of her role. She makes decisions and accepis responsi-
bility for the patients and nursing students in her charge.

Activity

Here is a list of roles which may be adopted by an individual. Write down the
behaviour you think will be exhibited by the person in that particular role. Why
do you think the person has adopted that role? Discuss with your colleagues
and teacher.

Perhaps you can think of other roles not mentioned here,

Leader Follower
Second in command Mediator
Scapegoat Comforter
Joker *Stirrer’
Roles

As the infant grows and matures physically, emotionally and intellectually he
learns to adapt to different environments, like going to school instead of being
at home. He also starts to meet many more people. From birth until the age of
about five, his mother, father, siblings and other relatives have been the prime
focus of his world, the people with whom he identifies. At school he mingles
with peers, forms gangs and learns to conform 1o what is expected of him by his
friends and teachers. In other words he becomes a member of different groups
and starts to adopt many different roles as he develops from baby to “toddler”,
to child at school, adolescent starting work, young man starting to date, o
marrying, eventually leading to retirement and death. At any time this eyele
can be interrupted by sickness, when for a time the responsibility of satisfying
his own needs may be undertaken by others.

A person adopts many different roles at the same time, the predominant one
at any given time being adopted according 1o the particular circumstances. For
example Mr Smith aged 50, the breadwinner of his family, a stalwart member
of his church, and a leading bridge player, adopts the role and behaviour of a
patient when sick and in hospital; this behaviour is very different from his
normal lifestyle.,



Role and behaviour

(a) Service to others

(b) Caring

Definition

A role can be defined as the part one plays, and with it can come status in the

eyes of others, as well as confidence for the individual, by boosting his self-
estesm.

The 'partimlar behaviour one adnrp[s, A% a 50N Or daughter, may be different
from the way one behaves as the leader of a tennis team, or as a patient, orasa
nurse, or a nursing student,

Sometimes a certain type of behaviour becomes expected from an individual
in a particular role, and this ‘stereotyping’ can have both beneficial and adverse
effects. For example, the image of a patient is often one who is dependent,
passive and thankful. Much anxiety can be felt among nurses, doctors, and
indeed relatives, if the patient becomes vocal, aggressively demanding to know
what medicines or treatment are being prescribed and why. When the patient
claims, firmly and rightly, that he has the right to know what is being done to his
own body, this may cause mixed feelings of doubt and rightecusness among
“the carers’,

The first year nursing student can increase her confidence and assurance by
wearing a uniform when attending to patients, who respond as if they consider
she is kind, sympathetic and skilled. The student’s behaviour produced by this
‘patient response’ is often that which is expected by the patient, this therefore
confirms the patient’s expectations of the nurse in her role. The patient views
the nurse as a safe person, and sometimes displaces his fear and anxieties in the
form of aggression on to the nurse, because she is seen as secure. The young
student has to learn to cope with these displaced feelings of the patient, which
takes time and knowledge, plus help and support from qualified nerses. She has
to learn that it is not herself, i.e. as Jane the daughter, who is the cause of this
anger, but student nurse Jones who is expected by the patient to understand, to
remain unchanged and undamaged and to cope with the situation.

The learner has to appreciate that there are many aspects to her role as a
nursing student. To the patients, she is capable and confident, to the doctors
and other members of the caring team she is a colleague with particular
expertise, to the tutor she is someone who needs support while learning, and to
the ward sister she is someone who requires supervision much of the time. Itis
no wonder that nursing is seen as a demanding, albeit rewarding profession!!

The core of nursing

Mursing involves service to people in preventing illness, supporting those in
need and giving care to others, It involves the giving of intimate personal care
at times of stress, at the edges of life and death, to the hurt, the maimed and the
vulnerable. It calls for personal attributes, for the development of personal
values and attitudes as well as a firm foundation of knowledge and understand-
ing. The student of nursing requires knowledge of the scientific basis on which
to make her nursing observations about her patient and on which to build her
practical skills. In applying her knowledge, she leamns to adapt her skills to suit
the panicular individual and the set of circumstances in which the care is given,

Mursing as a profession, ora vucatiurll. acareer or a job of work, involves caring
for people and for the individual patient as a person.

The Report of the Committee on Nursing was published in 1972, and the
Chairman, Professor Asa Briggs, in that report, referred to nursing as ‘the
major caring profession’. There are many different forms of care; personal,
social, cultural, educational, medical, legal, political, custodial, emotional and
spiritual, The distinct form of care given by a nurse involves the use of her
understanding and knnwlludgc. her feeling for the person to whom the care is
given and the skilful practice she uses 1o help a person in need. My rsing involves
not only the giving of physical care, but also the giving of emotional support
and understanding to her patient and his relatives or “significant others’ and the
ability to encourage her patient to gain independence.,



(c) Human interaction

(d) Explanations

(e) Communicating

The nursing student’s personal qualities and talents can be developed and
deepened during the training course — few, if any, are perfect at the outset,
even the "born nurse’. Each entrant to nursing is a unique individual with
differing potential. She needs to assess and recognise her own talent and
attributes; and to consider for herself which aspects she needs to develop
during the different stages of her course,

Activity

List in rank order, those characteristies which you will need to develap your-
self.

Mursing is a form of service to humanity which is essentially concerned with the
interaction of human beings — the nurs¢ or the nursing student, with her
patients and their relatives, her colleagues, and all those other persons working
with the patient for his benefit.

In hospital wards and departments, in the patient’s home, or in a clinic or
health centre, the nurse needs to listen carefully to the patient or relative and
other members of the team; she needs to interpret what she hears, and to
develop the art of talking to others. A nursing student needs to practise
listening and replying clearly. She will often be called upon to explain treat-
ments, or 1o give advice and instruction to people who are anxious or fearful.
The emotional impact — fear, anxiety or insecurity — clouds the mind and
understanding becomes difficult or impossible. To develop the ability to speak
slowly, clearly and concisely, the nursing student needs to discover whether she
can make a simple matter clear to others, and to practise until she becomes
more effective in enabling others to perceive the meaning of her words.,

Activity

|. Tape a conversation with a friend in which you describe something with
which she is unfamiliar.

. Play it back — listen and decide its usefulness.

. Tape another conversation describing a course of action clearly,

. Play it back and evaluate its strength and weakness.

Try again, if you still have a friend!

. Listen to your friend deseribing something to you — tape this,

Describe to her what you have heard, taping this also.

. Compare the two taped descriptions.

B8~ Oh b b LD

Discuss the outcome of this activity with a group of colleagues.

These are very important — patients rely on nursing staff to explain what is
happening to them, and rightly expect that the nurse has the knowledge and the
wish to help them.

To make the meaning clear, 50 that the patient can understand, it is essential
to choose words that are simple, to avoid jargon and to speak clearly, repeating
the words again if necessary. This is particularly important when giving infor-
mation about treatment the patient is to be given, or before he goes home from
the department or clinic, or before any anaesthetic is given. Research studies in
nursing have shown that post-operative pain is lessened when there has been
skilful nursing care and explanation about the possible effects of an operation
before it has taken place (Hayward, 1975).

The tone of the voice, the time taken to speak, and the attitude or posture the
nurse adopts whilst speaking to, and listening to, a patient have been shown to
be important elements in the nurse—patient relationship, and in successiul
communication.

In word, look and roueh, and by listening carefully with calm, considerate and
courteous attention, communicating is an aspect of nursing which must be
strongly emphasised. It is the heart of the matter — essential in caring for
children and babies, for those handicapped by mental retardation, for the deaf,
the elderly, for the anxious, depressed and the acutely ill, or for people with
long-term illness of mind and body.



(f) Observation

(a) Learning

Observation and accurate recording of observation form part of the nurse’s
care of her patient. Her sense of smell, hearing, touch, and sight will enable her
to notice changes in her patient which may call for his treatment to be altered.
When the patient’s plan of care is being established after his admission to
hospital the nurse's record of his temperature, his pulse, blood pressure, and
the rate of his breathing form “base line' observations which may be vitally
important during the progress of his care. The observant nurse will note and
report any change in the appearance of the patient, any change inmood, or loss
of appetite, weight loss, or any unusual activity or behaviour.

Her abservations — her watchfulness, will enable her to anticipate what the
patient needs before he realises it.

Nursing education

MNursing education is a continuum, starting at entry to a nursing course and .
continuing for a lifetime, throughout the nurse's career, Formal courses o
prepare for registration as a nurse, or for qualified nurses returning to profes-
sional practice, or taking short courses in specialised nursing, form only a small
part of the education of the nurse. The changing social sceme, scientific
advances and research require all practising nurses to continue to learn as they
work. They learn from their patients, their colleagues, from implementing
research findings, by reading journals and reports and by sharing their know-
ledge with others.

Mursing education programmes in the UK are under statutory control, with
legislation to protect the public by the provision of training for safe practice asa
nurse, and to meet the UK obligations to the European Economic Community
requirements.

The nursing curriculum for each school or college of nursing has to be
approved and planned within guidelines which provide for both theoretical and
clinical learning opportunities to meet the competencies designated by the UK
Central Council for Nursing, Midwifery and Health Visiting (see Fact Sheet 2,

p. 14).
Activity

1. Read the syllabus of training for the statutory body.
2. Compare this syllabus with the outline curriculum in your own school of
MUrsing.

The entrant to nursing requires commitment and perseverance as well as
sensitivity to the needs of others, ‘Mot everyone who desires to become a nurse
is suitable for training’ (Luckes, 1888). Physical stamina as well as health,
emotional stability and an ability to get on with people are essential. Other
attributes can be encouraged and developed during the course and include
gentleness, dexterity, accuracy, punctuality and confidence,

Mursing schools and colleges require evidence of educational ability as the
theoretical eomponent of the course will be tested regularly by written and
practical assessment.

Those learning to nurse have to give care to patientsfclients which is emotion-
ally and physically demanding, and at the same time to acquire the knowledge
which i5 essential to the skilled performance in the giving of this care. As the
student currently spends a large part of her time in the clinical setting, this is
where much of learning occurs. The student will learn by observing how the
other members of the nursing team, the enrolled or registered nurses, the staff
nurse, sister or teacher relate to patients, relatives and others. Particular
behaviours and attitudes which are found to be acceptable and desirable will be
‘internalised’ by the student and become part of her own system of values and
beliefs. For example, the best way a student can learn how to cope with
bereaved relatives is to take part with sister in their comforting. This way she
will learn that it is sometimes desirable for a nurse to express her feelings by
crying with others, and that this is normal and acceptable behaviour. She will



(b) The learning environment

{c) Models of nursing

learn how to listen in silence and how to answer questions of doubts, fears and
feelings of relief or guilt,

It is essential that the student has time away from the wards to be with her
colleagues to share experiences, and for her leaming to be deepened and
consolidated. Study sessions are arranged by the teachers of nursing, who plan
programmes of study which enable the student to develop and deepen her
perceptions of nursing and nursing practices. Teaching sessions are organised
in teaching rooms and clinical areas, with the teachers acting the role of the
tutor, facilitator or counsellor according to the needs of the stedent, The
student learns that the lecture is only one method of gaining information: that
self-directed leaming which is helped and guided by the tutor can be exciting
and rewarding, as well as long lasting. The more active a student is in pursuing,
applying and adapting knowledge, the more meaningful and relevant it
becomes in her rolé as a nurse. Reasoning and adapting become part of the
normal process of the giving of individualised patient care, The nursing student
learns how to assess the patient’s needs in priority order, how to plan and earry
out effective care, and at all times learns to look at her own performance with a
critical eye, 0 that her future care can be modified or changed for the benefit of
the patient.

At the beginning of the course, the student may find that being involved with
patients and their relatives and living in the hospital environment can be
overwhelming and excluding. It is essential for her mental, social and physical
health that the student maintains her social contacts, poing out with friends,
and pursuing her usual hobbies and interests. Sometimes the very involvement
with patients and colleagues which nursing entails can become so absorbing
that the ability to stand aside to be reflective and objective, is lost. The student
can become drained of energy, or her anxiety may become overwhelming. [tis
the responsibility of the teacher, the trained nurse and the student’s colleagues
to recognise that this is happening, and to provide the support and seek the
sources of expert help which are needed to aid the student to come to terms
with the problem. ;

Intellectual, secial and manual gkills need practice for their use to be perfected.
During the course the nursing student will have the opportunity, in a variety of
different settings, with varied clinical experience, and with study sessions and
visits of observation to different places, to leamn to plan the use of her study
time. The purpose of these placements is to deepen an awareness of the
differing needs of individuals in each setting — the home, the play group.
school, workplace, clinics and in hospital wards and departments. The nursing
student may, therefore, learn how to modify or adapt her skills to the needsofa
particular patient. She may also begin 1o appreciate how very complex skills are
acquired and how a seemingly simple task can become difficult and intricate
under certain circumstances. Each nursing student needs to accept individual
responsibility for her own learning — from her experience, by asking gues-
tions, looking up references in textbooks, and by being aware that there may be
more than one answer to a particular question.

‘Models of nursing are representations of the reality of nursing practice’.
McFarlane.

*A conceptual model identifies and defines the factors or phenomena at work
in @ given nursing situation and describes their relationship’. McFarlane.
‘A theoretical model portrays the relationship of theories tested empinically
by research’, McFarlane,

Models of a workplace, or a system of work, may illustrate how design
influences actual practice—and whether the outcome is helped or hindered,

Models of nursing may provide a conceptual framework for considering how
to design and understand the nursing of a particular person. Determining
whether a nursing outcome may be anticipated for a patient depends upon
knowledge and thoughtful reasoning (rationale) based wupon the available
information about

® the person needing 1o be nursed
® the problems o be overcome, or prevented
* the environment—or the patient’s surroundings
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® the resources and the constraints .
® the people involved—their relationships to each other, and their personal
preferences, values and beliefs.

A variety of nursing models focus on differing aspects of the complex
practice—called nursing. Orem describes a self-care model, developing and
testing theories about dependency/independency, and the nurse’s role, in
enabling the patient to contribute to his own care, taking a central place n
planning care and preventing further problems. Henderson and Roper ef al.
focus on the human needs for daily living activities at different stages in life and
the interplay of nurse and patient in meeting such needs. This is illustrated in
Chapter 6. Other models have different perspectives and focus primarily on
interaction—Riehl and King, on adaptation within a systems framework—
Roy—wherein the environment is altered by the nurse to lessen stress factors
and Newman offering a systems model in which health professionals, including
nurses, intervene at differing levels in the health care system to help patients.
Further reading for students interested in these models is referred to at the end
of this chapter. No one model is suitable for every situation, for all patients, or
indeed for any one patient all the time. They are intended to assist the nurse to
understand how nursing may help individuals, Nursing is a complex activity,
both an art and a seience and the practising nurse bases her skill on knowledge,
attitudes and commitment. The debate regarding the use of models, their value
to the patient and the nurse, and the search for proof that they may lead to
better nursing, will doubitless continue ever time. Their importance for nursing
students is that they stimulate critical thought applied to daily work, and
encourage wider understanding of the differing approaches to be considered
before assessing, planning, implementing and evaluating the patient’s care.

The Process of Nursing

The nursing process is a term given to the means of considering, describing and
recording the method by which the nursing content of the patient’s care is
planned and carried out. It is a tool which the nurse may use for

# jdentifying and assessing needs, or problems
® programming nursing activities

* assessing outcomes for the patient

® selting new goals and reviewing progress.

From this data, the nursing of a particular patient may be evaluated.
Four elements are essential in planning nursing practice
(i) Focuson the person requiring care, his degree of need—his place on the
health/illness continuum (see Chapman, Chapter 6).
{ii) The nursing context—the environment and resources.
(iii) The knowledge and ability to select and fulfil the nursing activities
required.
(iv) Reflection and assessment of the outcomes of care and the patient’s
response to it.
In Chapter 6 the process of nursing individual patients is illustrated further. By
using the information gained from this process the nursing student may assess
not only the degree o which her patient has been helped, but also the value of
the learning experience she herself has gained. Such evaluation is a very
important aspect of learning to nurse in different settings. Suggestions for
further reading are given at the end of this chapter.

This is grounded in theory, and nursing research projects enable the body of
knuw[rdﬁc aboul nursing o grow, and to change in response to changing needs
in socicty.

The work of nurses is often demanding, and frequently heavy. In hospital
wards and departments there 15 often pressure of work, or the ratio of "work o
nurse power’ is oul of balance because of the unusual, or emergency, nature of
the work. In such circumstances it is easy to assume that the nursing staff,
including the nursing student, are there ‘to get the work done’, The perceptive
student however, will realise that within that environment lies the experience
she will need 1o acquire in order to prepare her for her own future practice,



(e) Assessment in practice

Fact sheet 1: Professional Code of |
Conduct for the Nurse, Midwife and
Health Visitor — UKCC Guidelines

Each registered nurse, midwife and health visitor shall act, at all times, in
such 8 manner as to justify public trust and confidence, to uphold and
enhance the good standing and reputation of the profession, to serve the
interests of society, and above all to safeguard the interests of individual
patients and clients.

Each registered nurse, midwife and health visitor is accountable for his
or her practice, and, in the exercise of professional accountability shall:

1 Act always in such a way as to promote and safeguard the well being
and interests of patientsfclients. .

2 Ensure that no action or omission on hisher part or within his'her
s||:ghe re of influence is detrimental o the condition or safety of patients/
clients.

3 Take every reasonable opportunity to maintain and improve profes-
sional knowledge and competence.

4  Acknowledge any limitations of competence and refuse in such cases
to accept delegated functions without first having received instruction
in regard to those functions and having been assessed as competent.

5 Work in a collaborative and co-operative manner with other health
care professionals and recognise and respect their particular contri-
butions within the health care team.

6 Tlgkc account of the customs, values and spiritual beliefs of patients/
clients.

7 Make known to an appropriate person or authority conscientious
objection which may be relevant to professional practice.

& Avoid any abuse of the privileped relationship which exists with
patients/clients and of the privileged access allowed to their property,
residence or workplace.

9 Respect confidential information obtained in the course of profes-
sional practice and refrain from disclosing such information without
the consent of the patient/client, or a person entitled to act on his/her
behalf, except where disclosure is required by law or by the orderof a
court or is necessary in the public interest.

10 Have regard to the environment of care and its physical, psychological
and social effects on patients/clients, and also to the adequacy of
resources, and make known to appropriate persons or authorities any
circumstances which could place patients/clients in jeopardy ar which
militate against safe standards of practice.

11 Have regard to the workload of and the pressures on professional
colleagues and subordinates and take appropriate action if these are
seen to be such as to constitute abuse of the individual practitioner
andfor to jeopardise safe standards of practice.

12 In the context of the individual's own knowledge, experience, and
sphere of authority, assist peers and subordinates to develop profes-
sional competence in accordance with their needs.

13 Refuse to accept any gift, favour or hospitality which might be inter-
preted as seeking to exert undue influence to oblain preferential
consideration,

14 Avoid the use of professional qualifications in the promotion of
commercial products in order not to compromise the independence of
professional judgement on which patients/clients rely.

The nurse who is qualified and in charge of a ward or department, and the
teacher of nursing. will each be responsible for helping the student to progress
and learn from the experience offered. 1t is part of the important professional
responsibility of the nurse in charge to assess the potential of an individual
student in that particular clinical setting so that the student can concentrate her

1



(b) Personal responsibility for
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(a) The body of knowledge of
nursing

professional standards

particular efforts to remedy her actions and shortcomings. Study guides and
study sessions will also provide for assessment of knowledge on particular
aspects of nursing, or the wider aspects of health, health education, the
prevention of illness and on rehabilitation before returning to work, or on
adaptations needed for the activities of daily living.

Activity

1. Make a list of the timing of the tests/assessments expected in your own
schoolfcollege,

2. Add in your own school's planned programme here.

3. Devise a timetable for your own private study and written work for your
lutor,

The nursing profession

“To be classified as a profession any occupation must satisfy two criteria. These
are:;

(i) Practical skills must be knowledge-based.

(ii) The profession must have control aver the performance of its members’,
(Hoy and Robbins, 1979).

The practice of nursing is an art — a creative activity, in which the individual
nurse develops a personal approach to each person who is her patient and 10
each traditional task. It is also a science in that measurements of the effects of
nursing can be made, trends forecast, and outcomes analysed. Research
studies such as the *Norton Scale’ for the prevention of pressure sores in elderly
patients in hospital (Norton eral., 1975) can be used to forecast and to prevent
problems which may arise under particular circumstances,

Advances in science, technology and in education assist the nursing profes-
sion to respond to, and to anticipate, changing needs within society — at local,
national and international levels,

. Virginia Henderson (1960), defines the unigue functions of the nurse — who
is:

“Temporarily the consciousness of the unconscious, the love of life for the
suicidal, the leg of the amputee, the eyes of the newly blind, a means of
locomotion for the infant, knowledge and confidence for the young mother,
a mouthpiece for those too weak or withdrawn to speak.’

The responsibility of acquiring knowledge on which to base these various skills
rests largely with the individual nurse or nursing student.

The professional responsibility of each nurse and nursing student and the
standard of behaviour expected from them by those with whom they work, and
those to whom they give service is a fourfald responsibility:

(i) To the person who is the patient.

(ii) Tothe nurse herself,

(1it) To the colleagues with whom she works and learns,

(iv) To others in society = locally, nationally and internationally.

Such responsibility is sometimes defined in law and the legal system of the
country. It is however wider than that, since it is also the standard expected of
nurses by professional groups of nurses — often set down in codes of practice,
or guidelines, Iuis therefore an ethical or moral responsibility. Ethical from the
Greek ethos = character of spirit, moral from mores = the accepted standard,

This professional ethic makes demands upon the individual nurse and nurs-
ing student, which are beyond those set out in legal terms by decree or statute.
For example, in free societies an individual has freedom to decide on his own
actions within the law, including the right to withdraw his labour — or 1o strike.



(c) Personal responsibility

(d) Integrity

(e) Conflict

() Standards of care

Murses, like all other employees, possess that right. The integrity of the
profession, the ethical code of behaviour, or practice, and the conscience of the
individual nurse will dictate whether such action can be taken without harm to
patients for whom and to whom that nurse is responsible.

In October 1979, the General Nursing Council for England and Wales made
the following pronouncement on whether a aurse who limits or withdraws her
services could face proceedings for professional misconduct.

*The Council is of the opinion that if a nurse puts the health, safety or welfare
of her patients at risk by taking strike or other industrial action, she would
have a case to answer on the score of professional misconduct, just as she
would if the health, safety or welfare of patients were put at risk by any other
action on her part,’

‘The current statutory bodies, the UKCC and Mational Boards, have continued
this policy.

‘The nurse is responsible for identifying her own needs, and for seeking ways of
maintaining her own knowledge and her safety to practise with competence.
Similarly she is responsible for calling attention to any lack of resources needed
to maintain a safe standard of care for her patient.

The nursing student needs to recognise that nursing, as a profession and an
occupation, calls for integrity. A nurse is expected to hold in confidence
matters related to her patient and to his personal life as well as his care and
treatment; she is expected to respect the integrity of her patient. The nature of
her work requires the nurse to have the ability to be true to herself, to be
answerable for her own behaviour towards her patient and others, and the
ability to help others to achieve the standards required, and to support their
efforts to do so.

Her integrity will be taxed by conflicting demands, wishes and feelings. Nurs-
ing, which involves earing for others, brings personal rewards and satisfaction
to the nurse — but it will also bring physical and emotional stress, e.g. by hard
physical demands for lifting, carrying and standing, by emotional demands for
the support required at moments of crisis, by the frustration of her efforis to
help some patients who resist treatment or refuse to collaborate and who reject
all her efforts to help. The work of the nurse may take her into situations which
are often difficult, and sometimes dangerous. Many nurses have feelings of
inadequacy and sometimes guilt when their efforts do not achieve suceess, or
when they are unable to attain the high standards set by their own expectations.
It is important to realise that nurses are human, with strengths and weaknesses
common to all people, and that it is necessary 1o maintain a balance between
ideal expectations and the limitations in the real situation.

The hours of work required by rotation duties, by night and day. may
prevent the nursing student from enjoying the pastimes of her contemporaries,

The varety of the work, particularly duning the training penod, may make
continual demands on the updating of knowledge and offer conflicting choices
and contrasts between the demands for speed and accuracy in some acute
settings, and the need for meticulous perseverance in upholding standards of
care for the patients with longterm disease.

A nurse is expected to apply her knowledge, and to practise the best possible
care for her patient in the circumstances in which the care is cequired. In order
not to be satisfied with lowered standards of care, the nurse needs to broaden
her own experience by discussion with other nurses. The professional associa-
tion in her own country (the Royal College of Mursing in the UK) is in contact
with the national nurses’ associations of other countries throughout the world
by membership of the International Council of Murses, These associations and
also groups of nurses with particular specialist interesis, e.g. the Geriatric
Mursing Society, enable nurses to share and disseminate knowledge and to
up-date each other about their practice. By this means the methoeds of caring,
technical nursing procedures, and other aspects of nursing can be modified and
adapted in response 1o rescarch findings of proven worth.

13



(a) Legal control of the
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profession

Mursing calls for a deepening awareness of the importance of human rela-
tionships, an awareness of the needs of self and others and upon the ways in
which human beings behave! Interpersonal skills — of contact, communication
and interaction — need to be continually developed throughout the nurse's
professional career.

Fact sheet 2: United Kingdom Central
Council Training Rules

(Nurses, Midwives and Health Visitors Rules Approval
Order 1983 No 873)

18(1) Courses leading to a qualification the successful completion of
which shall enable an application to be made for admission to Part 1 of the
register shall provide opportunities to enable the student to accept
responsibility for her personal professional development and to acquire
the competencies required to:

{a) advise on the promotion of health and the prevention of illness;

(b) recognise situations that may be detrimental to the health and well-
being of the individual;

{c) carry out those activities involved when conducting the compre-
hensive assessment of a person’s nursing requirements;

(d} recognise the significance of the observations made and use these to
develop an initial nursing assessment;

(e} devise a plan of nursing care based on the assessment with the co-
operation of the patient, to the extent that this is possible, taking
into account the medical prescription;

{f) implement the planned programme of nursing care and where
appropriate teach and co-ordinate other members of the caring team
who may be responsible for implementing specific aspects of the
nursing care;

(g) review the effectiveness of the nursing care provided, and where
appropriate, initiate any action that may be required;

(h) work in a team with other nurses, and with medical and para-
medical staff and social workers;

(i) undertake the management of the care of a group of patients over a
period of time and organise the appropriate support services;

related to the care of the particular type of patient with whom she is
likely to come in contact when registered in that Part of the register for
which the student intends to qualify.

Some aspects of the law and its relation to
nursing

The right to practise as a nurse depends upon the possession of a licence
granted to an individual by the registering body. In the UK, an Act of
Parliament., The Murses, Midwives and Health Visitors Act 1979, and the
orders under the Act, set out the legal position by which entry to the profession
is controlled. The statutory bodies — the United Kingdom Central Council,
and the four National Boards for nursing, midwifery and health visiting —
control the registration and conduct of members of the profession by exercising
discipline, by controlling the conduct of education in nursing schools and by the
carrying out of assessments and examinations.
Entry to the profession by registration, after qualification as a nurse, bri ngsa
legal as well as an ethical or moral responsibility to bear upon the nurse.
The purpose of the Act—and of the preceding Acts from 1919 onwards — is
lo maintain a register so that the public may know from whom safe and caring



(b) The legal position of the
nurse

(c) Professional misconduct

(d) The nurse—patient
relationship and the law

(e) The patient’s rights

nursing service may be expected — and to protect the public by regulating the
nursing profession through the disciplinary process, where necessary.

As an individual the nurse and the nursing student is accountable for her own
actions like all other members of society, in common law. As a professional
nurse, qualified and responsible, or as a nursing student in training for a
professional qualification, it is assumed that she has greater knowledge than
the ‘common man’ and she is therefore expected in law to give an account of her
actions based on her professional knowledge and judgement. As a person
whose name appears on a register maintained on behalf of the state, she is
expected to behave with due regard for the law.

When a nurse pleads guilty, or is found guilty in court, of a crime against the
person, she is liable to answer a charge of professional misconduct by the
registering body. Such instances include for example crimes such as theft,
grievous bodily harm, criminal negligence and so on, when the clerk of the
court in England and Wales has to report such findings to the Registrar. A
member of the public, or an employing authority may also complain about or
report incidents of alleged unprofessional behaviour by qualified nurses or
nursing students to the statutory bodies, leading to the investigation of possible
professional misconduct. Members of the nursing profession, elected by their
peers, are called upon to investigate and to examine all facets of such reports.
According to the rules provided under the Act they determine whether disci-
plinary measures should be taken — with the possible outcome of the suspen-
sion of the nurse’s licence to practise over a period of time, or the withdrawal of
such licence indefinitely. Thus the professional competence of the nurse is
judged by nurses — the control is in their hands.

The law exists to protect the individual. Everyone has a right to protection from
wrong-doing under the law. There are special circumstances when such rights
are of great importance in nursing, either in the home or in the hospital setting,
e.g. the rights of the child, of the mentally handicapped, of the mentally
disturbed, of those involved in road traffic accidents and those too weak or
affected by illness to protect themselves.

1 Consent to treatment

The patient is entitled to a full explanation of his treatment, before giving his
consent for any invasion of his privacy, his possessions and his body. When the
patient consults his doctor, and agrees to treatment or referral to hospital,
there is an implied form of consent that he will cooperate with the medical and
nursing staff and others involved in his care. If he is of age, and of sound mind,
he may withdraw that implied consent if he chooses. His health and well being
may be adversely affected by such action — and the doctor and nurse will have
to ensure that they have clarified matters, including the possible effects on the
patient. The law clearly states that it is unlawful to interfere with a person of
sound mind without his consent.

2 Consentin writing

A written agreement signed by the patient is required before an operation, or
before any form of investigation involving an anaesthetic, is performed. The
nature and extent of the procedure should be clearly explained and written
down, together with the possible effects where there is a permanent physical
change in the body, e.g. the opening of the colon on to the surface of the
abdomen — colostomy, or the amputation of a limb, e.g. below or above the
knee; or the removal of the uterus.

3 Inanemergency

When the patient’s life is at stake, e.g. in railway or coach accidents, or where
the patient is unconscious and the next of kin is unavailable, the surgeon may

decide to operate without written consent to prevent greater danger to the
patient,

15
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4 Parental consent for minors

Parental consent is needed for treatment of a child under the age of 16. In very
rare instances when this consent is withheld by parents, the child may be made
a ward of court, so that the operation or treatment may be carried out. Such
instances cause great concern to the individuals placed in this position, and the
nursing staff have to make great efforts to prevent misunderstanding and
misrepresentation. As a coordinator of the team working on behalf of the
patient, the nurse plays a central role in the team’s deliberations.

5 Mental Health Act

Under the provisions of the Mental Health Act 1983 the patient with a mental
disorder has certain rights clearly written in law to protect him as an individual
and 1o protect sociely from the possible effects of his disturbed behaviour
whilst of unsound mind.

A patient may be admitted to a mental hospital either as a voluntary
admission, or as a compulsory admission, or as an emergency compulsory
admission. There are quite specific rules under the Act for patients in any of
these categornies.

Part of the Mental Health Act 1983 enables treatment for a patient without

consent if he is admitted under section 2—compulsory admission and detention
for 28 days for assessment.

Fact sheet 3: Mental Health Act 1983

CHAPTER 20
Arrangement of Sections

Mental Disorder = Mental illness, arrested or incomplete development
of mind, psychopathic disorder and any other disorder or disability of
mind, and mentally disordered shall be construed accordingly.

Severe mental impairment = A state of arrested or incomplete develop-
ment of mind which includes severe impairment of intelligence and
social functioning, and is associated with abnormally aggressive, or
seriously irresponsible conduct on the part of the person concerned,
and severely mentally impaired shall be construed aceordingly.

Mental impairment means a state of arrested or incomplete development
of mind (not amounting 1o severe mental impairment) which includes
significant severe impairment of intelligence and social functioning,
and is associated with abnormally aggressive, or seriously irresponsible
conduct on the part of the person concerned, and severely mentally
impaired shall be construed accordingly.

Psychopathic disorder means a persistent disorder or disability of mind
{whether or not including significant impairment of intelligence) which
results in abnormally aggressive or seriously irresponsible conduct on
the part of the person concerned.

HMSO. Mental Health Act 1983 An Act to consolidate the law relating
to mentally disordered persons

6 Patient's property

The nurse is responsible for respecting her patient and his property. In most
health districts in the National Health Service in the United Kingdom there are
well established paolicies for the care of the patient’s property, i.¢. his clothing
and other personal possessions, jewellery, dentures, spectacles and money. In
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hospital wards when the patient is admitted, he is asked to hand over his
property for safe keeping to the hospital authorities. A disclaimer follows
usually, which indicates that this should be done in the proper manner, listed
and signed, otherwise the authority will not accept responsibility in the event of
loss. It is unwise for the nurse or the nursing student to undertake personal

responsibility for the patient’s valuables, since she is not covered by this

undertaking. The ‘Hospital Authorities’ are those charged with safe keeping —

the administrator or treasurer. A signed receipt should be given to the patient,

and a copy kept in the ward to signify the articles kept for safety. When the

property is returned to the patient a similar receipt should be signed for this

purpose.

Activity

1. Read the guidelines for the care of the patient’s property in use in your
own school.

2. With a colleague discuss the difficulties which may be encountered in
listing his possessions.

3. How would you describe his wallet?

4. What will you do about listing a woman’s jewellery — including her
wedding ring?

5

. If he is admitted from a road accident and his clothing is dirty and
bloodstained, what would you do?

7 The patient’s will and testament

Many patients in hospital, who have never considered making a will, wish to do
so for their own peace of mind, or to satisfy relatives. It is often the first time

that a person has realised that it will be helpful to himself and others to indicate
how he wishes to dispose of his possessions.

Making a will .

A will is a legal document; it may be contested by relatives or other beneficiaries,
and it is therefore very important that it is written in clear legal terms. The
patient’s solicitor is the best person to give professional advice. If he is not
available, or if time is pressing, and if the patient is considered by the doctor to
be capable of expressing his wishes clearly, the nurse may then seek the help of
the health service administrator so that a simple clear statement can be drawn
up for the patient. Provided that she is not mentioned in the will as a benefici-
ary, the nurse may act as one of the two witnesses to the signing of the will by
the patient (the testator). Each of the two must witness each other’s signature
and the date of the testator’s signature, otherwise the will would be invalid.

It is a general rule that a nursing student should not act as a witness, and that
anyone who is involved in assisting the patient should not divulge its contents
This should be done in strict confidence.

Activity

1. Read the policy regarding the making of a will in use in your training

school.
. What are the patient’s rights?
. How can the nursing student help him?

. When a patient decides to make a will whaLare the responmbxlmes of:
(a) the qualified nurse;

HWN

(b) the patient’s doctor; 3_7 2 ]
(c) the health service administrator? 23 i
22 i
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8 Accidents orincidents ~ 25 ',

h

Any untoward incident occurring during the course ot tEe nurse’s work should
be noted, in writing. Sometimes an incident which; segm&xsolated or unimpor-
tant, will assume great importance later. Nursing s_l%:uucnls and spme qualitied
nurses, sometimes find it difficult to express the circumstances surroundlng an
incident sufficiently clearly. It is necessary to md'!cage what occurred, when,

how, who was present, and what action, if any, was ta‘&en The reason why an

'ubil
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(f) Information which is
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privileged

incident occurred may be unknown — the fact that it happened should always
be reported.

Reporting an accident

Accidents happen. Accidents affect people. The effect of the accldgnt may be
apparent — the injury may be obvious at once, or there may be no immediate
apparent injury — but signs of the effect occur later.

Any accident occurring to a patient, or to a member of staff on duty, or to any
visitor. should be accurately reported. Health authorities, and other employ-
ers, have agreed procedures and forms for reporting accidents. The full facts,
the names of witnesses, should be indicated, and the name of the medical
officer who examines the victim, together with details of any treatment re-

uired.
d Afiter an accident in hospital, or on the premises of an employing authority,
has been reported, the nurse in charge, the administrator, and the doctor
should examine the circumstances to see whether the cause can be found so that
further such accidents may be prevented.

Activity

1. Read carefully the detailed policy for reporting an accident in use in your
schoal.
2. With a colleague, discuss the method of completing the form for an
imaginary accident in the ward affecting:
(a) a patient falling from a commode;
(b) an occupational therapist falling heavily having slipped on a wet
floor;
(¢} a nursing student discovering that she has given a measured medicine
to the wrong patient.
3. A patient has complained that her purse containing a number of coins and
notes and personal cards is missing from her locker.
What should be the procedure following this complaint?

1 Definitions

1. Privileged information is information held in trust, under privilege in
confidence for a specific purpose.

2. A defamatory statement made in writing is libel.

3. A defamatory statement which is spoken is slander.

2 About the patient

When the patient has given the name of the person he wishes to be contacted as
his next of kin, it indicates his willingness for the nurse to share information
about his progress with that person. Nobody else has the right to be told about
his condition or his treatment. [f anyone, e.g. his employer or other enguirer
wishes to have such information, the patient’s permission must first be sought
because this information is held in confidence under privilege. However press-
ing the questions, no one else can be accorded the privilege of sharing this
knowledge. Sometimes members of the press seek confidential information
about patients, or staff, who are celebrities. The nurse never gives such
information to them, as they hold no such privilege. The administrator usually
undertakes to explain this to the press and 1o release information only with the
agreement of the patient, or his next of kin.

3 Aboutthe staff

References are often sought by prospective employers about an applicant's
suitability for a post. Senior nursing staff give written replies to such requesis,
taking into account the assessments of the nurse, or nursing student, made by
those nurses responsible for the ward or department in which the nurse has
worked. Such references are written clearly, in good faith, as truthful confiden-
tial information about the person who is applying for a position of trust. Such
information is also privileged.,



) The nurse—employer
relationship and the law

4 Staff development

In nursing schools a regular system of assessing the student's progress by
discussion and written records is required by the statutory authorities. In most
places of employment, the health authorities have a formal staff development
system which allows all nursing staff to review and discuss their work with
supervisors, the opportunities it offers, their aspirations and plans for future
career development and to draw attention to any suggestions for improving the
standard of nursing care. After discussion, the student’s progress report, or
staff development form, is signed by both participants as a record for guidance
on future career openings.

1 Contracts

In the UK, registered and enrolled nurses and most nursing students are
employees. In the MNational Health Service they are the employees of the local
health authority (called an Area (AHA) in Scotland, a district (DHA) in
England, and a Health Board in Northern Ireland).

LUinder the law each employee is entitled to a contract, setting out the terms
of employment — what the employee can expect from her employer, and vice
versa. The details to be covered in the contract, in writing, include:

{a) the date of commencement, the place of employment;

(b) the grade of employment, details of pay scale;

{c) the holiday entitlement, and the superannuation regulations;
(d) the grievance procedure and how it works,

Most contract forms draw the attention of the employee to the place where
copies of the full details of the terms and conditions of service agreed by the
Murses and Midwives Whitley Council can be found, since not every aspect can
be enumerated on the contract form.

2 The nursing student contract

In addition to the above details, the contract for a nursing student should also
include the following:

(a) the specified length of course, since it is for a fixed term;

(b} the regulations for training imposed by the statutory body controlling
education;

(c) the assessments and examinations to be passed during the course.

The statutory body requires evidence of the progress of the nursing student
towards the satisfactory completion of the course by attainment of the com-
petencies, The policy of the school to meet these requirements—regarding
entry, number of attempts and the procedure in the event of failure to pass
these assessments and examinations—should be available with the coniract,
and an outline curriculum or plan of the course.

3 The employer’s rights in the contract

The employer has a right to expect the employee to behave competently and to
be trustworthy. If an employer is dissatisfied with the work of an employee, he
can warn that there is eause for concern, recommend further effort, and set a
time limit for improvement. Such warnings may be given formally — verbally
or in writing in the presence of a representative of a trade union, or a friend —
at the choice of the employee,

Most health authorities list actions which would be taken as examples of
breach of contract warranting summary dismissal, e.g. deliberate action
against a patient, misuse of drogs, intoxication on duty, assault 1o others on the
premises and s0 on.

4 The nursing student and the grievance procedure

The guidelines for invoking the grievance procedure will be laid down by the
school and employing authority—together with an agreed method of dealing
with the grievance stage by stage.

19



As an employee the nursing student who feels aggrieved has the right to
discuss this, and gain the help of the accredited representative of her trade
union, As a student in training under the regulations of the statutory body and
of the training school, she may also discuss her problems with one of her
teachers, or a registered nurse, to clarify the local policy, if she so wishes,

Durng her clinical experience, the nursing student is accountable to her
teacher, ward/department sister or charge nurse, for the participation in the care
of patients. A misdemeanour on duty during her work may therefore be the
reason for counselling or for a reprimand, or by a report to the nursing officer.
Failure to make progress with studies, or a misdemeanour occurring during
study sessions, may be the reason for counselling or for a reprimand by her
teacher of nursing. A verbal or formal written warning, setting the timescale
for improvement, may follow either of these events. A nursing student who
considers that there is reason to invoke the grievance procedure to challenge
such decisions, has the right of appeal to the head of the school.

-

5 Abortion Act 1967
Section 4(i) of the Abortion Act states:

‘Mo person shall be under any duty, whether by contract or by any statutory
or other legal requirement to participate in any treatment authorised by this
act to which there is conscientious objection. Providing that in any legal
proceedings the burden of proof of conscientious objection shall rest on the
person claiming it.”

It is, therefore, advisable that any nurse or nursing student, with strongly held
beliefs which make her unwilling to participate in such treatment, should write
formally, at the outset of her employment, to her employer asking for this to be
recorded and respected.

Mursing students will recognise the dilemma which exists between personal
and professional ethics and religious conviction on such an issue. The conserva-
tion of life is one of the ethical principles of nursing, yet so is the relief of
suffering, and the nurse has to be sensitive to social needs, and the pressures
upon the individual. Although the legal position of the nurse and student is
clear from the above statement, the personal pressures upon those who opt out
from such treatments, leaving others to undertake such work, can be consider-
able. When the life of a patient is in danger, however, there is no doubt that the
nurse cannot leave her patient without alternative support and care whatever
her own personal beliefs.,

It may be helpful to consider here that this is the only legal ruling regarding
the protection of those who choose not to take part in nursing treatment. There
is no such protection for nurses, or nursing students, who dislike certain aspects
of their work, e.g. a certain type of ward or department, a particular type of
procedure, or a particular class of patient and so on. If this presents a problem,
the nursing student should discuss it with the nurse in charge, or with her
teacher of nursing. A qualified nurse may be wise to seek alternative employ-
ment if she finds the work distasteful.

6 The Health and Safety at Work Act 1974

Under this act, both employees and employers have a duty to ensure that the
health, welfare and safety of employees is safeguarded. This places on em-
ployers the duty to set down the policy, and the guidelines, for practice of any
procedures which may affect the health and safety of those at work. It also
places on those who work with equipment, or in hazardous situations, the duty
of carrying out the agreed procedures correctly. Any employee failing to take
proper care within the guidelines may be called to account by his employer.

Activity

1. Read the policy guidelines in your own school for isolation of an infectious
patient, e.g. a patient with AIDS {acquired immune deficiency syndrome).

2. Consider your responsibilities for protecting yourself and others from this
infectious disease.

3. How will you explain to the domestic assistant cleaning the room and to
the family and friends visiting the patient, what is required from them?



(h) Administration of
medicines

7 Trade Union and Labour Relations Act 1974

Every employee has the right not to be unfairly dismissed, and this act sets out
her right of appeal against a dismissal thought to be unfair. An appeal will be
heard by an impartial tribunal.

8 Employment Protection Act 1975

This act protects the rights of employees who are members of trades unions. It
covers the right of an employee to participate in such activities, for accredited
representatives to have time allowed in preparation for such duties and to be
consulted and participate in staff/management discussions.

All these aspects of law are important for nursing staff in their work, and for
nursing students undergoing training. There are many others — particularly
those relating to the individual client or patient — with which she will need to
become familiar throughout her career. The professional conduct of the nurse
and her preparation and education, are under the control of the statutory body
responsible for issuing her licence to practise as a nurse.

9 Data Protection Act 1984

This act requires users to register computer systems that hold information
which is stored and processed automatically. It seeks to protect the individual
by attempting to monitor and control personal information held on computer
by registering all non-exempt personal data systems in the UK.

The Korner Report—*‘The Protection and Maintenance of Confidentiality of
Patient and Employee Data’, Oct., 1984—covers all aspects of confidentiality,
and to meet the recommendations health authorities are drawing up codes of
practice to fulfil the statutory requirements detailed in the Data Protection Act
1984.

The storage, safe custody and giving of medicines in hospital wards, depart-
ments and clinics is prescribed by acts of parliament and statutory rules.

1 The legislation in the United Kingdom

® The Medicines Act 1968.

® The Misuse of Drugs Act 1971. This sets out government regulations
regarding the ordering, custody and administration of drugs to which a person
may become habituated, e.g. pethidine, morphine, heroin.

® The Medicines (Prescription Only) Order 1977. This lists drugs which,
because of their action and side effects, must be prescribed by a doctor, e.g.
diazepam.

® UKCC Rule 18 of Statutory Instrument 1983 No. 873. This specifies the
competencies to be acquired before registration of a nurse.

2 The ordering of medicines

The pharmacy supplies medicines to be used in wards and departments of a
hospital on the receipt of an appropriate written order. This may be either a
written prescription authorised and signed by a doctor, or it may be a
requisition form signed by a registered nurse. When medicines are delivered to
the ward, they should be received, checked and put away immediately in a
locked cupboard, according to their type. Those medications prescribed for
external use, e.g. creams or lotions, should be kept in a separate locked
cupboard, fluids for intravenous infusion in another place, and those for
internal use in a locked cupboard or locked trolley for administration.

Definition

Intravenous: into a vein.
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3 The care of medicines

Controlled drugs (these to which a person may hcmmel habituated) must be
kept in a specially labelled and locked cupboard within another locked
cupboard. The amount of these drugs in stock in the cupboard should be
checked and counted daily, and also counted, checked and noted after a drug
has been used. Any discrepancy in this record should be reported at once to a
nursing officer and the pharmacist so that further enquiries can be made. The
sister or charge nurse in the ward is responsible for the custody and the use of
these drugs in the ward and is answerable for their care to the pharmacist who is
responsible for the total amount used within the hospital.

Medicines and drugs are ordered for use and to be given as prescribed by a
doctor to a patient, They may not be given to anyone else, e.g. to a visitor or a
member of staff.,

The misuse of medicines and drugs — and therefore of her professional
knowledge, is a form of professional misconduct for which a qualified nurse
may be called to account by the statutory body.

4 The giving of medicines

Wherever a medicine is prescribed for a patient by a doctor great care should be
taken that the patient, the relative if the patient is at home, and the nurse know
the time at which it is to be taken, and the amount that is to be taken, and the
way in which it is to be taken.

There are different routes for substances to be taken for different actions.
They can, for example, be:

Inhaled — as a medication or during an anaesthetic,
Swallowed — to be absorbed in the gastrointestinal tract,
Applied to the skin — lotions and creams.
Dropped into the nose, the ears or the eyes,
Injected by syringe and needle:
into the layers of the skin — intradermal;
into the tissue below the skin — subcutanecus;
into the muscle below the skin — intramuscular;
into the vein, therefore directly 1o the blood — intravenously;
into the body eavities, e.g. the peritoneal or pleural cavities, or the theca
(the subarachnoid space).

Accuracy in giving medication to patients is essential — particularly when
the nurse may be caring for several patients or when several nurses in a team
are caring for one patient. A clearly written record that a medicine has been
given should be made immediately to avoid mistakes. Patients in hospital wear
a wrist band, or identity bracelet, and before giving any medication the nurse
should check the written prescription, the label on the container, and the wrist
band to identify that the correct procedure is being followed.,

If any mistake should occur, either an error in the calculation of the amount
of the drug measured, or if the medicine is given at the wrong time, or to the
wrong patient, prompt reporting of the error enables the appropriate remedial
action to be taken by the nursing and medical staff. It is very important to try to
prevent errors by following the agreed procedures correctly — it may be
life-saving, however, o report when any passible mistake may have been made,

Activity

1. In April 1986 the UKCC issued an advisory paper entitled Administration af
Medicines. which defines professional judgement and professional respon-
sibility in health care and gives guidelines o assist the individual. Read this
paper carefully and discuss it with your colleagues.

2. List and consider the methods used in your own school to ensure the safety
of the patient when medicines are;

® ordered from pharmacy;
® prescribed by a doctor;
® given by a nurse.
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Chapter 2

Health

Introduction

The International Council of Murses' meeting in Mexico in 1973 adopted the
following code of ethical concepts applied to nursing,.

“The fourfold responsibility of the nurse is
® 1o promote health;

® to prevent illness;

® torestore health;

® 1o alleviate suffering.’

Health has been defined by the World Health Organization (1947) as "A
state of complete physical, mental and social well being, not merely the
absence of disease or infirmity’. On September 12th 1978 representatives of
134 nations agreed the terms of a solemn declaration on primary health care
pledging all governments, health workers and the world community to promote
the health of all the people of the world. The meeting took place at Alma Ata in
Soviet Kazakhstan, and reiterated that health is a fundamental human right,

that primary health care needs developing throughout the world, with a goal of
health for all by the year 2000,

Activit

The WHO definition of health quoted above is widely wsed in nursing schools,
and merits careful thought.

1. Are there any additional aspects that you think are important in the
definition?

2. How would you define ‘disease’?

3. What is ‘infirmity"?

4. What is primary health care?

An alternative definition has been given by Kathleen Mansfield: ‘By health, I
mean the power to live a full adult living breathing life in close contact with
what [ love. | want to be all that I am capable of becoming'.

Each person is responsible for his own life, health and safety — provided that
he has the capacity for reasoned behaviour, Choices between two or more
courses of action have to be made, and decisions taken daily which affect the
person’s lifestyle and his behaviour. The role of the nurse is to enable the
person to perceive the possible outcomes of each decision.

The promotion of health

The basic physical needs for health in the human being are sometimes likened
to those of other members of the animal kingdom: air, water, food, shelter and
warmth, rest and sleep, activity and sexual expression. To these — for the
person — should be added social and emotional needs, the need for love and
approval, for intellectual or spiritual refreshment, and creativity, for personal
satisfaction, self-esteem and achievement, or self-actualisation. Many theories
exist about these human needs and the relationship between the physiological
needs for survival and the continuation of the species and the psychological or
emotional needs of the individuals and groups. These aspects of social, psycho-
logical and physiological needs will be further developed throughout the course
of nursing.
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Figure 2.1  Events witich may lead fo siress in the bife span of an individual

Activity

I. List other situations which you find stressful,
2. Compare and discuss the list with your colleagues.

Health, disability and handicap

Some people are born with some disability, others acquire this through
accident or disease. A person who has a disability has the same needs for
healthy living and for independence, as any other member of society. He may
adapt his way of life to allow him to live within the limits of his disability, or he
may be handicapped by it and need some form of help and support. It is
important for nurses, and all people who offer help, to respect the individual's
right to independence, and his right to choose when, and whether, to accept
help from others—{amily, friends, neighbours and nurses,

(a) Physical disability Some people are born with a physical defect — abnormalities of the limbs,
eyes, or skin ('port wine stains’), or other congenital abnormalities,

Some people become crippled or disabled by accidents, or by disease in later
life, e.g. facial disfigurement following burns.

In 1981, the International Year of the Disabled, attention was focused on the
needs of these people, particularly on their need for a ‘normal” healthy environ-
ment, for satisfying personal, social and sexual relationships and for mobility.
When a physically handicapped person is ill, the nurse should be particularly
careful to arrange for him to have personal freedom, mobility and indepen-
dence, and to avoid over-protection, or patronising assumptions that he is
unable to look after himself,

Activity

1. Consider the difference between the use of the terms:

(a) “The disabled’.

(b) *Person with a disability”,

List the physical achievements of people with disability that you have
read about in books or newspapers,

. What arrangements are there (o encourage greater independence of a
person without legs in your own locality?

What social benefits are available for people with physical disability?

. How do you react when meeting someone whose face is badly scarred?

e W N

(b) Mental handicap A person who has a mental handicap is someone who has not the mental
capacity which is accepted as normal in their own society. The term is a
convenient social and administrative one covering a large number of conditions
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which affect the person’s ability to learn and to reason. It is not an illness which
can be treated and cured. ;

Mental impairment is a relatively new term used in the Mental Health Act
1983 and covers the words ‘mental deficiency’ formerly used in Scotland,
‘mental subnormality’ in England and Wales, and *mental retardation’ in other
countries. It is usually defined by measuring the intelligence quotient (1Q). The
average 10 is taken to be 100; anyone with an 10 of 50-70 is said 1o have a mild
degree of mental impairment, and anyone with an 10 below 50 is considered to
be severcly mentally impaired.

1 Causes of mental handicap

Most of the conditions which lead to mental handicap are determined before
birth, or in the early weeks of life. Faulty development during pregnancy may
cause physical as well as mental disability or handicap.

Mentally handicapped people will never be cured, but measures to prevent
handicap are beginning to become clearer, and in the last ten years there have
been developments in understanding the needs of the mentally handicapped
for proper training and education to cope with the ordinary skills of everyday
living which most people take for granted.

Mildly mentally handicapped people may fit so neatly into their own society
that nobody realises that they are anything except "a bit slow”.

The Warnock Report (1978) recommended that mildly and moderately
mentally handicapped children should, wherever possible, be taught in ordin-
ary schools, mixing with *‘normal’ children, to encourage their development,
and that there should be no segregation for these mentally handicapped chil-
dren in special schools.

There are special schools for slow learners and there are 51 (00 places in such

schools in England and Wales, and a further 11 (00 on waiting lists.

An exact cause of mental handicap is often difficult to find. There are nearly
300 known causes, but in only 35% of known instances of handicap, can an
exacl cause be found. It is seldom true that mental handicap is inherited from
handicapped parents, which was previously thought to be so. Inherited inborn
errors in genetic makeup, faulty development during pregnancy, difficulties
during childbirth, and social factors, as well as the effects of disease are all
included in the large variety of causes.

Social factors

Prematurity, and malnutrition in infancy can retard mental development,
Babies who weigh less than the average at birth tend to be below average at
normal milestones of development. Overerowding, or poor housing condi-
tions, may mean that there is little individual attention for the baby, Studies
have shown that children born in impoverished or socially deprived homes
have less chance to develop their potential. When the mother goes out to work
alternative child minders may fail to encourage the individual child. If they
then go to overcrowded or inadequately staffed schools they may then continue
1o lose ground,

Disease

|. Disease of the pregnant woman may cause mental handicap. Rubella, or
german measles is one example. There is a one in ten chance of a handicap
in the child if the mother develops this disease in the early months of
pregnancy. There is now a vaccine offered to all teenage girls to prevent
the likelihood of this occurring. The pregnant woman can choose to have
an aboartion if she has rubella during early pregnancy,

2. Disease of the child may cause mental handicap, e.g. inflammation of the
coverings of the brain — meningitis, or of the brain itself — encephalitis,
may also cause handicap as a complication of the disease. Itis a possible
complication of measles — for which immunisation is now available.

Brain damage

This may occur during development, or at birth or in the first few weeks of life.
Mot all babies injured before or during birth suffer from mental handicap: it has



been estimated that approximately half those with cerebral palsy — spastics —
are mentally handicapped, a quarter of whom are severely mentally handi-
capped, as well as having physical handicap.

Hydrocephalus, or ‘water on the brain’ may be a cause — unless treatment is
undertaken early to release the blockage caused to the flow of cerebrospinal
fluid, and so to prevent the back pressure exerted by the fluid on the brain
substance.

Chromosome abnormalities

It is now possible to detect abnormality in the chromosomes before the child is
born. In every 700 births there is likely to be one abnormality known as Down’s
syndrome (Mongolism). The likelihood of this incidence increases with the age
of tl(;e mother from 1in 2400 births if the mother is 20, to 1 in 100 if the mother is
aged 40.

Errors of metabolism

There are errors in the metabolism of some infants, which interfere with
normal growth and development. One example is phenylketonuria, a disease
where an infant cannot cope with an ordinary diet; a diet low in phenylalanine
may prevent such babies from developing severe mental handicap. Another
example, fortunately rare, is caused by failure of development of the thyroid
gland, leading to failure of growth. If the baby is treated with thyroxine, and if
this is taken continually, metabolism may be corrected, and mental handicap
may be prevented.

2 Summary

Mental handicap is not itself a disease, and the problems produced by handicap
are personal, social and educational.

In 1978 the Report of the Committee of Enquiry into Mental Handicap and
Nursing Care under the chairmanship of Mrs Peggy Jay was published. This
far-reaching report, suggesting fundamental changes in the approach to mental
handicap, and in the provision of care for these individuals, was the subject of
much debate by the nursing and medical professions, by social workers and
teachers, and by all those keenly interested in society’s obligations to those
needing special care and consideration. Controversy continues regarding some
of the recommendations in this report, but there is undoubtedly a need for
continuing discussion by all those people concerned with mentally
handicapped children and adults.

Observation, patience and tolerance are especially important when a men-
tally handicapped person is admitted to an acute ward for surgical treatment or
for investigation of a medical problem. Chronological age is no guide to the
‘age’ of the person in terms of behaviour to be expected. The nurse’s kindness
and good humour are appreciated, and the non-verbal cues which the nurse
gives are very important for such patients to feel a real sense of security in a new
and bewildering environment.

Medical and nursing care may be helpful, not only in preventing or treating
physical outcomes of handicap, but also in providing support and care to
relieve pressures on the parents, and to prevent family and social breakdown,
at times of stress. The stress caused to parents in caring for a mentally handi-
capped child may affect the marriage, and the siblings. But it is often even more
distressing for ageing parents who wonder who will care for an older mentally
handicapped son or daughter, when they can no longer do so. The develop-
ment of small sheltered homes within the locality for such persons owes much
to pressure groups in the United Kingdom.

Further reading

Report of the Committee of Enquiry into Mental Handicap and Nursing Care,
Cmmd. 7468 (2 vols), HMSO, 1978
Essentials of Nursing—Mental Handicap, Macmillan, 1987
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Health provision

The World Health Organization has drawn attention to the fact that there is a
direct relationship between the health of a population and a pure water supply,
sanitation, shelter, and food of the right type and quantity. In western
countries the provision of resources to meet the needs of society is determined
by political action, supported by governmental agencies and the law. The
provision of a water supply, of clean food, adequate drainage and the
treatment of sewage, the prevention of air pollution, and of financial assistance
for those in need, for the old and those who are frail, or disabled, is undertaken
by the State, with monies provided from the public purse — by revenue qnd
taxation. In 1877 Disraeli said *The health of the people is really the foundation
upon which all their happiness and all their power as a state depend’.

There is a complex inter-relationship between the health of the peoples i|] a
nation and their housing, nutrition, occupation, education and financial
resources. Social attitudes, modes of life, cultural customs and individual
beliefs may support healthy living, or alternatively may contribute to ill-health.
Social deprivation may exist in western society masked by apparent affluence.

Social, cultural, religious and ethnic differences should always be respected
by a nurse — particularly when promoting health, or giving advice on the
prevention of disease and when nursing the patient.

Activity
1. From your own experience, consider examples which illustrate these
factors.
2. Consider the differences in housing between the district where your
school is sited, and a rural area where you have spent a holiday. What
effect does this have on the health of a family?

Measurement of health

‘The measurement of health in a country, or local community depends upon
the data available. In the UK information is recorded by the Registrar General,
and consists of vital statistics.

Registration of birth, notification of birth, registration of still birth, of death
and the notification of certain communicable diseases are legal requirements.
The population census includes details of each member of the household, e.g.
name, age, sex, occupation, qualifications, means of transport to work, the
type of household accommodation, number of rooms, bathroom/shower,
cooker and 50 on. From the census figures, the Registrar General classifies the
population into different social classes, based upon the cccupation of the chief
wage earner in the family. This enables comparisans to be made regarding the
incidence of disease, or the cause of death between differing groups in society.

Classification according to occupation

Mon-Manual: Class I. Professional occupations, e.g, lawyers and doctors.
Class 1. Managerial and other occupations, e.g. nurses and
teachers.

CIa,ss II.N Skilled non-manual occupations, e.g. clerks, shop
assistants,

Manual: Class 111.M Skilled manual occupations, coal face warkers,
Class IV. Partly skilled manual occupations, e.g. bus conductors,
Class V. Unskilled occupations, ¢.g. railway porters,

Fugulation trends and social trends can be used w0 assess needs, and in
planning for the future use of resources,



Health education

Health education begins in the family, where social customs and habits are
developed during the process of early socialisation. Differing standards are set
according to the social group which determines such acceptable “norms’ accor-
ding to the mores of that society. Murseries, schools and colleges continue the
development of positive or negative attitudes to health, The media, advertis-
ing, and social pressures provide conflicting information on aspects of health
and healthy living. The nurse is often called upon to identify the priorities for
her colleaguees, and for those whom she meets in social context, and she is
expected to advise her patient and his relatives on the promotion or restoration
of his health.

Activity
What aspects of health do you consider need emphasis:
{a) To young schoolchildren? {¢) To pregnant women?
(b) To adolescents? (d) To an elderly widower living alone?

Occupational health

Health education and the promotion of health may be continued at work.
Many commercial firms, industrial concerns and some health autheorities pro-
vide an cccupational health service for their employees. In such a service the
occupational health nurse plays an important part in helping individuals to
promote their own health and to prevent illness and disability due to the nature
of their work.

Further reading

Advisory Committee on Alcoholism, Report on Prevention, DHSS, 1977

Anderson Dighy, C. (Ed.), Health Education in Practice, Croom Helm, 1

Carnana, 5. and Buttimore, A., Nurses’ Handbook on Alcohol and Alco-
holism, Medical Council on Alcoholism and Queen's Institute for District
Mursing, 1974

Sutherland, 1. (Ed.), Health Education, Perspectives and Choices, Allen and
Unwin, 1977

Legislation and health

To protect the public there are acts of Parliament and statutory instruments
concerned with health in the UK, e.g. the Health and Safety at Work Act 1974
sets out to identify the responsibilities of both employers and employees for the
promotion of safe practices at work to promote health. Environmental health
in a locality is the responsibility of environmental health officers working for a
local authority: they ensure that the provision of a series of acts to protect the
public are being applied, e.g. the Clean Air Act 1956, 1961 and 1974 and the
Food and Drugs Act 1968-1973.

The Mational Health Service Act 1948 is concerned with the promotion of
health and the prevention of disease, as well as with the provision of services
for those who are ill — either with acute or long-term illness, or who need
rehabilitation to return to work, or 1o their former lifestyle. Services provided
under the Mational Health Service are the responsibility of health authonties
— in Scotland, Wales and Morthern Ireland such authorities cover different
areas of the country, whilst in England there are 14 regional health authorities,
each with a varying number of district authorities to administer the provisions
of the act for the locality.

All the health authorities are charged with the pravision of:

1. Antenatal care, fﬂitiWiI:cnr and postnatal services to promote health for
mother and baby, by midwives and health visitors,
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to the person’s preferences, and religious or eultural background, The dietician
must therefore have frequent contact with her patients, or clients, and with the
nurses, to see if the food is, in fact, being eaten, and if so, if il is eaten
reluctantly or with relish.

There are other professionals and stafi who contribute to the care and
management of the patient in hospital, and client in the community.



The clinical psychologist is largely concerned with the understanding of
behaviour in relation to illness, and offers a contribution to the objective
assessment of an individual's performance and potential by interpreting the
results from a battery of tests.

The administrator in the hospital co-ordinates the various groups of workers
and helps to ensure the smooth everyday running of the institution.

The receptionist in the clinic or ward can influence the individual's attitude to
treatment by the manner which she employs to greet the patient. A pleasant
smile and soothing voice together with accurate information can do much to
help allay fears and anxieties,

The members of the team who provide treatment and support for the
individual are responsible to, and for, the individual in their care. The trained
people are also accountable for their actions in the carrying out of particular
treatments and care. Accountable not just legally, but also to their colleagues
with whom they share responsibility, and to the patient/client and his relatives
who depend on their expert services,

The care study given below will illustrate the way eertain individuals and
Emups work together and with the patient, to allow him to achieve optimum

ealth and independence.

Care study

Mrs Green, aged 75, a widow living alone in a high rise flat, was admitted to
hospital for further investigations and treatment of her diabetes mellitus. On
admission to the ward, her condition was described as "‘unstable’, meaning that
her diabetes was not being controlled adequately.

The nurse admitted Mrs Green to the ward, and assessed her needs, in
priority order.

For example, Mrs Green was a large lady, so she was sitting upright in bed 1o
allow her to breathe more easily, and to enable her to cough and expectorate,
which she did frequently. This was encouraged by the nurse and physiothera-
pist, as it would keep the lungs clear, and help prevent patchy collapse of lung
tissue,

The doctor examined Mrs Green thoroughly, and ordered investigations to
be carried out by the technicians in the haematology department. For example,
blood was examined to detect if the blood glucose level was higher than normal
for Mrs Green.

After the investigations and the results were received, the doctor ordered a
special diet for Mrs Green, low in calories and carbohydrate. He also ordered
tablets for her to take which would stimulate cells in her body to produce more
insulin to help the utilisation of the glucose. The nurses made sure that the
correct tablets were swallowed by Mrs Green at the right time of day.

The dietician visited Mrs Green to ask her what foods she liked, and to work
out a diet which would be acceptable to her which included the correct nutri-
ents in the right amounts,

Both the dietician and nurse talked frequently with Mrs Green, and her anly
relative, a niece, to ensure the importance of eating the food at the correct
times was understood. Opportunity was taken to listen to any queries, and to
find out about Mrs Green's home circumstances. The domestic in the ward also
made time to chat when taking around the tea trolley — an important time for
socialisation.

The chiropodist was asked to visit Mrs Green, and with her consent, trimmed
her toe-nails, which were horny and avergrown, and removed hard skin from
the soles of her feet. The chiropodist used his expertise to make sure no skin
areas were cut, as infection was more likely to occur because of Mrs Green's
diabetic condition. The nurse ensured that Mrs Green's feet were always
washed, and dried very thoroughly. The reason for this was carefully explaimed
to Mrs Green and her niece.

During her stay in the ward, Mrs Green chose library books in big print, from
the trolley wheeled around and kept stocked by volunteers from The League of
Friends. ;

The day before Mrs Green was ready for discharge, her GP and the Com-
munity Nursing Service were alerted and given full details of her admission and
care. The health visitor had continued to visit her while she was in hospital.



(a) Teaching about health

It was arranged that the district nurse would visit her daily, and arrange help
for Mrs Green to bath herself, as was her normal practice. The district nurse
linised closely with Mrs Green's own doctor, the health visitor and her niece
who lived nearby.

Home-help service was provided, so that Mrs Green had her fat cleaned
thoroughly twice a week. The home-help also did all the shopping, and knew
whom to contact should assistance be needed.

The social worker was contacted to see if any pressure could be brought on to
the housing department to enable Mrs Green to move to a ground floor flat,
with easy access to shops and parks.

The laundry service arranged for dirty sheets to be collected and provided
clean bed linen once a week. Mrs Green's niece and the home-help encouraged
her to wash her own clothes, to retain as much independence as possible.

The meals on wheels service could have provided the special diet, but it was
agreed by Mrs Green, her niece and the district nurse that Mrs Green herself
would be able to cook her own food, and follow her diet sheet correctly. She
knew that she could always ask the district nurse, or the health visitor who
called round, for help and advice.

Mrs Green had an appointment arranged to return to the hospital to see the
doctor, and she travelled sitting in an ambulance along with other people who
also had to attend. The ambulance man made sure they were sitting comfort-
ably,

'thc local British Red Cross Society arranged with the district nurse that a
member should visit Mrs Green weekly, to chat with her and to keep her

company, and to help her wash her hair onee a fortnight.

Mrs Green gradually returned to her usual lifestyle, which included a weekly
visit to the local *Darby and Joan' Club for company, and te indulge in the
weekly bingo session. She also visited her local public house for her weekly half
pint of Guinness, which she thoroughly enjoyed as she shared gossip with her
friends.

The nursing student and the promotion
of health

In matters of health, the individual person has to make choices berween
healthy and harmful practices. The purpose of teaching is to ensure that the
facts, the pros and cons of a particular behaviour are understood, so that the
person can make a reasoned choice. The student has to learn to play the role of
health educator. It is the nurse’s responsibility as a health teacher to make sure
that the patient has the full facts and knowledge relevant to the situation, and
that he perceives the effect of his decision on his lifestyle and practices, which
not only affect himself but others as well.

The public image of a nurse is someone who helps to care for and cure the
sick in hospital, not necessarily someone who helps in the prevention of ill health
by promoting healthy practices, who helps patients and clients make their own
reasoned decisions about their own lifestyles, either at home or in hospital.

The candidate entering nursing often has this idea of the wider role of the
nurse, and therefore she has to learn to become a health teacher. In accepting
this role, she will realise that she has to adapt or modify her own practices to
become a role model for the patients/clients in her charge. For example, the
patient will not take much note of the nurse who is suggesting that he should
give up smoking because of the adverse effects on his lungs, if she talks to him
with smoke-laden breath. Likewise, a patient may feel unhappy about accept-

ing advice on the need for a reducing diet from a perspiring, obviously over-
weight nurse. The nurse, as an individual, must of course make her own

decisions about her own lifestyle, while remembering that she has a profession-
al role with its responsibilities.

If she decides, for example, to continue smoking, the student must appreciate
that she must be prepared 1o be challenged by the patient, and to be able o
discuss with him the reasons for her behaviour,

. The nursing student should also learn about how to prevent discase spread-
ing, and to promote health under adverse conditions. Legislation cannot
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ensure the prevention of illness, nor outbreaks of disease in times of natural
disaster — earthquakes, floods, eruptions of volcanoes, in times of drought,
famine, bush fires and wars, At such times the nurse needs to apply her
knowledge about preventing contamination of water supplies by sewage, pre-
venting food from contamination by flies, insects and animals and by burning
refuse.

The nurse who teaches the young mother to boil water to make it safe for use
in feeding a sick child, who teaches others the value of fresh air and ventilation,
as a stimulus for activity in homes, schools and hospital wards is also acting asa
health teacher.

Outbreaks of disease may occur wherever large numbers of people are
gathered together in limited space, with limited facilities, and where food
preparation and service, and sanitation arrangements, are stretched to the
limit; for example, at festivals, marches, camping grounds and pleasure boats.
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The speed of travel, and the size of airerafi, has increased the possible spread
of virulent disease from one part of the world to another by po:l-nph: “Irhn- are
‘carriers’ — either incubating or suffering from a disease or infection —in close
proximity to others. ; i

Air conditioning plant and showers or swimming baths, which bring progress
and comfort to modern living, may also present hazards to health by dissemin-
ating water-borne disease, e.g. Legionnaire’s Disease.

Health and the human body

The nursing student needs an accurate knowledge of the way that the health of
the human body is maintained. She will need this knowledge to keep herself
healthy. to teach patients and others about health and prevention of disease
and disability, and in her care of the patient and his relatives,

Activity

Consider the other environmental conditions which would endanger the health
of the individual. When you have had time to consider this, see p. 43,

Scientific advances are continually revealing to us more about the way the
body works; reading and studying up-to-date materisl is therefore essential
throughout a nursing career. During the course the student needs to deepen
her knowledge of each of the systems of the body, the interaction between
them and the intéraction between mind and body. Only thus will she be able to
understand the needs of her patient, the symproms (see below) caused by
illness, and the effects of disease upon the patient, his relatives or the society in
which he lives. Such knowledge is essential when assessing needs before
formulating a plan for the nursing care of any patient.

Definition

Symptoms: These are characteristic of a particular disease or condition about
which a patient may complain, because he feels them or feels the limitations
to his daily life that they eause.

For example, he may complain of a sore throat, or a cough, of pain on moving
a Joint, of discomfort after meals, or nausea and so on, of tiredness, lassitude
or weakness.

The observant nurse may also notice certain aspeets of a particular patient’s
appearance, behaviour or changes in his bodily functions.

These are called signs, and the doctor examining a patient looks for certain
signs which enable him to diagnose the illness or condition, e.g. pallor, rashes,
changes in the composition of the urine.

The body as a whole

At this introductory stage of training it is the way in which the body works as a
whole in health that is important. It needs careful study to appreciate how the
activities are kept in balance — no part working in isolation, the action of one
part affecting others. For convenience, textbooks about anatomy and physi-
ology sometimes divide the body into systems for description — but the nursing
student needs to approach her own studies remembering that each system is
only part of a whole and that all bodily systems are interdependent.

Definition

Anatomy: The study of the structure of the healthy human body.
Physiology: The study of the functions of the healthy human body.
Pathology: The study of disease processes.

Physiopathology: The study of disease processes affecting the functions of the
human body.

Sometimes a mechanistic model is used and the human body is likened to a
machine, or a factory, which uses raw materials and energy to maintain and
renew itself and to make products resulting in by-products and waste materials



(a) Cells
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(b) Fluid: cellular and tissue
fluid

for disposal. One of the most active organs in such activity is the liver, whichisa
vital organ, essential for life and health.

Definition

System: A system of the body has special functions and is made up of several
organs, e.g. the skeletal system.

Organ: An organ of the body is made up of different types of tissue to perform
a special, vital function in the body. The organs of the digestive system are:
the gastro-intestinal tract (mouth, cesophagus, the stomach, duodenum,
small intestine, large intestine, rectum and anus) the liver, gall-bladder and
its ducts, the pancreas.

The living cell

The smallest unit of the body is the cell, a collection of protoplasm — living
matter which contains a nucleus. The shape and appearance of cells vary
according to the work they are called upon to do. A collection of similar cells
with the same function is called a tissue,

The cells of the living body are constantly active to maintain their protoplasm
in a state of *dynamic equilibrium’.
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For all this activity, the cells need water. Without water the cells and the human

baody will die. The tissue fluid in the spaces between the cells is the medium in

which the chemical changes take place, i.e. for the cell to receive the nutrients

in solution which it needs, for the cell to select materials with which to make
roducts and to renew its protoplasm, or to reproduce. The tissue fluid receives
rom the cell its products and waste materials, to be taken away.

Tissue fuid contains oxygen and nutrients — water, mineral salts, vitamins,
glucose, amino acids and fatty acids. It also contains enzymes and hormones
which act as chemical catalysts enabling chemical changes to occur in their
presence, while remaining unchanged. Oxidation of glucose in the presence of
insulin releases energy for the cell’s activities. Carbon dioxide and water are
produced during oxidation and these, with other unwanted materials and waste

ar



(c) Controlling the activities of
the cells

materials or products from the cells are transferred from the tissue ﬂqtd to the
circulatory system. In the circulatory system those materials are carried to all
other parts of the body, either for use, or to be converted to other materials in
the liver, or eliminated from the body by the kidneys, the skin, the lungs or the
intestinal tract.

It is essential for life and health to be maintained that a balance should be
achieved between the amount of Auid taken into the body plus the amount
gained during the activities within the cells, and the amount of fluid eliminated
from the body. The kidneys play a vital role in regulating the amount of fluid
eliminated or retained in order to keep the composition of the circulating blood
constant in health,

Fact sheet 1:

OSMOSIS = the movement of water from an area of lower concen-
tration to an area of greater concentration across a semi-
permeable membrane to achieve equilibrium on both
sides, e.g. a concentrated salt solution (sodium chloride)
will draw water across a semi-permeable membrane
from a weaker solution in order to achieve equilibrium.

DIFFUSION =  Diffusion is the term used to describe the physical pro-
cess by which dissolved substances move at random from
a higher to a lower concentration to achieve equilibrium
in the solution.

This is not a rapid process, as you can illustrate by
dropping a little coloured ink into a glass of water.

Some of the dissolved nutrients inside the gut pass by
diffusion into the tissue fluid, lymph, and blood vessels
into the circulation. The increased surface area of the
lining of the intestines increases the opportunity for this
1o occur.

FACILITATED A carrier protein in the cell membrane combines with a
DIFFUSION =  substance to make it soluble, so that it may diffuse
through the membrane into the cell.

ACTIVE A term used to describe a process similar to facilitated

TRANSPORT = diffusion, but where a chemical mechanism allows dif-
fusion to occur even when the concentration of the
substance being carried is higher on the side to which it is

being transported. This may be referred to as ‘uphill
transport’.

Ref. Guyton, A. C., Physiclogy of the Hurman Bedy, 6th edition, Holt
Saunders, 1984

A complex mechanizm controls the funetions of all the cells in the tissues of
each system of the body. The objective is to keep the internal environment of
the body in a state of equilibrium and in balance with the external environment.
The term used to describe this is homeostasis. To achieve this there is a
feedback system for the exchange of information, with checks and balances, so
that messages are constantly being relayed to and from the different parts of the
body 1o maintain this balance. Two systems of the body work closely together
to exercise this mnlr‘ﬂl — the nervous system and the endocrine system (the
ductless glands which produce chemical messengers called hormones).
Hormones are carried in the bloodsiream to the tissues where they influence
the chemical changes carried out within the cells, For example insulin, a
hormone produced by the special cells in the pancreas is carried in the blood to
the body cells so that energy may be obtained for cell activity during oxidation.
When there is an increasing need for energy by oxidation the level of insulin in
the blood rises to enable glucose and fatty acids to be utilised, and for the
release of glucose from the liver where it is stored as glycogen.



(a) Oxygen

(b) Breathing

Fact sheet 2:

1 Metabolism

Metabolism is a term used to describe all the chemical changes taking
place within the body.

Anabolism

Anabolism is the term used to describe cell activities which result in the
building up of substances into protoplasm or to renew cells, or 1o make
hormones, or other useful products such as sebum from the sebaceous
glands in the skin, or digestive juices in the gastrointestinal tract, or
mucus from the mueous membrane in the mouth.

Catabolizm

Catabolism is a term used for all the activities in which breakdown occurs,
e.g. when the cell protoplasm is broken into its component parts or when
it is making waste products, and the chemical changes occurring when the
glucose and fatty acids are oxidised to provide energy and from which
carbon dioxide and water results.

The rate at which metabolism occurs will vary from one individual to
another, it will also vary according to the amount of energy required by
the body, and according to the amount of activity within the cells. The
hormone thyroxine from the thyroid gland plays a part in the controlling
mechanism for the basal rate of metabolism. The basal metabolie rate
(BME) is at its lowest with the body at rest lying flat in the early morning
following a night's rest, and without food for 12 hours.

Oxygen and respiration

Oxygen is essential for human life as most of the activities within the cells
require oxygen to oxidise glucose for energy, which results in the production of
carbon dioxide and water. Without oxygen the body dies, therefore breathing
is a vital function and maintaining a clear airway is an essential first aid
measure. The air which is breathed into the lungs (inspired) contains approxi-
mately 21% oxygen. The oxygen in the air sacs (the alveoli) of the lungs passes
in solution into the blood in the capillaries — which surround the alveoli — by
the process of diffusion. Carbon dioxide from the blood capillaries diffuses
through into the alveoli in solution, to be breathed out together with water.
The large surface area of the alveoli in the lungs enables this exchange of gases
to occur more easily.

Breathing is a muscular activity, involving the diaphragm, a large muscle
separating the chest and abdominal cavities, and the muscles between the ribs.
Chemical stimulation of the autonomic nervous system enables the respiratory
centre in the brain to maintain respiration. The rising level of carbon dioxide
carried in the blood triggers messages which stimulate the centre, altering the
rate and depth of respiration. Breathing is, therefore, only partially under the
control of the individual’s will by the central nervous system — as those who
learn to sing or swim soon have to learn.
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{a) Digestion

(b) Absorption

Nutrition

This may be described as the sum of the processes by which a living organism
receives materials from its environment and uses them for its own activities,

Food is vital for living organisms, but although the human body cannot live

without water it can live for some time without food, Healthy living requires a
balanced diet. Each person requires to achieve a balance between the amount
of food eaten and the amount of energy required for work or any activity to be
undertaken.

The type of food, as well as the correct amount, is important for health, and
for healthy growth and reproduction. The diet therefore must contain the
essential food factors. Dietetics is the application of the science of nutrition 1o
the selection and preparation of foed in the construction of diets.

Activity

List the types of food you have eaten during the past 24 hours.

. What was the calorific value of the food you have eaten?

. Look up the average amount of calories (or joules) required by an active
adult of your own age.

g Whag proportion of fat, protein and carbohydrate did you eat at each
meal?

. Which vitamins did your diet contain — what is the function of each?

. What was the amount of your fluid intake?

Lhof L ke

The process of taking food (ingestion), chewing (mastication) and swallowing
begins a series of chemical changes and muscular action in the walls of the
gastrointestinal tract. This muscular movement is called peristalsis and the
action mixes the chewed food material with digestive juices from the glands in
the mouth, the stomach and small intestine, and with mucus secreted by the
glands in the mucous membrane in the tract. In addition, bile produced in the
liver, and stored in the gall bladder is carried down the common bile duct into
the upper part of the small intestine — the duodenum. Bile contains chemicals
which emulsify fats making it easier for digestive enzymes to break them down
into fatty acids and glycerol. Bile also colours the contents of the tract giving
the normal brown colour to faeces. Digestive enzymes from the pancreas are
also carried down the pancreatic duct direct to the duodenum (not to be
confused with the hormones secreted by the Islets of Langerhans in the pan-
creas directly into the circulatory system, namely insulin and glucagon).

Digestion results from chemical changes occurring in the tract in the pres-
ence of digestive enzymes. These chemicals render the food into small com-
ponents called nutrients: starches and sugars (carbohydrates) become glucose;
fats become fatty acids and glycerol; meat, fish, eggs, milk, pulses (proteins)
become amino acids. These nutrients, together with vitamins and mineral salts
and water, are then ready for absorption in solution.

Activity

List the digestive enzymes responsible for converting:
1. starch into sugar;
2. complex sugars into absorbable forms of simple sugars such as glucose;
3. fans into fatty acids and glyeerol for absorption;
4, proteins into aminoe acids for absorption.

These nutrients in solution are absorbed by the activity of the cells in the small
intestine dir-f:::tlly into the bloodstream and also into the small Iymph vessels to
the lymphatic cireulation and thence to the blood for circulation to all the body
cells. Water is also absorbed from the remaining bulk in the large intestine,
leaving the residue for elimination as faeces on defaecation.

Activity

Draw a diagram to show how absorption occurs in the small intestine, illustrat-
ing a villus.



(c) Elimination

(d) Regulation of body
temperature

1 Faeces

Undigested food materials such as fibre, unabsorbed nutrients, digestive
juices, bile, mucus and water are removed by defaecation. Healthy individuals
vary in the amount and timing of this activity — a bowel action does not
necessarily occur daily. In the healthy adult, it may be less frequent, e.g. twice
weekly. In appearance, normal faeces are brown, soft in consistency, and
formed,

2 Urine

This is formed by specialised cells in the kidney, whose essential function is to
maintain the constant composition of the blood, One kidney is essential 1o
maintain the life and health of the body, Waste products including the end
products of protein metabolism — urea, creatinine and uric acid — pass from
the bloed in the ‘cup’ of the kidney tubule in solution into the tubule. Re-
absorption into the blood capillaries of water and mineral salts, and other
essential nutrients, occurs further down the loops of the kidney tubule. The
solution remaining in the tubule passes from the kidney, down the ureter, to be
held in the urinary bladder and voided as urine.

Mormal urine is a clear amber-coloured fluid. [ts specific gravity or density
when compared with the density of water taken to be 1000, can be measured
between 1015 and 1025 in the normal healthy person. The amount of urine
voided in 24 hours by the average adult varies between 1200 and 1800 ml, M. B,
Wariations occur in a healthy person according to the fluid taken, and lost by
other routes.

3 Sweat

Water and mineral salts are constantly being lost from the skin in the form of
insensible sweat. Exercise, or an increase in the activity of the body, may
increase the amount of water lost from the skin, and sweating occurs, The skin
is a very important organ, with other important functions — it is protective, and
@ Sense Organ.

The human body is a warm-blooded multicellular organism, and has 1o main-
tain its temperature within normal limits. To do so, a balance has o be
achieved between heat produced in the body and heat lost from the body.

Heat is produced internally by chemical changes, particularly during diges-
tion and muscular activity, heat may also be conducted to the body from the
external environment.

Heat is lost from the body mainly through the skin (979) in expired air
during respiration (29:) and in the urine and faeees (195). The nervous system
controls the heat lost through the skin in order to keep the body in the optimum
state of balance for the complex chemical changes to oecur in the cells and
tissues.

Movement coordination and control

The movement of the framework of the human skeleton at the joints is brought
about by the action of skeletal muscles. These are sometimes called “voluntary®
muscles because they can be consciously controlled by will power. An indivi-
dual can decide to lift an arm, to run or to walk. But the action of moving one
limb, or two limbs, affects the balance of the individual and of his position in
space. This requires coordination of the muscles elsewhere in the body, and the
control within the central nervous system which is exercised on many different
areas is not consciously exercised. The complexity of this control can be seen in
the dexterity of the guitar player, the fine movements of a ballet dancer, athlete
or trapeze artist. The equilibrium of the individual is maintained by multiple
‘feedback’ from joints and muscles to the spinal cord, the ¢cerebrum and the
cerebellum, as well as from the eye, the ear and the skin.

A reflex action is a movement brought about by a motor response to a
sensory stimulus, e.g. dropping a hot plate.
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(a) Sensation

(a) Sexchromosomes
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Activity

Draw a simple diagram to illustrate a spinal reflex arc which will bring about
this reflex action.

Sensation is feeling, it is the interpretation by the brain, in areas of the corte;of
the cerebrum, of messages received from a network of sensory nerves carrying
impulses which are generated by an end organ, Or sense organ, in response toa
sensory stimulus. The special sense organs, the eye, the ear, the nose, the
tongue and the skin, enable the human brain to interpret the sensory MESSARES
relayed from sensory stimuli from the external environment as sight, hearing,
smell, raste, touch and texture. These sensations can be life-saving; they are
necessary for survival and they are essential for accuracy in making observa-
tions.

Other sensory nerve endings in joints and muscles are important in maintain-
ing the sense of balance and in holding a pose, by enabling the brain to interpret
the position of the body in space and the spatial relationships between objects.

Sensation is a very personal experience — ask two people to describe a
painting, or a piece of music, and you will find examples of differing percep-
tion. The interpretation of what we see and hear is affected by memory of past
experiences as well as knowledge. The sense of smell — perfume, cooking —
can stimulate the memory. This is very important in nursing patients who are
confused, elderly or withdrawn,

Further explanations in Hunt, P. and Sendell, B., Mursing the adult with a
specific physiological disturbance, Essentials of Nursing, Macmillan, 1987

Pain

The sensation of pain in healthy individuals is a protective mechanism. Every-
one has a different threshold for feeling and interpreting pain. A thorn in the
finger, or a blister on the heel are painful experiences, but individuals vary in
their reaction to these stimuli. Sensory nerve endings in bone, in the soft tissue
of the finger or in the narrow muscular tubes (e.g. ureters) give rise to different
types of pain.

Activity
List the different ways you would describe pain. What words do you use:
(a) for toothache?

(b) for aching muscles?
(c) for periodic pain or dysmenarrhoea?

M.B. The nursing student needs to remember that the patient is the only person
who can judge how he is affected by pain because nobody else is actually
experiencing it as he does.

Further information is contained in Chapter 5 on this important topic.

Reproduction

A single celled organism, such as the amoeba, or a bacterium, reproduces itself
by cell division. The nucleus undergoes changes, divides itself, and then the cell
protoplasm divides and two similar cells are formed.

In the human body, reproduction is bisexual. The ovum (egg cell) of the
female unites with the spermatozoon (sperm cell) of the male when fertilisation
occurs, A complex process then takes place concerning the chromosomes
within the nucleus of each cell to form a single cell with a nucleus, the zygote.
The zygote's nucleus contains 46 chromosomes — the number in every living

human cell: 23 chromosomes are from the ovum, and 23 from the spermato-
zoon,

All ova carry two X chromosomes, which, on division of the pairs at fertilisa-
tien, from 46 10 23 chromosomes, leaves ane X in each of the divisions. Sperms



(b) Genes

carry one X and one Y chromosome which, on division qf the pairs at fertilisa-
tion, means there is cither an X ora Y in ¢ach of the divisions. When the zygote
results from the fertilisation of an ovum by an X chromosome sperm cell the
resulting offspring is a girl, when the ¥ chromosome fertilises the ovum the
offspring is a boy.

The genes within the nucleus from the chromosomes in the male and female
cell carry the inherited characteristics from generation to generation. The baby
inherits these from each of his grandparents, through each of his parents, Some
genes are dominant, and influence the colour of eyes and hair, and the structure
of bone and height. Some are recessive.

The reproductive cycle is controlled by the balance of hormones from the
gonads or sex glands. Twins and other multiple births arise from the fertilisa-
tion of more than one ovum (binovular twins) or from the fertilisation of one
ovum (uniovular twins).

Further reading

DHSS, Eating for Health, HMSO, 1979

Jones, D., Food for Thought, RCN, 1975

Wilson, K., Foundations of Anatomy and Physiology, 5th edn (revised by
Ross and Wilson), Churchill Livingstone, 1981

Ball, H., Beecroft, M. and Davies-Johns, E.. Essentials of Nursing—Materniiy
and Neonatal Care, Macmillan, 1987

Suggestions for answers to Activily on page 36;
Did you consider:

noise? overcrowding? habits? ignorance?
social isolation?  poverty? peer group pressure? loneliness?
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Chapter 3

lliness

Introduction

From the beginning of her course, the nursing student should begin to learn
about the causes of illness so as to understand the effects that it may have on the
patient, and the modifications which may be necessary in his environment, and
his activities of daily living as a consequence.

The external environment in illness

The human body in health can medify its activities to respond to changes in the
external environment, and to keep the internal environment in balance under
different circumstances; for example, in the healthy individual as the day
becomes hotter, the amount of sweat lost from the skin increases and blood
vessels in the skin are dilated to supply mere blood to the sweat glands and the
skin colour is increased; in cold weather, the skin appears pale because the
converse has cccurred to maintain the body temperature.

The safety of the body can be assisted in extremely cold conditions by more
warm ¢lothing, by food, by movement, by conserving the heat of the body by
using a plastic bag, as when exposed on a mountain side in adverse weather
conditions.

In ordinary everyday life, the healthy person can avoid hazards in the
external environment to preserve his safety. Most people learn to avoid such
hazards for their own comfort. The baby leaming to crawl and the toddler
learning to climb need other people to check the safety of their surroundings.
The nurse has to leam to modify the environment for a person who has a
disability —whose movement is under strain or limited —and for a person who
is ill and whose surroundings are new to him. The adult who is attending an
out-patient clinic, or who has arrived at the Admissions Office of a hospital on
receipt of a letter, is now a patient — the environment is different — he needs
cues and direct information to proceed with day-to-day activities.

Nursing and relief of symptoms

“There is a growing awareness that knowledge from many different fields must
be used by nurses in identifying, defining and finding solutions to complex
health care problems which individual nurses and patients are expected 1o solve
within a system of daily living which relates nurses to patients and to others who
assist patients’ (Orem, 1981).

Biological, social, psychological and medical sciences contribute to the
understanding of human needs. Aspects of these sciences are helpful to the
nursing student as she learns how o plan and give care to her patient.
Pharmacology, nutrition and microbiology will contribute to  her
understanding of the needs of her patient, and to the treatment he is receiving
and will anticipate the possible progress of his illness, the side effects of his
treatment, and the change in his environment which may become necessary.
Her nursing studies should be based on the understanding of health — health
needs and health edueation — and on the prevention of disease in order that
her care of the person who is ill will be planned realistically to reflect his
lifestyle and his future needs within his family or work environment,



(a) Sleep

(b) Rest

(c) Immobility

(d) Walking

(e) Exercise in bed

(f) Alteration of habit

{g) Pressure on the skin

The changes caused by disease are observed by the patient, or the nurse and
the doctor. These are called the sigrs of the condition or disease. Baseline
observations of vital signs—blood pressure, pulse, respirations and tempera-
ture—are recorded, as are any other observations, as appropriate. This enables
the changes caused by illness to be monitored and recorded.

The patient may complain of pain, being breathless, tired or unable to move,
and these are called symptoms. Relief of symptoms requires knowledge,
forethought and planning. The nurse will record her observations, so that an
estimate cf the effects of treatment can be made.

A patient who cannot sleep should be given a warm drink, an opportunity to
pass urine, and be made comfortable in bed — and be able to talk 1o a
sympathetic nurse if he wishes, before a sedative is given. The actual hours of
sleep or dozes should be noted, and if he is in pain, which prevents sleep, this
should be reported at once.

Rest is a means of treatment for many diseases, and a patient may often need
encouragement to rest — particularly if he feels able to do more than his
treatment indicates,

Some patients are unable to move at home or in hospital because of their

 disease, others have to remain in bed as part of their treatment, For whatever

reason this occurs, lack of movement can be a hazard. In health, the human
body is constantly moving, although this may not be obvious. Very few people
sit absolutely still, for example, an artist’s model or a keen birdwatcher have to
learn how to control small movements — too small to catch the eye of a
‘normal’ observer. Locomotion, or moving from place to place, provides
stimulation, and relief from boredom.

This exercises muscles, keeping them (and the leg muscles in particular) in a
state of ‘tone”. The contraction of the muscles, i.e. moving the limbs at the
joints, also causes pressure on the veins which are deep in the muscles of the leg
so that the blood in the veins is moved upwards towards the heart. Inactive leg
muscles cause potential stagnation of blood in the veins which can lead to
disease and possible death of the patient. Walking and other exercises also
a]:le;:t breathing and stimulate the blood circulation and the intake of oxygen in
the lungs.

Even if the patient eannot walk or get up, he can be taught and encouraged to
contract and relax his calf muscles, to breathe deeply and o exercise his arms if
possible.

The person who has to come into hospital for whatever cause, has to face a
restriction on the amount of movement he can make — this is seen at its
extreme if he has to rest completely in bed because of his condition and he is
unable to wash or feed himself. Such rest may be life-saving, ¢.g. after a “heart
attack’ — 'myocardial infarction’ — but it also can give rise to problems caused
by lack of movement. Moticeably, lack of movement interferes with bowel
function causing constipation. Healthy individuals vary in the amount and
timing of bowel actions, but each has an habitual action which is easily upset by
changes in diet and lack of exercise.

Lack of movement means that the patient’s weight will rest on the dependent
part of the body, compressing the skin against the underlying subcutaneous
tissue and bone. If the blood supply to the tissues in the surrounding area is
reduced, or cut off, the tissue cells will begin to die and a purplish red area of
skin may be seen, from which an uleer will develop unless active treatment is
undertaken quickly. This is a real hazard of immobility and the hazard of skin
breakdown is increased under other conditions — when there is existing
debilitating disease, lack of nutrition, loss of consciousness or sensation. Fever,
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(h) Impaired balance causing
potential injury

(i} Impaired vision

(i) Encouraging independence

(a) Fire

and in the elderly with degenerative changes, urinary incontinence, lack of care
in bedmaking, and failure to move the patient at least every 2 hours are possible
causes of pressure sores which could have been prevented by nursing attention
based on observation, sound knowledge of physiology and the research
findings of Norton et al. (1975).

Sometimes the patient can move in a limited way, and his postural balance may
be affected by this, €.g. he has to learn how to walk in a different way, after 'a
stroke’ (a cerebral vascular accident). Sometimes disorders of postural balance
cause momentary dizziness — the patient feels giddy, and may fall down. In
disease affecting some parts of the brain, the patient may have a seizure or fitin
which he falls to the ground.

Partial loss of sight may cause the patient to stumble or not to be able to see at
the edges of a range of vision. The nurse is therefore responsible for anticipat-
ing difficulties and hazards in the patient's path — moving his locker on to the
side unaffected by paralysis or limited vision, and remaining within call and in
the bathroom with the patient who may be attacked by faintness or a seizure.

Activity
BLiNDFOLD

Ask a friend o blindfold you completely and to take you for a short walk out of
doors, crossing roads and then indoors going up and down stairs. After this, ask
her to feed you with a meal.

What have you learned:

1. About yourself?

2. About the limitations of blindness?

3. About your friend?

Every adult values his own independence, to a greater or lesser degree. Some
patients who are ill at home or come into hospital feel very acutely their loss of
independence. Decisions are made on behalf of all patients about routine in the
ward, e.g. mealtimes are set, medical staff consultations are forecast, and there
are rules regarding the use of television or radios which are made for the
common good, but which are new experiences for the particular patients. Some
hospitals also have rules regarding visiting times and the arrangements for the
use of outgoing telephone calls varies. Most hospitals provide a booklet about
the facilities available for patients, and their visitors, with useful information
about personal laundry, telephone numbers, chaplaincy services, hospital
trolley shop and so on. The nursing student at the outset of the course will do
well to pause and consider the very different environment that a hospital ward
offers to the new patient. In many instances the ward is a bedroom, bathroom,
lavatory, dining room and visitors' room for the patient, and his fellow
patients. It is a place well known and taken for granted by nursing and medical
and other paramedical and ancillary staff, but which is unknown and foreign to
him. It may be the first time that he has experienced living in a community or
social group. The nursing staff will be relied upon by this patient to help him to
unravel the mysteries around him. Above all else, the nurse is the person who
will maintain his sense of personal worth and self-esteem. No matter what his
illmess or his treatment she must see that he does not suffer from a loss of dignity
as a hurnan being. The person must come to no harm in her care. Respect for
his person, his privacy, his name, and his belongings rests with the nurse.

Preventing the hazards of iliness

Florence Nightingale (1859) said that “The hospital should do the patient no
harm’; wherever the nurse works, this should be remembered,

It is vital that every member of the nursing staff in a clinic or hospital should
have detailed knowledge of the procedure to be followed in the event of an



(b) Flooding

(c) Radiation

(d) Poisons

(e) Institutional hygiene

outbreak of fire. Patients® lives are at risk from asphyxia due to smoke as well as
from the effect of burns caused by flames. The nurse should report a suspected
outbreak at once and take simple first aid measures, such as damp cloths over
the mouth and nose, and the immediate removal of all those who can move,
from the vicinity of the smoke and fire. There are fire officers in each health
district in the UK who advise, and teach about measures for preventing fire as
well as those to be taken for a suspected outbreak.

In some centres there is also a risk of flooding, and where this is possible there
will be a procedure to be followed which every nursing student also needs to
learn.

Activity

1. List the regulations for “fire prevention’ in your own nursing school and
the *procedure to be undertaken in case of flooding’.
2. List the factors which will prevent people responding to a fire alarm.

Other local hazards such as the escape of noxious chemical fumes from
industrial plants, or the discharge of gchemical material into rivers, polluting
water supplies, are the concern of environmental health officers who give
advice on special measures in such eireumstances.

Hospitals use radium and other radicactive materials for the treatment of
malignant disease, and for routine tests on blood chemistry and bodily activity.
These are used under strict control and there are special rules for all those
coming into contact with them during use. The physicist and the radiotherapist
will be responsible, with the help of medical and nursing staff, for providing
these rules for safe practice. Radiation detection badges are worn by staff for
their protection in clinics, wards and operating theatres where radiotherapy
takes place.

Poisonous substances are used as household cleaning agents and in the
investigation and treatment of disease. In the laboratories, technicians and
medical staff are required to observe strict rules for their care, storage and use.
In the wards and departments of the hospital where medicines are given
according to the doctor’s prescription for the patient, there are strict rules also
for their use and their custody. The chief pharmacist is legally held responsible
for the amount and use of controlled drugs in hospital. He and his assistants are
available for advice regarding the use and care of all medicines in the hospital.

Lack of hygiene, particularly in food handling, and failure to wash hands after
defaecation and before preparing food, are the most frequent causes of
outbreaks of diarrhoea and vomiting in children, in the elderly and in com-
munities living in hostels, camps and similar accommodation.

Fact sheet 1: Food poisoning

Dafinition

Acute inflammation of the gastrointestinal tract after eating food
containing harmful matter, 1
Causas of food poisoning

1. Vegetable poisons—plants, berries, fungi.

2. Chemical poisons—Ilead, zine, arsenic.
Commonest cause

3. Pathogenic micro-organisms in food.
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1 Salmonella group of bacteria

1. From carrier with bacteria in the gastrointestinal tract, and then
by meat, milk and dairy produce handled by carrier.

From meat infected by bacteria.

. From milk from infected animals. y

. From eggs—duck eggs especially (need to be boiled for 14 min to
kill salmaonella).

Flies from faeces to food,

Rats and mice as above, or as disease carriers.

a W

Salmonella are living organisms needing warmth and I'I‘IDiS-t'l:ll'ﬁ Eﬂ
grow and reproduce—they are destroyed by high temperature, 1.¢. n
baking or boiling, Keeping food warm or heating up increases their rate
of reproduction, &.g. in soup, or custard or casseroles. Insufficient
lFu:l-l::ﬂ-tiﬂ.g of frozen chicken, or failure to defrost poultry before cooking,
is & COMMON cause.

2 Staphylococci

Certain strains produce a poisonous substance—a toxin—as they grow
and reproduce which is particularly harmful to the gastrointestinal
tract—and it is therefore called an enterotoxin,

Staphylococci may be carried to food during preparation or in the
sale and distribution, or when serving meals:

1. From baoils, or septic fingers, or infected spots.
2. From the air breathed out when bacteria in droplets of water fall
on to the food, or by sneezing, coughing and careless use of

disposable tissues by those with a respiratory infection, such asa
cold or cough.

The enterotoxin is not always destroyed by cooking, which kills
staphylococei. N.B.: Healthy people do carry these organisms on the
hands and in the nostrils, and therefore scrupulous hand washing is
essential before touching food to prevent contamination.

The prevention of cross-infection

In hospital wards, clinics and residential homes or schools the possibility of
spreading infection from host to victim is clearly increased. In hospital wards,
in spite of all attempts to the contrary, the level of organisms in air, on food and
on equipment is very high. Such organisms have also adapted to their environ-
ment, and they have developed strains which are able to resist the attempts to
destroy them, i.e. antibiotic-resistant strains have developed. Antibiotics area
form of medication developed to act against bacterial pathogens without
harming living cells — penicillin is a well-known example.

“m hast - 8l g known host
carmer infected patient
droplets
bedcloihes
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dust
v
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floor croas infectlon ficuor

Figure 3.1 Possible ways of spreading infection from one person to anothar in wards and i
the homa



(a) Hands

(b) Ventilation

(c) Household cleanliness

(d) Sinks and baths

Nursing staff can help to prevent infection spreading from one patient to
another, or from staff 1o patients, however, by applying knowledge of micro-
biology, by practising high standards of personal cleanliness, and by encourag-
ing others to do likewise,

Research has shown the areas of her own body which the nurse’s hands touch
during a span of duty, Taylor (1978) has also demonstrated how ineffective
hand washing can be by nursing staff. Since the nurse’s hands are the tools of
her trade, effective care of the nails and skin of the hands as well as careful
washing and drying between each activity she carries out, is an imporntant
aspect in preventing the nurse causing harm to her patient. Mails need to be
kept short, with massage to the cuticle. The use of a suitable barrier cream or
hand cream nightly will be helpful to prevent dryness of the skin — a cause in
itself of possible infection. Patients should be taught and encouraged to wash
the hands carefully after visiting the lavatory for micturition or defaecation;
and after the patient has used the commode, or bedpan or urinal, the nurse
should provide the means of hand washing.

Microbiologists have demonstrated the ‘finger faecal’ cycle which shows how
failure to wash the hands after defaecation, or after emptying bedpans, or
changing a baby's napkin, can carry pathogenic micro-organisms to the
patients’ food, the baby's bottle or to the nurse herself at her next meal.
Outbreaks of severe diarthoea and vomiting can be traced from one patient 1o
another — spread by nursing staff in this way. This is possible particularly in
wards or homes caring for the very young or very frail elderly persons.

Adequate ventilation of the room where the patient is being nursed, or of the
ward, is very important to prevent the spread of organisms from the air;
coughing and sneezing projects bacteria and viruses into the air over a wide
range.

In treatment rooms surgical dressings should be removed from wounds with
as little contact as possible, with the contaminated side of the dressing being
exposed to the air for the briefest time before it is disposed of in a paper bag to
be incinerated.

Although cold draughts should be avoided, the opening of windows for fresh
air to circulate not only helps to prevent the contamination of the air but it also
stimulates and refreshes the patient who cannot leave his bed.

The nurse is responsible for the patient’s environment — to safeguard him from
harm. Therefore, although the ward sister or charge nurse is not in charge of
the domestic arrangements, and the nursing staff are not required to clean the
wards, she is nevertheless the person who sets the standard of cleanliness
expected from the household staff. The ward sister and the household
supervisor should maintain close links to enable the patients’ setting to be clean
and regularly eleaned. Dust from the air and the movement of bedelothes and
equipment settles on furniture, particularly on the patients’ lockers or
bedtables. It falls on the floor, and organisms from the roads, seil and
surroundings are carried on footwear, and settle in the dust, together with the
organisms that fall in the droplets as patients and staff breathe out, cough or
sneeze. Some of these organisms form spores which remain in the dust and
withstand adverse conditions. Vacuum or suction cleaning and dusting with
mop or duster impregnated with an anti-static material daily or twice daily is
therefore usual. The patient's fruit bowl, or tray with water or fruit squash,
needs washing regularly, and as little equipment as possible should be left at the
bedside.

The use of communal sinks, baths or washing bowls is a potential hazard to the
safety of the patient. After bathing, or washing, the patient should be en-
couraged to rinse the bath or sink — helped by the nurse if necessary, When
preparing for the patient to have a bath in the bathroom, the nurse should make
sure the bath is clean, using the preparation supplied for this, and rinsed before
running the bath water and collecting her patient.

Household detergents, supplicd in well-labelled containers, should not be
left where children or confused patients may use them for other purposes. It is
particularly important that no bleach or other chemically poisonous solutions
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(e) Lavatories, commodes
and bedpans

(f) Bedclothes and patients’
clothes

(@) Ward kitchen and food
preparation

should be left in the bathroom. The safety of staff and patients requires that no
household cleaning lotions should be emptied into fruit juice bottles, or any
other receptacle associated with food or drink.

Bath mats (like swimming baths and baths) may harbour pathogenic micro-
organisms, particularly the fungus which causes ‘athlete’s foot’. The patient
should be helped to step on to his own bath mat or a disposable mat, or on to his
own slipper, to prevent contamination. Washing bowls for patients washing or
being washed in bed should be washed and rinsed after use, before being
returned for use again by another patient. On no account should the same bowl
be used for several patients, as not only would this be socially unaceeptable, but
it is also a harmful practice, and is a source of cross-infection.

These should be cleaned at least once in 24 hours, by domestic staff, using a
proprietary cleanser, hot water, clean cloths and elbow grease! The nursing
staff should then make sure that each is carcfully emptied, cleaned and rinsed
after use by each patient. Most wards have special equipment for emptying and
sterilising bedpans after each time of use! A disinfectant liquid is usually
provided for any mops or forceps used for handling faecally-contaminated
material.

Definitions

Sterilise: to remove all living organisms.

Disinfect: to attempt to destroy harmful pathogens. o

Disinfectant: a chemical solution which will destroy pathogenic bacteria in a
suitable time, and strength.

M.B. Care should be taken to keep such lotions away from patient areas, and
away from children in the home.

Most disinfectants will be harmful to the skin, or if splashed into the eye —
first aid includes rinsing with cold water at once if this occurs.

Activity

1. List the disinfectants in use in your school giving:
(a) The purpose for which they are used.
(b) The strength of the lotion.
(c) The time needed for them to be useful,
2. What other means of disinfection are there?
3. Some health districts have a nurse who is a *Control of infection nursing
officer’.
What would such a nurse do?
How would she carry out her work?

Some hospitals have disposable bedpans. In others the nurse has to empty
the contents of the bedpan down the sluice hopper, rinse the bedpan with cold
water, then check it is empty before washing and drying. Sometimes a com-
mode or bedpan is kept for one patient who has a particular infection, and if
this is so it should be carefully marked and kept in a special place, not returned
for use in the general stock. Using a bedpan or commaode in a public ward can
be very embarrassing to a patient, even if his bed is curtained from view. The
smell can embarrass also and the nursing student should use tact and under-
standing in the use of deodorisers and in ventilation.

Each patient should have a place on his locker for his own face flannel and
towel, bath towel and bath flannel, bedroom slippers and dressing gown. The
bedclothes from his bed — counterpane, blankets, sheets and pillows should
not be placed on other patients’ beds. In bed making, as little disturbance

should be ereated as possible to prevent raising and circulating the dust with its
potential spores from the floor.

The cleanliness of the kitchen and the preparation of meals will also be
undertaken by the domestic or household staff. The nurse may, however, be



(a) Pathogenic organisms

required to prepare milk drinks or to prepare fruit for her patient. She should
begin by washing and drying her hands, collecting equipment first, then the
milk, fruit or other food, and preparing it to take to her patient on a tray.

Cooperation between nursing and household staff, both of whom are work-
ing for the benefit of the patients, is essential, and a mutual understanding of
each other's role can be developed by care and courtesy in order to maintain a
neat clean environment within the ward.

Fact sheet 2

The spread of infection

Environmental spread of pathogens from the host to potential victim may
be:

Airborne  — on droplets from breathing, coughing and sneezing.
— from droplets falling to the floor, and raised in dust,
particularly those organisms which form spores to
resist adverse conditions.

Waterborne — by contaminated water supplies.
— from sewage to water and food supplies.
— by water already contaminated used in preparing food.

Food — in milk—tuberculous cow or adulterated milk supply.
— in eggs—particularly duck egps—too lightly eooked.
— in processed meat pies and other products, or frozen
chickens
— by warming up “previously cooked foods®.
— in ice cream, and in custard and cream cakes.

Insect — by mosquito bites.
— by Ries or other insects contaminating uncovered food.
Animals — by mice, rats, cats and dogs.

Lack of hygiene, particularly in food handling, and failure to wash the
hands after defaecation and before preparing food, are the most frequent
causes of outbreaks of diarrhoea and vomiting in children, in the elderly

and in the communities living in hostels, camps and other such accom-
modation.

Infection

Infection may be defined as "the successful invasion of the body by pathogenic
micro-organisms’,

Pathogens are capable of producing disease and may be broadly divided into
three groups: bacteria, fungi, and viruses. The human body can live in health
and yet carry disease-producing organisms — the body is, therefore, some-
times referred to as a reservoir of pathogens. While these organisms cause no
harm to the individual they are called ‘commensals®, but if they gain entry 1o
other sites in the body, or to another person’s body, they may then produce
disease i.e. infection. Wherever people meet, maké contact by shaking hands,
kissing, or close contact or when people live together in a confined space it is
possible for organisms to be carried from one person to another. This is
particularly likely to cause infection if these people are already ill with other
diseases, or if they are not receiving proper nutrition, or if there is inadequate
ventilation. Colds spread rapidly from one student to another in overheated
rooms with no windows opened!

The requirements for growth of these singlecelled organisms are similar 1o
those of the human body. The normal warmih of the human body encourages
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(b) The potential victim

{c) Response to infection in

the

¥

them to reproduce, and it has been calculated that one single bacterium can
reproduce to form 262 144 bacteria within 6 hours, as each subdivides!
The invasion of the body tissues may be:

# By inhalation during breathing, from droplets in the air, or dust.

# By inoculation through the skin from an insect bite, thorn or pin,

® By absorption from the intestinal tract in water or digested food
material.

By direct eontact — skin or mucous membrane, on the feet, or in kissing,
or sexual intercourse, on the eyelids and conjunctiva,

By blood from mother to baby across the placenta in utero,

When a person is ill, the body is already at risk, with the metabolic processes
called upon to maintain or restore health; the ability to resist the invastion of
organisms is therefore greatly reduced. Once the pathogens have invaded the
tissues (e.g. left the intestinal tract and are absorbed or have crossed from the
air into the alveoli and then to the blood) they may multiply, and cause the
person to be the host. The host for these disease-producing organisms is a
potential source of danger to other people:

1. Whilst he is incubating the infection (i.e. before the signs of a successful
invasion appear).

2. Whilst he is suffering the symptoms of infection.

3. Whilst he is convalescing from the infection.

4. Whilst he is suffering from a sub-clinical infection, i.e. one that goes no
further than stage (1) and he does not know he is infected.

Definition

Sub-clinical: infection present but not showing the clinical symptoms or 5:
When he has become a permanent carrier of the organism without
symptoms.

The victim is at risk if his health is already affected by disease, or if his powers of
resistance are lowered by age, infirmity or frailty. The very old and the very
young have less resistance, and may succumb to gastrointestinal infection, or to
influenza or colds. Outbreaks of food poisoning or influenza may cause deaths
in residential homes, or in hospitals for the elderly or for children.

1 Cellular response

Firstly, the cells in the body at the site of infection respond and cells from the
blood, the white cells — leucocytes — attack the invading organisms. This
response results in local inflammation, and the outcome may be successful, so
that the organisms are destroyed; possibly also some cells die, but the white
cells remove the destroyed matter by a process called ingestion — they render
harmiess the debris by taking it inte themselves, This activity of white cells is
called phagocytosis.

2 Antibody response

Some pathogens stimulate the body to form antibodies, specific substances
which counteract the effects they produce. The pathogen is the antigen which
stimulates the body to produce an antibody in response to this attack. This
stimulus may be sufficient to enable the person to develop actively an immunity
to further attacks by similar pathogens, and to protect the individual when
exposed again to similar organisms.

3 Toxins and antitoxins

Some pathogens, when they have invaded the body tissues, produce a harmful
substance called toxin, which enters the bloodstream and is carried to one of
the organs of the body where it causes damage. The toxin from the pathogen
causing diphtheria may travel in the blood and eause paralysis by damaging the
nervous system, although the organism which is the cause of the toxin does not
enter the bloodstream,



Antitoxins may also be produced by the human body to counteract specific
toxins, and to overcome their effects. The person who has the disease, or is
convalescing from the disease may have a plentiful supply of antitoxins in the
blood.

Antitoxin, specially prepared under laboratory conditions, may be pres-
cribed in the treatment of diphtheria. The patient is given the antitoxin as a
form of passive immunity to prevent further damage by the diphtheria toxin.

M.B. Toxoid is a preparation of treated toxin, attenuated, i.e. made less
harmful, which may be injected in a small amount, and repeated at scheduled
intervals to stimulate the healthy body to produce its own antitoxin without
suffering from the disease. This is to encourage active immunity, and is the
rationale for the immunisation of infants and young children, e.g. triple vaccine
is diphtheria toxoid, whooping cough vaccine and tetanus toxoid. Three injec-
tions are needed at intervals with booster doses later, to maintain the immun-
ity, at pre-school and school age.

ACQUIRED IMMLUNITY

ACTIVE (body makas own
antibodias)

]

PASSIVE (body receives
‘ready made’ antibodéas)

i l

MATURAL ARTIFICIAL MNATURAL ARTIFICIAL

(@) By having disease (&) With dead or attenuated {a) Through placenia Sarum from pmva}w

{B) Repeated contact MICHO-0rganisms ({b) Colostrum (mammary person or animal and given:
() Viruben! micro-organisms glamds) (&) Thevapeutically 1o a patiant
(c) Toxing whao is not producing
(d) Toxoids suffichent antibodses

Figure 3.2  Classification of immunity

{b) Profectivady 1o 8 person at
rigk

Mote: The body’s immune system is discussed further in chapter 8 of Hunt
and Sendell’s Mursing the Adult with a Specific Physiological Disturbance.

Pathogenic bacteria which overcome the local response may gain entry to the
bloodstream, causing bacteraemia, or the toxins they produce may circulate
and cause toxaemia, or organisms and the debris and infected material may
circulate in the bloodstream causing septicaemia.

4 Viruses

Viruses are very small single-celled organisms which penetrate the cell
membrane of surface cells in the body surfaces, e.g. in the onifices and cavities
of the respiratory tract, the intestinal tract, the vulva and vagina, and spread
from cell to cell. When viruses enter the bloodstream they cause viraemia, a
very serious condition, The virus will only grow and reproduce within a living
cell — it is therefore very difficult to treat as any substance used to destroy it
would damage the body cells, It also cannot live except in living cells, and can
therefore only be grown in the laboratory in living tissue, such as a developing
hen's egg, or tissue cultures from mice or rat’s tissue.

AIDS or acquired immune deficiency syndrome

In this disease the virus attacks the immune system of the body. The virus
HTLWV3 (human T-cell Lymphotropic virus type 3) leaves the body with very
little resistance to fight infection. A blood test, HTLV3 antibody test, may
show a positive result which indicates that the antibodies against the infection
are present. It does not indicate whether the active virus is present. Such
people should not donate blood or organs although blood for transfusion is now
being treatéd by heat to destroy the virus. Transmission of the virus from one
person to another is usually by blood or semen by sexual contact, by drug
addicts sharing contaminated needles, or from mother to baby.



(a) Genetic

(b) Congenital

(c) Inflammatory

(d) Infective

(e) Infestation

Viruses do not survive well outside the body. Social contact is I.ITI!'i['EEI}I' to
transmit this disease, but nurses, laboratory workers, doctors and dentists need
to avoid accidental injury from needles and blood samples. The virus has been
found in saliva and urine.
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Figure 3.3 The causes of disease and disability

Causes of disease

Some diseases are genetic in origin — they are linked to the genes and are
sometimes called hereditary. Haemophilia is a disease linked to the X chromo-
somes in the cell. It is transmitted from one generation to another — the
symptoms being predominantly in the male.

Sometimes the individual is born with a condition which is apparent at birth or

becomes so later, e.g. congenital dislocation of the hips, a cleft ip, or a heart
imperfectly formed.

Inflammation is the response of body cells and tissues to injury occurring in any
part of the body. The simplest example is the effect of friction on the skin, e.g.
an ill-ftting shoe rubbing on the heel which is painful, becomes red. hot and
may become swollen, blistered and causes a limp. Some poisons irritate the
kidney causing it to cease to function correctly because of inflammation, and
concussion may cause inflammation of the brain tissue.

Infectious diseases, such as mumps, whooping cough and measles, and also
infections such as a boil, or a septic finger, are examples of disease due to
infection — the successful invasion of the body tissues by pathogenic micro-
organisms. Measures can be taken to prevent such illness or to lessen the
severity of an antack of the discase. Immunisation of young babies is one
method of reducing the likelihood and severity of measles or whooping cough,
and the use of vaccine against poliomyelitis or influenza is another.

Disease may be caused by parasites — living organisms living at the expense of
the human host. Examples include seabies, the itch mite burrowing into the

skin, threadworms infesting the gut, and pediculosis — lice on the head, on the
body or in the pubic and axillary hair.



(f) Traumatic

{g) Degenerative

{h) Necoplastic

(i) Metabolic

(i) Allergic

Trauma or injury is the cause of much misery and suffering. Accidents in the
home, especially burns and scalds, account fora high proportion ufacmdcn:n:f in
Britain. Road and traffic accidents, major disasters in plane crashes or mining
accidents are obvious causes of disability, The Royal Society for the Prevention
of Accidents, the Health and Safety at Work Act and the legislation regarding
the use and storage of poisonous substances are examples of the way in which
attempts are made to control dangerous practices which might cause accidents.
Surgical treatment and dental extraction are examples of trauma caused
intentionally to treat disease. Sunburn due to careless overexposure of the skin

to ultraviolet light can cauwse severe burns, and the destruction of skin in
extreme cases,

Body cells and tissues degenerate and are replaced during infancy and child-
hood very rapidly. In the adult, and with increasing age, the process of repair
and renewal is less rapid and may fail completely. These processes of degener-
ation oceur for example in bone and joints, in the ligaments binding bones
together, in the blood vessels, and in the lens of the eye. The onset of such
disease can be insidious, beginning in early middle age and showing its effects
later according to the particular individual. These disease processes are not
confined to the old and the eldecly.

MNeoplasm or new growth, is a term which covers any abnormal growth in the
body. Benign tumours, i.e. those swellings or growths which are not due to
cancer, can cause no symptoms, or they may be painful, cause abnormal
irritation, or interference with the functions of the body, e.g. acystin the breast
(a simple cyst is a space-filling capsule with fluid inside it).

Definitions

Carcinoma: Cancer arising from epithelial tissue, e.g. skin, gut, bladder,
breast, air passages.

Sarcoma: Cancer anising from the connective and skeletal tissue (muscle, bone,
cartilage).

Teratoma: Cancer arising from ovaries and testes.

Glioma: Cancer arising from nervous tissue,

Oncology: The study of neoplastic tumours,

Malignant disease is neoplasm — new growth — caused by abnormal cells
which divide and subdivide, forming tumours, or breaking off and being
carried in the lymphatic system and the blood circulation to form growths
elsewhere. The first site for this cancerous growth, the primary site, may be
treated by radiation or medication or may be excised (removed by surgery ), but
the spread of the disease in the body may already have occurred, causing
secondary growths elsewhere,

Diseases of metabolism include those of hormone or enzyme deficiency, e.g.
phenylketonuria due to the deficiency of the enzyme alanine, or excessive
activity or overproduction of hormones or enzymes. Examples of overactivity
include the effect of imbalance of the growth hormone in the pitwitary gland,
causing abnormal height (gigantism), and the overproduction of hormone from
the thyroid gland causing increased rate of metabolism (hyperthyroidism).
Examples of deficiency include the failure 1o produce sufficient growth hor-
mone in the pituitary gland causing dwarfism, and the failure of the pancreas to
produce sufficient insulin, causing the disease called diabetes mellitus,

Chemical poisoning is sometimes classified under the heading of metabolic
diseases — because poisons such as aleohol, drugs and poisonous plants affect
the liver as well as having widespread effects on the body and its metabolism.
Owereating, failure to eat and failure to absorb nutrients in infancy, are
examples of nutritional disorders affecting the metabolism.

Hay fever and nettle rash are two common ¢xamples of allergy —a reaction by
the body to a foreign protein substance. The condition is called an allergic
response, and the cause of the problem is the allergen. Certain susceptible
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(k) Auto-immune response

(I} Psychosomatic

(m) Mental disorders

(n) latrogenic

(o) Unknown origin

individuals respond to this foreign substance by an over-reaction producing a
defensive mechanism far in excess of need. Some, in fact, are allergic to the
protein in cow’s milk or the foreign protein may be pollen grains in the air, or
food, e.g. shellfish, strawberries, or from animals, birds, or other substances.

In some individuals the body reacts by making attacks on its own tissues. The
normal response o an injury in the tissues is an inflammation — the blood
supply to the attacked tissue is increased, redness oceurs — the white cells in
the blood are active to overcome the invasion or irritation of the tissues, so
there is local heat and swelling which may cause pain. In the normal response
inflammation is a defence against injury. The cells make antibodies which
attack invading bodies. In auto-immune disease the body over-reacts without
any known cause and produces antibodies which affect its own tissues, e.g.
rheumatoid arthritis, a disease affecting the joints, and other conditions
affeeting the thymus, and the thyroid gland.

Nare: This is not 1o be confused with Acquired Immune Deficiency Syndrome
—AIDS.

Some diseases are caused by a strong link between the mind and the body —the
one affecting disease processes in the other. Since the human being is a unified
whaole, and mind and body interact throughout life, it could be argued that all
diseases affect both the mind and body, but there are also eertain known
physical diseases affecting the body where the causes originate in the mind —
the psyche. Examples include anxiety and stress which may induce or exacer-
bate ulcers in the duodenum or small intestine, and certain skin diseases.

Mental disorders are described in similar ways to diseases of the body by the
effects they produce on the individual and the behaviour he shows as a result of
the illness. Psychiatrists and psychiatric nurses are concerned with treating the
individual and helping him and his family, or workmates, to achieve an under-
standing of his condition, and to cope with the challenges that daily living
makes on his behaviour. There is a tendency to resist labelling and categorising
the diseases, with the recognition that it is in living his life and coping with the
environment, that help can best be given to the individual.

Mental illness such as depression can cause physical symptoms, and change
in lifestyle, and the nurse needs to help the patient to fulfil the activities of daily
living in order to maintain the health of his body.

latrogenic illness as defined in Dorland’s lustrated Medical Dictionary (1974):
latro (Greek)— physician and Gennan (Greek) —to produce. The term is now
applied 1o any adverse condition in a patient occurring as the result of
treatment by a physician or surgeon.

[t is known that in certain serious illnesses one particular drug is effective in
arresting the disease. Unfortunately the drug may produce side effects which
cause distress to the patient, and which also have to be treated,

In prescribing such a drug, for example cortisone, sometimes used in the
treatment of chronic bronchial asthma, the doctor uses his professional judge-
ment based on a sound knowledge of the evidence, and after carefully weighing
up all the pros and cons of the situation.

In some patients, drugs such as anribioics, piven to counteract infecting
organisms, can alter the normal flora of the body, allowing other and some-
times more dangerous organisms to invade and multiply.

Ilich (1981) states that ‘the medical establishment has become a major
threat to health’ and while not everyone would necessarily agree with that
statement, it is true that certain treatments prescribed by the doctor can
produce adverse effects in the patient.

Medical science continues to advance, but actiology — the study of the causa-
tion of discase — is still incomplete, and some diseases are of unknown origin.
In such instances, the description of the condition enables diagnosis to be
made, treatment or relief to be offered, and even the prognosis of the disease to
be indicated, without its exact cause being yet known.



Definitions

Diagnosis: the nature of the disease inferred by symptoms and signs.
Prognosis: the forecast course of a disease and its outcome.

Body defences

The individual has a mind, body and soul which are interrelated and function
together making a complete whole.

Disturbance of the ‘norm’ for the individual, caused by internal andfor
external factors may produce signs and symptoms which alert the person, or
others, that something is wrong. For example, the individual with acute food
poisoning may vomit, a sign of gastric upset which also serves as a protective
mechanism by helping to exerete the pathogenic organisms, or the widow who
has recently lost a beloved husband may weep frequently and at unexpected
nmes.

Anxiety is an emotion closely allied to fear. It can be caused by external
events such as the threat of warfare, or by interactions with others which cause
a lowering of, or damage to, the individual's self-esteem. For example, the
patient may feel depersonalised in hospital because the nurses and doctors
treat him as an object, and not as an individual. Volicer and Bohammon (1975)
examined aspects of hospital life which were perceived as stressful to patients,
They found that problems relating to sleeping or eating were less stressful than
a lack of information, or meaningful communication from hospital staff. In
some circumstances, however, an increase in anxiely ean act as a motivating
force. For example, the realisation that an examination is looming may
stimulate the person to further study.

In situations which produce anxiety, e.g. when confronted by a rabid dog,
the autonomic nervous system is motivated, and glands in the body seerete
maore hormones, adrenaline and noradrenaline, which affect certain organs in
the body. The result is that the person can run away quickly out of danger
because the heart beats faster, arterial pressure rises, and there is more blood,
oxygen and glucose supplied to vital organs such as the muscles, heart and
brain. The bronchial tubes in the lungs relax 5o that breathing is easier. The
pupils of the eyes dilate so that the danger can be seen. This is sometimes
known as the fright, fight and fight mechanism.

Emaotional or psychological stresses play a large part in the causation of
certain illnesses in which physical symptoms appear to be predominant. These
illnesses are often labelled *psychosomatic’, In bronchial asthma, the bronchi-
oles in the lungs go into spasm causing the person to have difficulty in breath-
ing, particularly in breathing out. The cause of the attack may be bronchial
infection, an allergy to cat’s fur, severe stress, or be unknown or a mixture of
factors.

Example: A child may have a bronchial asthma attack whenever he hears
and/or sees, his parents quarrelling.

Some situations produce severe anxiety with which the individual is unable
to cope, and he becomes mentally ill; for example, with an acute, or chronic
anxiety state in which physical symptoms often predominate. The person may
complain of tenseness, headache, and palpitations as well as feeling very
anxious and worried. Often the individual cannot pinpoint what is specifically
causing his anxiety, so it is called ‘free-floating” anxiety.

Coping strategies

Murses try to help their patients/elients eope with different kinds of stress. and
in so doing may themselves become stressed, It is vital therefore that the nurse
learns ways of eoping with stress, and may teach others simple strategies. For
example, vigorous exercise which is acceptable to the individual may relieve
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(g) Regression

(B} Feor==sicn

(c) Rationalisation

(d) Introjection

tension. An absorbing hobby, such as painting, listening to music, meditation,
or learning how to relax body muscles progressively, are all ways of promotng
relaxation. It is also essential to share problems with a supportive friend, or
clergyman or counsellor if the situation persists.

Personality defence mechanisms

Personality defence mechanisms exist in everyone to a lesser or greater degree.
In the normal way they help the individual cope with anxiety, to protect him
from feeling inadequate thus enabling his own idea of himself, his self-esteem,
1o be preserved. These mechanisms operate at an unconscious level so that the
individual at the time is not aware of what is happening, although others who
know the person well may become aware of the situation by accurate gbserva-
tion.

This has already been mentioned in the text, and is an examp!¢ of thess
personality defence mechanisms. An individual regresses to a previous secure
stage in his development to ‘avoid' the current situation which is causing
anxiety. An elderly patient in a regressed state will appear more childish, more
dependent. often with physical deterioration occurring, and urinating in the
bed or in his clothes. When the ward where elderly patients are cared for is very
busy. and there is a shortage of staff, the nurses may encourage regression in
their patients by doing everything for them, because it is quicker and easier.
The policy of care in a ward or home which has long-term elderly patients mus!
include the prevention of regression by strategies such as reality orientation
programmes. Here the patients/clients are addressed by the name they Wﬁ.h
others 1o use, dress themselves in their own clothes, have the date and day in
big letters on the wall, and daily news events are discussed. All means are taken
to encourage the patients 1o be aware of and live in the present, real situation.

Regression can be transient, as happens when John, aged five, reveris to
thumb-sucking and bed-wetting when his baby sister is born. Mother and father
realise that John is feeling lost and bewildered, perhaps jealous of the attention
his sister is receiving, and give him a lot of love and attention by cuddling him
and including him in all that is happening.

Unaceeptable thoughts, feelings, impulses which cause guilt and are unaccept-
able to the individual are repressed, that is ‘removed’ from the conscious
awareness,

During a lifespan, a person sometimes behaves in a way he often regrets. If
the memory of this were always present in his thoughts, life would be intoler-
able, therefore repression occurs to help him function normally. For example,
the middle-aged mother does not recall hitting her baby son whenever he was
naughty,

This refers to the process of giving logical, acceptable reasons for one’s be-
haviour. The nursing student for example, might say, and believe, that the
reason she did not pass the examination was because at the time she had a
severe headache. The unacceptable truth is that she did not study for the
examination, and could not answer the questions.

The patient may say that she forgot to tell the doctor about some distressing
symploms. The real reason, however, is that she is afraid to discover what she
fears is the real diagnosis.

This occurs when qualities, ideals seen as desirable possessed by another
admired person or object are internalised into the individual's own value
system, becoming part of his personality. This can occur during childheod
when the infant identifies with his parents, the son becoming a miniature of his
father with similar values and attitudes, Sometimes this leads to socially
unacceptable behaviour; for example, if the father is a thief and believes this is
the right way of living. On the other hand the student nurse may incorporate
the beliefs and ideals of the nursing profession into her own value system asshe
learns from nurses she respects and admires,



(e) Projection

(f) Sublimation

{g) Denial

This is the opposite of introjection. Qualities, traits in an individual which are
unacceptable are denied and attributed to others. The student nurse may
complain that a patient does not like her, because her own feelings of dislike for
the patient cause guilt and anxiety. The nursing student who feels a patient
dislikes her will react to the patient accordingly, and the patient may respond
with behaviour which reinforces the student’s feelings — a self-fulfilling
prophecy which is not beneficial to the participants’ well-being. It is important
that nursing students accept that they will not automatically like every patient.
In the discussions on patient care held daily in the ward, the expression of
feelings about the patients should be encouraged, so that the reasons can be
explored, and ways and means developed to help the nurse and the nursing
student to cope in her relationship with the patient.

This cceurs when repressed urges are directed into socially approved channels.
The lonely, elderly widow may gratify her need for love and affection by
adopting and caring for stray animals, or becoming involved with the League of
Friends at the local children's hospital.

Denial occurs when an individual is unable to accept the reality because it is too
unpleasant. The reality of the situation is therefore denied. For example, the
patient believes he is going back to his normal employment when in reality it
has been explained to him that he will be unable to do so.

Physiological responses

General body response

The individual in a state of shock due to physical injury and/or emotional
trauma looks pale, feels cold to the touch and may faint. The reason for this is
that the superficial blood vessels have constricted, enabling more blood to
circulate to essential internal organs. Fainting i a protective mechanism
because it enables the heart 1o pump blood to the brain more effectively,

In shock due to pain and excess blood loss, for example, the loss of a limb in
an accident, or the erosion of a blood vessel in the lining of the stomach due to
an ulcer, the production of red blood corpuscles which carry oxygen is
increased, and the blood pressure in the body is maintained by substances
being released by the kidneys, which respond to a sustained shortage of
Oxygen.

In times of prolonged shock, e.g. someone who is severely bumed, and also
in starvation, the body reacts by causing the cells in the liver to reconvert
glycogen to glucose which can be used o maintain heat and energy. Other
hormones produced in the body, for example cortisol from the adrenal glands,
also help in this reaction.

Specific body defences

There are other defence mechanisms which normally operate in the body and
are essential to the individual’s survival, The person is at risk if the mechanisms
malfunction or are non-existent. For example, the baby born with inadequate
bone marrow which is not producing special cells (antibodies) is at risk from
infections.

Micm-organfﬁms need specific conditions, for example, the correct chemical
environment, to grow and multiply. The human body produces different
secretions which may be alkaline or acid, which allow the growth of some
organisms, but kill others, The highly acid secretions produced by special cells
in the lining of the stomach kill many of the organisms eaten with food, Other
organisms, like those that cause food poisoning, can exist until they arrive in
the large intestine which provides the right conditions for growth. Here the
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Chapter 4

Care of the dying and the
bereaved

Introduction

Human life is finite and dying and death is the ultimate end of all living things,
yet it is a subject frequently and easily avoided in thought and conversation.
Western societies have tended to dispense with former customs and rituals
regarding death and bereavement. In Victorian England most people died in
their own homes surrounded by family and friends. At that time in upper and
middle social classes the family and household retainers attended elaborate
funerals and wore mourning for many months, identifying their need for quiet
seclusion from society. Apart from the poor and the vagrants wha died in Poor
Law institutions, there were relatively few people admitted to hospital, and
therefore few died in acute hospitals. From the mid-twentieth century hospitals
in the UK increased in number, and in size. As scientific advances made
intricate treatment possible, acute wards in general hospitals have become
busier, with complex activities throughout the twenty-four hours, and very
little peace and privacy for the terminally ill and their relatives.

The Hospice Movement

The modern hospice movement, dating from the early 1960s, was founded on
the work of the Irish Sisters of Charity, who from the mid-nineteenth century
provided hospices for the shelter and care of those in need on their journeys.
They had become specially concerned with the needs of the dying. Dame
Cicely Saunders developed this work by research, and hospices such as 5t
Christopher’s Hospice have become the focus for medical research and teaching
into the control of pain and the relief of symptoms. The teaching of nurses,
doctors and social workers, chaplains and others forms a very important aspect
of such work. The aim is to find ways of controlling symptoms so that the
person may live within the limits of his potential, enjoying social relationships
and interests throughout his terminal iliness, and supporting relatives in their
care for him at home, and offering that same support in their bereavement.
Hospices, and the provision of support for care at home by the Hospice at hame
schemes, the Macmillan Service, and the Marie Curie Foundation, have
greatly influenced the work of general practitioners, the district nursing
service, and the care of dying patients in hospital,

Emotional aspects (by Barbara J. McNulty)

Though death is the common end of all of us, it is the eventuality for which we
make the least preparation. It is equally true that though every patient who
comes under our care will ultimately die (in the present illness or at some other
time) the possibility plays little or no part in our planning of his care, We
confidently assume that he will of course get better, and all our efforts are
directed towards that end. For 90% of the patients in a general ward our
attitude will be appropriate, but for the remaining 10% with whom we are at
present concerned, our assumptions are totally inappropriate, and our care will
necessarily be so also.

The first requirement in caring for the dying patient is the recognition of the
true state of affairs, He is dying. This is not a defeatist antitude but one based on
reality; one which will ensure that the treatment and care given are appropriate
to the patient’s needs. His needs will be emotional as well as physical and they
will change with the eourse of his illness, often from day to day or even hour to
hour. The nurse must be alert to these signs of change and adjust her care
accordingly.



In the early days the patient will probably be denying the evident gravity of
his illness. He will be looking on the bright side, hoping for a cure, making
plans for the future. He will be wanting confirmation of his hopes from those
about him and will not be ready to have them denied. At this stage it is
appropriate to go along with him in his hopes, but with cautious optimism only.
Mo unrealistic promises should be made, or rash assurances given, As the
illness progresses he will begin to have doubts and fears that perhaps all is not
so well and these doubts may manifest themselves in outbursts of anger and
frustration. The target for this anger may be ‘they’ or it may be God, or it may
be directed at the hospital, a doctor or a nurse, or it may be the wife or daughter
who is bitterly attacked. These are hard days, for mostly the anger is quite
irrational and the blame quite undeserved. There is no reasoning with him and
little comfort for his victim. Families need much reassurance that this phase will
pass and that it is not really they with whom he is so angry. The important factor
here is to keep the lines of communication open, keep oneself in contact with
the patient, reassure him that no matter what he says or does, one belicves in
him and cares about him and will not run away.

As this phase burns itself out and the patient continues to deteriorate, there
is often a withdrawal into himself. In direct contrast to his outbursts of anger he
is now silent, brooding, withdrawn and isolated in his grief for what is happen-
ing to him. Our words will not reach him in this next phase only expert physical
care with infinite attention to detail and careful observation of symptoms will
ensure that some bond of communication is maintained between him and his
attendants. Until at last the first tentative questions will begin to come, and one
must recognise the change in what is being asked. Previously the optimistically
phrased °I know it will take a long time' only required agreement. But now the
more direct "It doesn’t look so good does it?" requires either an opening up of
the discussion by ‘I wonder what makes you say that?' or an endorsement of
what he has said by saying something like *“Well, no, it's not as good as we had
hoped’. One’s knowledge of the patient and one’s appreciation of the subtle
way in which his questions have changed will tell us that he is looking for
confirmation of what he now already knows, i.e. that his illness is fatal, It is at
this point that the nurse must be prepared to stand her ground. No lies will fool
him now, he knows, and he needs someone who will share his knowing. No
direct statement is required of us, only a willingness to listen and a quiet
acceptance of what he is telling us. More than anything else he needs someone
to whom he can voice his fears and anxieties without the danger of being
‘cheered up’.

The whole aim of terminal care must be to relieve distress where ever
possible; pain, nausea, sleeplessness, breathlessness, discomfort of every kind
must be taken seriously, observed and monitored, hourly if necessary, and the
drugs and nursing care adjusted accordingly., Whereas it may have been
appropriate one week to sit a patient out in a chair for a while, the next week
this may be quite beyond, not necessarily his physical ability, but his emotional
needs. If he is just coming to the realisation that he is dying it may be a relief 1o
him to know that he need not go on fighting but can lie down and rest. Patients
try 50 hard to please, to do what is expected of them, it is important that we
temper our ¢xpectations to their capacities, without too many set ideas of how
it should or should not be. Often a serving of a hitherto forbidden but favourite
dish may do more for him that the strict adherence to a diet. Or a totally
contraindicated visit home, however exhausting, may be more beneficial to his
spirit, than the preseribed bed rest could possible be for his body. One must be
flexible in one's approach to what a dying person should or should not do, and
he must be the arbiter of how his last days shall be lived.

The need to recognise the truth of the situation is not confined to the patient
and his medical and nursing staff. The family also needs to know and will need
help in understanding and coming to terms with their impending loss. They will
need a clear statement of facts given gently, truthfully and in language they can
understand. Hurried, embarrassed half truths given apologetically, will not do.
The situation calls for time, privacy, sympathy. honesty and the ability to enter
into another person’s distress without being overwhelmed by it. To enable the
family to make the best use of the time left to them they need help in learning 1o
share with the patient their thoughts, fears and grief about the future. This
sharing is hard to initiate, particularly if communication within the family has
been poor for some time. Often both relative and patient have known the
diagnosis, but each has refrained from speaking of it for fear of distressing the
other. Yet once sharing has been achieved their mutual support of one another
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can be a source of strength and satisfaction to them both. One way of helpinga
couple to bridge the silent gap between them is by saying to each privately ‘1
think Mary/John is worrying about you, have you tried to talk to her/him? I
think this would be helpful’. Often this little bit of encouragement is all that is
ded.

nﬁﬁ'l;:}r a dying patient’s intractable pain or persistent insomnia are
heightened by his emotional state, Mo amount of analgesia or sedation will cure
the pain of grief or silence the deep anxicties that haunt him. While correct medi-
cation and adequate analgesia are essential to his comfort, only the sharing
of his grief and anxieties will bring him peace of mind. A direct question is often
the best way of approaching the subject. *You're looking tired/sad this morming
Mr Jones. I expect you're worrying about yourselffyour family a bit, can 1
help?” Sit down as you say it, make it clear that you have got time to talk, take
his hand, show that you are concerned and want to help.

Our aim must always be to unite the family, to try and strengthen the bonds
berween them. If there is a ‘black sheep’ who has not been heard of for years,
every effort should be made to trace him. If there is a family feud (and what
family does not have them) now is the time to try and heal the wounds. The
patient will die with one less pain on his conscience and the bereaved will be left
with a sense of achievement and a strange satisfaction that all was well. Itis the
things left unsaid and the actions left undone which haunt the bereaved with a
sense of guilt. *If only I had told him", ‘If only I had done what I meant to do’,
are phrases commonly heard. If only, if only, and now it is too late. The final
weeks of an illness are important both for the patient and for the family. This
will be the last spring, or the last birthday, or the last Sunday. It is part of our
caring to make these *last’ times worth having and worth remembering,

The care of the dying and their families is one of the most rewarding aspects
of nursing, but we 50 often spoil it for ourselves by being afraid of doing the
wrong thing or of not being able to cope. Yet what is called for is quite simple —
our expert nursing skills and a sensitive and caring attitude. The object of our
care is a person undergoing the greatest experience of his life and we are
privileged to share some part of the experience with him.

Care of the dying

The person whose life is drawing to a close should not be left alone. If friends or
relatives are unable to be present then a nurse, or a student of nursing, should
sit beside the bed, to comfort, to support and te care for the dying person.

It is a responsible service to care for such a patient, and it is not a frightening
experience if the young nursing student is properly prepared for this privilege.

As life ebbs away slowly, the systems of the body cease to function. The
physical senses and emotions may be heightened before this occurs, and
therefore the nurse should keep her voice low, appear calm and caring, and
comfort by her touch, e.g. by holding the patient’s hand, smoothing the hair
from the brow, and moistening the lips with a damp tissue.

Whenever consciousness is lost, e.g. under an anaesthetic, or as a result of
iliness, the sense of hearing persists when other senses are lost. The nurse
treéating an unconscious patient should remember this, and particularly when
there are periods of sleeping, waking and lapsing into unconsciousness.

The dying person can take great comfort from a soft voice, reading from a
prayer book, from a book of poetry, or reading letters to him. The nurse should
observe the patient, to see if he has a Bible, a copy of the Koran, or any other
reading material beside him. It is not easy to converse with someone who
cannol reply verbally, but the pressure of the hand, a fleeting smile, or a change
of expression will indicate if the contact is welcomed.

Relatives and friends

Relatives and friends can be helped to appreciate that their presence is helpful.
Often they like to help with simple 1asks — such as keeping the hair off the face,



dampness on the forehead, a lip salve on the lips, or when swallowing is
impossible, damp tissue or cotton wool to moisten the tongue. Visitors should,
however, be watched carefully for any signs that they are becoming too
distressed. A cup of tea, and an opportunity to sit quietly in a waiting room may
help them, or the suggestion that they should go for a short walk in the fresh air.

An understanding nurse will encourage them to talk, to weep, or to remain

quiet, as they wish. The chaplain, or an appropriate minister of religion, will be

available, and should be contacted, if needed. [t is a comfort, at such times, if

the patient can be seen to appear calm, resting at peace and in a clean and tidy

TOOM.

Religious aspects for particular groups

Romany families set great store by being with the family members at the time of
death, and a large number of a ‘tribe’ will need to be given the use of a nearby
waiting room.

Muslims expect to sit with a dying relative —a man with a man, if possible, so
that they may sit, pray with and touch the patient. A woman will sit with her
husband who is dying but will never touch him in any way.

Roman Catholics receive the Sacrament of the Sick (previously called the
Last Rites or Extreme Unction) which consists of anointing the forehead and
hands with holy ails. Communion may also be given at the same time if the
patient is conscious and can swallow — sips of water should be given after-
wards,

Signs of death

The patient may lose consciousness before there is any change in respiratory
rate and depth, and before there are changes in heart beat and pulse rate.
Sometimes there are lapses between the conscious and unconscious state,
When conscious, the weight of bedclothes or nightdress may distress the
patient, and a dry mouth or lips can be very disturbing even after the swallow-
ing reflex is lost and the patient is unable to swallow, or to absorb fluids given
orally, or by a naso-oesophageal tube. Dentures may be removed if this makes
the patient more comfortable. There are changes in the colour of the skin,
which is more obvious in the face — the cheeks and nose, and ear lobes losing
colour and becoming cold. The nails and fingers also change in colour, and
there is very little change when slight pressure is put upon the nail bed. The skin
on the trunk and extremities may become blotchy, as the blood circulation
ceases. The respirations may become slow, with periods between each breath
lengthening, and this is called apnoea. Sometimes the changes in the rate and
depth of breathing are accompanied by noisy breathing caused by moist air
passages, and in the absence of the cough reflex, this can be distressing to those
caring for the patient, even though the patient is not distressed by it (in lay
terms the ‘death rattle’). This may be relieved if the doctor prescribes an
injection to assist in lessening the secretion of mucus, which may be more
comforting for the patient than the use of gentle suction by the nurse through a
special catheter in the nasopharynx.

The person who is dying may have other symptoms requiring relief or
treatment, and the appropriate care plan will indicate if this is so.

When the pulse becomes weak, and “thready’, and imperceptible, and the
respirations cease, the nurse in charge should be notified, and the medical
officer is sent for to certify that death has occurred. The patient should then be
left in an appropriate position, so that relatives or friends can remain with him
for a few moments alone before being taken to a quiet room for a cup of tea and
a talk with the nurse in charge.



(a) Reqistration

The care of the body

As soon as the relatives and friends have left, the body should be laid flat in
bed, in the recumbent position (i.e. flat on the back) with no pillow. The
dentures can be re-inserted, and any rings removed, according to the wishes of
the patient’s next of kin, or any left on covered with adhesive plaster.

The jaw should be pushed forward, and held by a soft pillow under the chin,
or by a bandage, secured in place. The feet should be placed together, the
nightwear removed, and the body left covered by a sheet.

It is usual 10 leave the bady for an hour before washing., The body is then
placed in a shroud, or elean nightwear, and wrapped in a sheet with labels on
the body and the sheet, giving the name of the patient. Different hospitals have
differing methods of carrying out the details of this procedure. It is therefore
essential that you should become familiar with the method used in your own
training school.

It is always essential to be sensitive and respectful, as well as competent,
when treating the patient who has died. This is the last service offered by the
nursing staff and will be remembered by the relatives and friends as an experi-
ence when nursing was really ‘caring’.

; Cultural and religious differences should also be observed after the patient
as died.

Orthodox Jews do not allow any further treatment by the nursing staff. The
Rabbi or a relative will arrange for ‘a watcher’ and special arrangements with
an undertaker,

Muslims believe that the body should be buried as soon as possible after the
death to prevent the soul suffering. In the home, where eircumstances allow,
there are special ceremonies and prayers by family and friends prior o an early
burial. In hospital when a Muslim patient dies, it is wsual for the care of the
body to be carried out, and then taken direct to the local Mosque where special
ceremonies are arranged when home circumstances do not permit this to 1ake
place.

Death in the family* (by Stephen Kirkham)

The occurrence of a death in a family means that there is a testing time ahead
for the bereaved. There will be emotional and practical difficulties. This article
will go some way toward answering questions on the practical side, but funeral
directors may also be relied upon to help and give support. They are always
sympathetic and may be contacted at any time, either before or after registra-
tion of the death. Some people even make arrangements for their own funeral
with a funeral director. They are often on call 24 hours a day, which is especially
comforting when a death occurs at home. [ shall concentrate on the praetical
problems following adult death; those following perinatal death have been
reviewed recently by Forrest et al. (1981).

When a patient dies, the doctor who has been looking after him fills in a
‘Medical Certificate of Cause of Death’, commonly called the ‘death certifi-
cate.” This asks for certain simple information; the name and age of the patient,
the date and place of death, the date last seen alive and the cause of death.
Exceptions to this general rule are discussed under “The coroner’ below,

There is a statutory requirement for the doctor to have seen the patient for
the condition causing death within two weeks before death, but no obligation
by law to see the body after death. Doctors are expected to be as accurate as
possible, not only to prevent concealment of crime, but also to provide accur-
ate statistical information.

The certificates are supplied by the registrar of births and deaths in books of
fifty, with counterfoils. Each completed certificate has two parts: the main
portion, which is sealed in an envelope addressed to the registrar, and a
detachable portion; the ‘Motice to Informant’, which is usually pinned to the
outside of the envelope, This carries a list of people qualified to inform the

*Reprinted with kind permission from Nurzing Times, March 1Tth, 463464, 1982,



(b) Costs

{¢) The coroner

registrar of the death (that is, to register the death) and also a list of particulars
about the deceased which the informant should be able to give the registrar.

These are:

1. The date and place of death, and the deceased’s usual address.

2. Deceased's full name (and maiden name if a married woman or widow).

3. Date and place of birth.

4. Occupation (and that of her husband if the deceased was a married

WOMmAn or a widow}.

5. Whether in receipt of a pension or an allowance from public funds.

6. If married, the date of birth of the surviving spouse,

The deceased's medical card should also be delivered to the registrar.

The informant usually takes the certificate to the registrar and registers the
death. This takes about thirty minutes, and the informant signs the entry in the
register. The registrar then issues the "Certificate of Registration of Death’
(similar to the birth and marriage certificates) and gives the informant copies if
he should need them (for banks, insurance companies and so on). He also
supplies the necessary forms for claiming the death grant (currently £30 for
adults) and issues a slip, ‘Certificate for Disposal after Registry’, This is
sufficient authority for burial, but further certificates are needed for cremation
(see below). The informant then takes the Certificate for Disposal to a funeral
director and makes the arrangements for the funeral.

It is interesting to note that we have no say in law in what happens to our
bodies. Even a wish expressed in a will is not binding on the executor, nor does
carrying a kidney donor card oblige the next of kin to offer organs for trans-
plantation. They do, however, make one’s wishes known, and these are usually
respected. The exception to this rule is that if the deceased has previously
forbidden cremation in writing, or verbally to two persons, he may not be
cremated.

The first cremation in a public crematorium in England took place in Woking
in 1885, Since then the practice has become widespread, and now the majority
of people dying in a large city are cremated. The regulations governing crema-
tion are based on those which the Cremation Society formulated in the nine-
teenth century.

Several forms have to be completed before a cremation can take place. Form
A 15 supplied to the funeral director by the crematorium. [t constitutes an
application for cremation and is filled in by the executor. It includes questions
as to whether close relatives have been informed of the proposed cremation,
and whether they have expressed any objection. The funeral director will then
ask the general practitioner or hospital for the medical certificates (Forms B
and C). The first of these is completed by the patient’s medical attendant,
wsually the doctor who signed the "Medical Certificate of Cause of Death®,
Form C is filled in by another practitioner who has been qualified for at least five
years, and is not related to, nor a partner of, the first. Both doctors must see
and identify the body, and answer various questions as to the time, cause, and
mode of death, names of persons present at the time of death, etc.

The documents are sent to the medical referee of the crematorium, who
alone is able to authorise cremation, which he does by signing form F (B, C and
F are on one piece of paper). Forms D and E are for use by the coroner, but the
medical referee must still authorise eremation. After the cremation, the par-
ticulars are entered in a Register of Cremations (Form G).

Funeral directors' fees for a funeral providing one car and veneered coffin are
in the range £200-£250. A solid coffin may add up to £100 to this figure (south
London prices, 1981). Additional fees may be incurred depending on whether
the service is followed by cremation or a burial. Fees for a cremation total £78
at the time of writing: in the case of a burial the cost of the grave is very variable
(£200 upwards in south London) and the cost of a stone will again add £200-
£400, Fairly typical minimum costs would therefore be £300 for a cremation,
£6350 for a burial. The cost of the funeral is of course recoverable from the estate
after probate.

The law appears to require doctors to complete a *Medical Certificate of
Cause of Death’ in all cases. In certain circumstances there is a statutory
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(d) Other post-mortems

(e) Transplantation

requirement for the registrar to inform the coroner of a death. Some of these
are:

{i) When the doctor has not seen the patient within fourteen days of death,

{i1) When the doctor has not truly been in attendance. A doctor is not

usually considered to have been in attendance unless he has cxamined
the patient on two occasions. In practice, in hospitals an admission
lasting less than 24 hours would be reported to the coroner,

{iii) When the patient has died of an industrial disease,

{iv) When viclence, accident, neglect or poisoning has contributed to the

death.

{v) When death has occurred during an operation or before recovery from

an anaesthetic.

It is, however, widespread practice for the medical attendant to report
deaths in the above categories without writing a certificate. The coroner acts
through his officer, a member of the police force, who makes enquiries of the
family and doctor on the coroner’s behalf. He may decide, if the doctor is
confident of the cause of death, to waive the coroner’s interest, so that the
normal procedure of certification applies. This is a favour granted to doctors in
order to protect bereaved relatives from distressing enquiries and possibly
delay, and should not be abused. If the coroner's officer accepts the case, he
makes his enquinies, and orders a post-mortemn, An inguest only takes place in
cases ﬂf;.:nnatural death. A coroner's post-mortem may delay a funeral by up
toa week.

Most hospital post-mortems are requested in order to obtain the answer to a
specific question: "What is the precise diagnosis?" "What is the extent of the
disease? ‘How has our treatment modified the disease? or “Why were this
patient’s symptoms difficult to control?” If a post-mortem is thought desirable,
the doctor concerned should ask the next of kin and must obtain written
consent. Depending on how much information is needed, so the thoroughness
of the examination will vary, but most post-mortems are not markedly disfigur-
ing, and should not delay funeral arrangements. They are also an invaluable
means of learmning new possibilities in any medical field. Ultimately most

knowledge of the natural history of diseases rests upon a full understanding of
their pathology.

Tissue transplantation is a widespread and valid method for treatment of
several chronic conditions, and is sometimes the only means available. The
easiest tissue to transplant is the cornea. This is because the cornea has no
blood supply and therefore survives as viable tissue for a relatively long time
after death. Its avascularity also means that tissue typing is unnecessary, and
rejection is uncommeon, Corneal grafts are used to restore sight in paticnts
whose own eorneas have become opaque through scarring. Naturally, before
any tissue can be given the next of kin's written consent must be obtained.

Other organs may be transplanted (some commmonly some, as yet, experi-
mentally), including kidneys, livers and hearts. Other possibilities could in-
clude pancreas and lung. Here, however, the situation is more complicated
because:

(i) The transplant recipient will take immuno-suppressive drugs to prevent
rejection, so, that any possibility of infection or malignant cells in the
donor’s blood or the organ itself prevents its use.

(iii) Without their blood supply, these organs only remain viable for a short
time unless stored in ice. This means that the donor must be maintained
on a ventilator until immediately before removal of the organs. This
period allows clinical tests for brain death to be applied (Conference of
Medical Royal Colleges, 1976). Despite recent controversy, these
appear to be very reliable, Editorial (1981).

These factors greatly limit the numbers of potential donors and the great
majority are previously healthy people who die in hospital of a brain tumour,
head injury or massive stroke.

In all of the above, we must remember that our first concern should be to deal
sympathetically with bereaved relatives. [t helps if we can be efficient and
provide order and structure for relatives. The procedures deseribed may be
commonplace o us, but many people have no knowledge of how a funeral is



arranged, and we should take care that they understand what is the next step,
In asking permission for a post-mortem or donation of organs, all the staff
invalved should be honest about what will happen, so that relatives can
understand why we ask their permission, but we must not be over-persuasive.

They have many things to worry about, and are often reluctant to give their
permission for such things, but this may be overlaid by a wish not to appear

mtan.d?l'ten they find the answer by asking themselves. *What would he have

wanted?”
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Chapter 5

Pain

by Jennifer Raiman

For the happiness mankind gain
Is not in pleasure, but in rest from pain.

John Dryden (1631=1700)

Only pain is real, I'm not frightened to die, but for me pain is the
only reality.

Woman 42 years old, Carcinoma breast with secondaries (1980)

Look at me, I've lost so much weight, I'm in 5o much pain, that
even the pillows hurt me now — 1 need you to understand.

Man 56 years old, Carcinoma tongue with secondaries (1980)

Introduction

FPain has always been part of our shared human experience, with complete
congenital insensitivity to pain a rare phenomenon. For hundreds of years
remedies have been sought and potions used, seeking to relieve pain, and its
attendant suffering. The experience of pain is subjective, individual and pri-
vate, and has been reflected and portrayed in works both of literature and art,
from ancient civilisations to the present day. Historically it has been a subject
for enquiry by diverse disciplines, philosophers, theologians, social anthro-
pologists, physicians and in more recent years, nurses,

Definition of pain

The word pain is derived from the Greek word poiné for penalty which
instantly suggests the concept of punishment and retribution associated with
some cultures — a feeling reflected by some religious beliefs, thatsuffering and
pain enoble the spirit, In life some short-lived periods of pain experience are
not only inevitable, they may serve to strengthen and formulate character.
Conversely, unrelieved, protracted pain can become a nightmare world of
helplessness and despair, that can destroy the quality of life.

Pain disables overall more people than any other single disease entity, and is
the most compelling reason for a person to seek assistance { Zborowski, 1969).
Patienis with pain pose a special problem to the art and practice of nursing.
Pain and suffering. like joy and happiness, are subjective abstractions and to
encompass this challenge, nursing response must be informed, unprejudiced
and sensitive 1o each individual patient. It must be free from misconceptions
and rooted in the basic principle of acceptance, that there is no ‘correct level of
pain’, the patient must Be the arbiter of his/her pain.

Fact sheet 1: Theories of Pain
Mechanisms

Theories to explain the mystery of pain are continually undergoing rapid
change as new evidence becomes available from research,
Present understanding has been dominated by several theoretical




The specificity theory

The pattern theory

The gate theory

Central control trigger

concepts that have evolved and developed as new physiological evidence
has aceumulated and imaginative assumplions made.

Two major theoretical concepts of pain, the specificity and pattern
theories, provide the basis of the varied approaches, development and
controversies.

The specificity theory originated from Descartes’ observation in 1644 of a
‘straight through' concept from the skin to the brain, assuming that pain
receptors existed in the brain forming a pain centre. Descartes proposed
that the system is like the bell ringing mechanism in a church; a man pulls
the rope at the bottom of the tower, and the bell rings in the belfry. Thus
the stimulus of pain ‘sets particles into activity and the motion is transmitted
through the body into the head where an alarm system is set off".

The theory underwent little change until the nineteenth century when
Johannes Muller in 1838 set out a series of systematic propositions
relating to the *specific energies’ and *specific irritability’ of the nerves. In
addition, Muller described four major cutaneous modalities, touch,
warmth, cold and pain. Although the specificity theory has formed the
basis for much of the research into pain, particularly in the first half of this
century, physiological and psychological evidence gradually aceumulated
to refute or extend its conclusions.

There iz physiological evidence that specialisation exists within the
somaesthetic system, there is none 1o show that stimulation of one type of
receptor fibre or spinal pathway, elicits sensations of only a single
psychological modality such as pain (Melzack and Wall, 1982).

A number of theories have been proposed which can be grouped together
under the general heading of ‘pattern theory'. Goldscheider (1894)
suggested that stimulus intensity and central summation are the critical
determinants of pain. According to this concept, pain results when the
total output of the cells exceeds a critical level.

The simplest form of pattern theory deals primarily with peripheral
rather than central patterning, i.e. pain is considered to be due to excessive
peripheral stimulation that produces a pattern of nerve impulses which is
interpreted centrally as pain.

Livingston (1943) was the first to suggest pain-specific central neural
mechanisms. He proposed that pathological stimulation of senscry nerves
initiated activity in reverberating circuits (closed, self-exciting loops of
neurons) in the grey matter of the spinal cord (cited by Melzack and Wall,
1982).

In 1965 Melzack and Wall published a model for the dorsal horn circuitry
responsible for pain transmission. They called the model the "gate control
system’. The starting point for the gate theory was their belief that neither
the specificity theory (that pain has its own peripheral and central
apparatus) nor the pattern theory (that pain resulted from intense stimu-
lation of non-specific receptors) could aceount for what is known as pain.

Melzack and Wall made a specific proposal concerning the organisation
of a spinal cord *gating mechanism’. The theory of 1965 proposed that a
neural mechanism in the dorsal homns to the spinal cord acts like a gate
which can increase or decrease the flow of nerve impulses from peripheral
fibres to the central nervous system. When the amount of information
that passes through the gate exceeds a critical level, it activates the neural
area responsible for pain experience and response.

The existence of a “central eontrol trigger’ was suggested as the mechanism
that activated the higher processes such as anxiety, anticipation, attention
and past experience. All of which have a powerful influence on the
experience of pain and exert control over the sensory inpul.

The impact of the Gate Theory has been considerable in both clinical
and research fields.

In 1978 Wall published a re-examination and restatement of the theory
in the light of new evidence (Wall, 1978). He emphasised the complex
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Endogenous opiates

nature of the excitatory-inhibitory organisation of the transmitting cells
of the substantia gelatinosa, although the mechanism of inhibition
remains as yet unknown.

Whilst debate and controversy continue, the original concept of a
‘pating mechanism® has the eapacity (singularly unachieved before) to
clarify and link together the complex physiclogical, anatomical and
psyehological phenomena of pain.

The more recent identification of the morphine-like substances endor-
phins and enkephalins throughout the nervous system enables exami-
nation of the endplate biochemical mediation of painful sensation and the
sites of action of analgesics in neuro transmitters.

There exists in the literature a large and ever increasing amount of
information on the possible and probable functions of these endogenous
opioid peptides, ranging widely from pain perception and analgesia,
regulation of pancreatic secretion, respiration and eating, to learning
behaviour, memory and so on.

Similarly there is mounting evidence to suggest that acupuncture and
pain therapy involving electrical stimulation induces the release of
endogenous opiates in both animals and humans (Pomeranz and Chui
(1976). Mayer (1977) and Clement Jones er al. (1980)).

Research findings suggest that endogenous opioid peptides may be
activated by acupuncture, and that acupuneture analgesia is antagonised
by naloxone which reveals the involvement of opioid peptides in the
process.

The early hope that endogenous peptides might be non-addictive and
could replace opiates in pain relief has not been fulfilled, animals reated
with natural enkephaling demonstrate tolerance and dependence (Van
Ree er al., 1976). To date many enkephalin analogs have been synthesised
and tested and disappointingly all have shown addictive properties.

Of the many opicid structures found in the body Substance P has the
longest history. Although kaown in 1934 it was not isolated until 1970 by
Leeman et al. (Leeman and Gawse, 1981). In 1977 in further studies
(Jeszell and Iverson, 1977) revealed a relationship between enkephalin
and Substance P and proposed this to be a physiologicalichemical basis
for the ‘pain gate’ proposed by Melzack and Wall.

Itis clear that endogenous opiates and their receptors have exciting and
far reaching implications towards understanding the mechanisms and
experience of pain. By providing a biochemical link and structure for
previous pain theories and individual variations in response to pain, mind
and body can no longer be regarded as separate phenomena.

Basic anatomical and physiological
considerations in the sensation of pain

Pain perception is initiated by the stimulation of a receptor pain corpuscle in
the periphery, at the beginning of a sensory nerve fibre (Figure 5.1)
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(a) Sensory neurones Pain starts as a chain impulse conducted along the axon as an electrical change
of polarity within the fibre, changing from positive o negative by the move-
ment across the semi-permeable membrane of sodium ions, surrounding potas-
sium ions in the negative interior (Figure 5.2). This impulse enters the central
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nervous system (Figure 5.3) via the dorsal root ganglion, the dorsal root, across
the dorsal horn to the opposite spinothalamic wract, and ascending through the
medulla and pons (medial leminiseus) to be relayed in the thalamus, and thence
via the internal capsule to the appropriate sensory cortex in the cerebral
hemisphere.



Thus pricking your right index finger will be perceived at the post central
gyrus of your left cerebrum (Figure 5.4).

Figure 5.4 Perception of pain impuises

(b) Pain receptors

(c) Referred pain

(d) Summary of relationships
in pain perception
(Figure 5.5)

T4

Figure 5.5 Subculaneous pain recepions

The cross section biopsy of skin surface shows the distribution of pain receptors
(Figure 5.5). The nerve endings present can be seen as free terminals in the
layer. In some areas of the body the only sensation transmitted is pain.
However, in other parts, for example in the cornea where the nerve endings are
likewise seen as free terminals, cold, heat, touch and pain are all felt. To date it
has not been possible to identify any one particular receptor uﬂilqu'i'j’ associ-
ated with pain. Free nerve endings respond very differently in respect o
threshold behaviour, adaption and frequency of response firing to stimuli.
The most basic response to pain is the primitive ‘withdrawal reflex’. For
example when touching a hotobject the hand is withdrawn immediately. Thisis

an involuntary response and does not invelve the complex components of
perception.

This is a phenomenon of imperfeet localisation and interpretation probably
occurring at the spinal level. This confusion and misinterpretation in the
cerebrum arises as the nerves from both viseeral and somatic structures enter
the central mervous system at the same level and share the same ascending
pathways. Pain arising from structures deep in the body, for example the heart,
occurs at the site of the organ and as ‘referred pain' some distance away.
Patients with acute coronary pain may complain of pain in the chest of a
crushing nature together with severe gripping pain in the left arm. Referred
pain associated with visceral disease may be indicative of extensive tissue
damage and may herald a stage of advanced disease. The phenomenon of
referred pain is consistent and therefore has considerable value in diagnosis. [t
can also produce “trigger points” when the skin of an area to which pain is
referred becomes particularly sensitive. 1f subjected to pressure these trigger
points will produce pain in the referred areas and at the original pain site,

This illustrates the relationship between events in pain perception, and the
responses to the experience of pain (derived from correlations between neuro-
physiological mechanisms and psychological observations on the dimensions of
pain experience) {Loeser, 1980; Melzack and Denis, 1978; Littlejohn and
Vere, 1981).

After a pain stimulus occurs it passes into the receptor state or nociception
(Figure 5.6). This is where unpleasant (noxious) stimuli are detected by recep-
tors and converted into impulses carried by small fibre (A and C) afferent
nerves to the cortex, where it is analysed as a pain sensation. At this stage the
perception of pain will depend on the individual's interpretation of it. This will
be expressed in terms of distress, pain suffering which will determine pain
behaviour, i.e. individual response 10 pain.
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(e) Summary 1. The experience of pain is not a simple straightforward response to an

unpleasant sensation. It is a highly complex event involving many nerve
pathways and mechanisms,

2. At its most basic level it can be an immediate involuntary response
disassociated from the complexities of perception and reaction.

3. Perception and response are dependent on other sensory inputs, motor
activity, emotional state and past memory (Figure 5.7).
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Nursing response

To respond effectively to pain, goals need to be set and care planned individu-
ally. Additional inter-related components must be taken into account, that
actively reflect patients’ needs. Listening to patients provides the vital link,
together with an appreciation and understanding of the factors that influence
the response to pain:

. Physical and pathological causes of pain (Figure 5.8).

. Factors influencing response to pain (Figure 5.9).

Factors which modify the pain threshold (Figure 5.10).

. Common symptoms which influence the response to pain (Figure 5.11).

. Characteristics and differences between acute and chronic pain (Table
3.1).

Patient's comments:

L L D

‘Look at me, I've lost so much weight, I'm in so much pain that even the
pillows hurt me now — I need you to understand.”

A mian, 55 years old, cancer of the tongue with secondaries.

Reactions to pain will vary between individuals. Some patients may accept pain
and illness and evolve their own ways of coping.

Patient's comments:

‘[ ignore it to a degree to handle it — pain well one almost becomes
adjusted to it. Although I mind about the pain, and being ill, 1 handle it by
fighting, In that way I reduce it to an irritant to my existence. 1don’t dwell

on it.’ A man, 42 years old, Ankylosing Spondyliis.,
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Some patients with pain may become depressed and withdrawn; speaking
little, sitting apart from others or lying on their beds. Pain is harder to bear in

the absence of loved-ones and friends.

Fatient's comments:

*1 lig still and press the pillow into my stomach and elose my eyes. [ feelasif
there is nothing left for me. I'm locked into my own world. 1 don'tspeak o
anyone, and no-one speaks to me.”

A wormnan, 63 years old, Colonie cancer.

An night when normal physiological responses are at a low ebb and sleep is
poor and interrupted, perception of pain is enhanced, and fear and anxiety may
intensify its severity.

Patient's comments:

‘Might's are bad, 50 bad for me, I lic here and it's just a different place to
the day. Hearing people in pain, and my own twisting and gripping me, I
fear the nights most of all. I try to lie still so as not to worry the nurses. |
would like to go home, not just for the weekend but for keeps.”’

A man, 69 years old, Bladder cancer.
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Commaon sympitoms of diseaze

which influence the rasponse o pain

For some patients fear of the serious nature of an illness and the meaning of
pain may lead to complete denial of both disease and the existence of pain.

Patient’s comments:

‘I hid what 1 had from my husband for a whole year. I'm so frightened of
what it means, [ pretended it wasn't there,’

A woman, 42 years old, Siage I'V Breast cancer.

Patients who have experienced a long illness, a series of operations, long-
term distressing therapy (for example radiotherapy and eytotoxic drugs), may
feel increasingly demoralised and experience mounting difficulties in eonten-
ding with pain.

Some patients withdraw, others may call out, moan, weep, beg for help,
become restless, pacing up and down, or toss and turn in bed or express
thoughts of suicide,

Whilst these may be recognised as individual reactions, cultural traditions
and past environmental and parental attitudes will mediate response to pain. In
general, Western culture does not encourage free expression of pain or emo-
tion. Little children are discouraged from a very early age from crying and are
told to be brave, whilst other cultures traditionally encourage a more spon-
taneous and open emotional response to life events.

_ It therefore seems reasonable that these differences in attitudes will not only
influence behaviour to pain but exert an influence on its perception.

Likewise, these attitudinal differences and approach to pain will be present
in staff. These will at times manifest themselves in day to day patient care. Itis
implicit in caring for each patient to have due regard and countenance not only
for what is familiar but equally to respect and have compassion for that which is
not. Nursing has no brief for moral or cultural judgements.

Differences between acute and chronic pain
These are shown in Table 5.1

Tabde 5.1°
Acute pain Chronle paln
Bondul:liipn pathways HRapad Slow
Tissue injury Clearty causal Minar or abaent
mﬂmmlc ESPOnNGE Prasent Absent
Bislogecal value High Low
Mood_ Anxiety Depression, ania
Social etects Sligm Markad 7
Effective irpalmant Variable, somatimas none

" Data after Twycross (1976).



(a) Paininterminal iliness

Physical care enhanced by a knowledge of both social and psychological
factors is important, whether pain is acute or chronmc. ;

Acute pain has meaning. Its presence can be seen as a signal or warning that
prompis action and remedial relief. It is usually of limited duration and the
social and psychological effects are slighter.

Chrenic unrelieved and continuous pain is intensified by its lack of meaning
and has been described graphically (Twycross, 1976) as "a situation rather than
an event’, It distupts everyday living and may ultimately, if unrelieved, be
perceived as a threat o life.

Patient’s comments:

*The pain never ceases, it is constant like a generator hammering and
hammering. [ have been taken over and destroyed by pain, | cannot now
remember my life without pain’,

A worman, 66 years old, Breast cancer with secondaries.

Thoughtful planned care, plus anticipation of patients’ needs, combined
with a knowledge of factors influencing pain threshold (see figures 5,8-5,10)
will improve the quality of patients” day-to-day living in a practical way.

For example:

Heat pads carefully positioned.

Cold packs for headaches.

Warm baths — aid relaxation and ease tensian.

Meticulous attention to mouthcare (crushed ice to suck, warm gargles,

lipsalve for cracked lips).

Abodominal distension due to flates relieved by enema or rectal tube.

Bladder distension — catheterisation.

Listening to patients, demonstrating continuing concern will not only

support them but actively ease feelings of anxiety and depression, that

increase pain,

#® (Careful planning of medication is needed to avoid necessary pain occurr-
ing before any procedure. Turning and washing can cause great pain and
distress, Skill and adequate help is needed to avoid this,

#® (Careful general positioning of the body before turning, with particular
support to painful areas.

& Carcful positioning of pillows.

® Additional support, for example immobilisation by collar, splints or
traction.

& Additional aids for comfort:

Sheepskin pads.
Ripple mattress.
Rubber rings.
Bedrest.
Cradle.

® Special beds will assist movement with minimal handling and will lessen
both pain and distress.

*1 shall live a year barely longer. During the year, let as much as
possible be done.”

Joan af Are.

Care for dying patients with pain is one of the most demanding tasks nurses
face. It is essential 1o develop skills and gain sensitive insight into patients’
needs and problems by understanding that physical and psychological factors
are inseparable, and cannot be seen in isolation from ¢ach other,

In the twentieth century. developments in health education and disease
prevention, together with scientific discovery, have greatly improved health
eare and life expectancy.

Medical and surgical advances in the past fifty years, in particular the advent
of antibiotics, the development and use of radiotherapy and chemothe rapeutic
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(b) Talking to patients with
pain

{c) The role of staff

78

agents in malignant disease have dramatically altered the prognosis of previously
fatal illnesses. In consequence death has become less acceptable and has given
rise to a philosophy in which death for some has no place. _

Sudden traumatic deaths, people dying in the prime of life and death in the
young are particularly hard 1o bear and understand. Staff may become confused,
stressed and negative, subconsciously convinced that in some way death is their
failure.

In this atmosphere the normal planned analytical approach to care may be
affected. Pain at death is not inevitable and if present can in all but a few patients
be well controlled.

Patient's comments

As 1 can't be cured, in their minds they have dismissed me.
A waman, 79 years old, cervical cancer; multiple secondaries; infractable pain

The expression of pain is developed by the society and culture in which we 1i~.lnl.

Diirect conversation with patients is the most obvious form of communi-
cation. However, much communication between patienis and staff is non-
verbal, Communication involves not only speech but also sensitivity and alert-
ness to the non-verbal cues of behaviour, posture and expression, which are
impeortant. For example, the following may be observed.

® Changes in normal behaviour.
Marked withdrawal and/or depresssion.
Restlessness andjor agitation,
Clenching of fists or teeth.

Facial grimacing.

Strained drawn expression,
Sallow or greyish facial colour.
Sweating, cold and clammy skin.
Loss of appetite.

Rejection of company.
Excessive fatigue and lassitude.,

Talking to patients can best be done by helping patients to relax, by sitting
quigtly and being ready to listen. Being seen to be ‘busy’ not only increases
anxiety but results in poor if not failure of contact,

Patient's commants

“The doctors and nurses are always rushing in and out, I want to tell them
how 1 feel — but they say wait a minute I'll come back — but they never
do, I just seem 1o miss out all the time."

A man, 35 years ofd, Lymphoma.

Alternatively, persistent questioning and an *inappropriate breeziness® in
manner withoul giving time for answers stultifies response, manipulates the
conversation, and inhibits further discussion. This serves only the staff, who by
their actions keep all contact at their most superficial level and hasten away to
the next problem and patient. This behaviour thwarts and blocks the creation

of the right atmosphere in which trust and rapport can be established, For
example:

A dying patient may need encouragement to speak openly of fears that pain
will not become too great a burden o bear before he can receive the necessary
reassurance and comfort from staff.

A young mother admitted for emergency surgery leaving small children in
the care of others needs time to share her problems.,

The middle aged man with angina fearful for his job and future with the
financial burdens of a family 1o maintain, needs time to share his anxieties and
fears.



(d) The family

Murses are with patients for longer periods of time than any other member of
the team. This unique situation for sustained contact, not only gives a greater
opportunity to understand patients’ problems but the additional responsibility
of using this knowledge both sensitively and practically, by involving the skills
of other people, e.g. physiotherapist, social worker, occupational therapist,
chaplain.

Family and friends will need reassurance and the nurse should not only
anticipate the patient’s needs but also seek to understand and support
the family.

Being ‘busy’ increases anxiety and tension and may result in impoverished
contact. Frompt attention to the patient will help to reduce the level of anxiety
in the family, who may inadvertently communicate their worry and concern to
the patient and by lowering his threshold inerease distress and pain.

A relative’s comments

*Pain that is uncontrolled leads to a death without dignity. It destroys the
person who suffers it, breaks the family who witness it and brands the staff

that pass by on the other side." Mather of a dying patient.

Some families are able to talk openly and support one another, but others
become locked in their own private worlds of misery, unable to speak to each
other, or to staff,

Patiant's comments

‘Mo I don't talk to my husband, I don't say much — neither of us do, never
have done really — it just seems to have got worse now.’

A womnan, 38 years ald, Breast cancer.

Appreciation of the families relationships will add dimension and depth to the
care of patients with pain.

Patient's comments

‘It's got to such a pitch, I can no longer hide it from my son. [ couldn’t bear
the look in his eyes as he saw and witnessed my pain: an ordeal of agony. It
is torment to watch the distress in your family’s eyes.

Does it look as if ['ve been erying? [ don’t want the family to know.’
A woman, 35 years old, Lymphoma.

Summary of general principles

Fain is detrimental.

Pain has physical, psychological, social and environmental components.
Acute and chronic pain require different treatment approaches.
Unrelieved pain creates a vicious circle, with anxiety, depression and fear;
and it isolates. This may lead staff to avoid contact with the patient. at a
time when the need for reassurance, comfort and positive action are
increasing.

® The experience of pain is individual with no known ‘correct levels’ of
intensity, suffering or response to treatment. The *between patient’ response
can also be reflected as a ‘within patient reaction’, i.e. an individual
patient's ability to respond and contend with pain will alter and change
from time to time. The intensity levels of pain may also vary considerably
during the day and night.
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{a) Conclusion

{b) Mursing role

(c) Adjuvantcare

Pain is a dual phenomenon

1. Perception of the sensation.
2. Emotional reaction to the sensation.
Affected by:
1. Cultural attitudes and values.
2. Past experience.
3. Present physical, emotional and mental states.

Pain is a nursing responsibility and nurses can play a major role in its relief.
This involves a dual responsibility:
1. Planning and evaluating nursing care,
2. Observing and reporting on the effects of treatment and care prescribed
by others.

Effective management requires knowledge on;
1. Mechanisms of pain.
2. Site and severity of pain(s), including infarmation of pain severity both at
rest and on movement,

. Diurnal variation in the pain.

. The effect of analgesia. .

. Other measures taken to relieve pain, i.e. lifting, repositioning, turming,
massage, heat pads, additional aids, distracting activities, etc.

. Assessment — systematising and regularly monitoring the severity and
relief of pain of the patient with a pain observation chart (Raiman, 1981)
can be an effective way of caring.

o Lh b e

This consists of providing a positive supportive environment, free from disturb-
ing stimuli, e.g. bright lights and excessive noise. It is essential to understand
the value of other sensory inputs. When pain dominates, it will occupy the
patient’s complete attention. Providing and understanding the need for other
distraction such as company, conversation, books, radio and television not
only simply ‘passes the time', but decreases pain and assists in its control by the
diminution of its perception.

Adequate sleep at night and the provision for specific rest periods during the
day is important and tends to be overlooked. Poor quality sleep interrupted by
pain leaves patients exhausted, demoralised and depressed. A good night's
sleep enables the patient to contend more effectively with illness and pain
during the day.

A nurse’s presence can bring comfort and support. Sitting with patients,

touching, holding hands, demonstrates care and concern and can effectively
lessen the impact of pain.

Analgesia

The word analgesic is derived from two Greek words, AN—WITHOUT, and
ALGOS—PAIN, Pain is a symptom not a disease and the type of treatment
chosen will be dependent on two main factors:

1. Is the aim to give relief during and until the condition is investigated and
treated?

2. Or in chronic conditions, e.g. arthritis, or malignant disease, when 'to
cure' is not a practical or feasible goal, to achieve and maintain good pain
control?

Analgesic medications are among the most usual methods used to relieve
pain. Whilst the initial responsibility for preseribing is medical, the nursing
roles of (1) administration and observation; and (2) assessment and reporting
the efficacy of analgesia prescribed, are both essential and mutually comple-
mentary.

Murses are with their patients for longer periods of time than other members
of the team. This offers a unique opportunity to participate actively in the use
of analgesics. To achieve this goal, judgement must be exercised; for example,
if more than one analgesic is prescribed or a range of dose is available, these



responsibilities assume: (1) A depth of knowledge on how analgesics work and
their potential side effects; (2) the ability to judge and assess individual
patient’s needs and response.

Pain is rarely a static state. Patients need to be assessed individually and
regularly throughout each 24-hour period.

1 Assessment

Analgesic relief should be assessed in relation 1o comfort achieved:
1. at night;
2. during the day and at rest;
3. on movement.

2 Reassessment

This is needed, particularly for patients with chronic multifocal pain. *Old pains
may get worse, and new ones emerge.” Review is essential.

3 Evaluation

This is regular, detailed evaluation on the efficiency of analgesics following
administration, as follows:

I, How long does it take for the drugs to work?
2. How much relief is achieved?

3. How long does the relief last?

4. Be alert for side effects.

3, Observe and report accurately,

4 Patient participation
This should be: (1) encouraged; (2) sought; (3) respected.

Definition

Analgesics are drugs that abolish or lessen pain, without causing a loss of
CONSCIOUSNESS,

Medications for the relief of pain have been known and their use docu-
mented for thousands of years. The perfect analgesic has yet to be discovered.
However, there is a wide variety of compounds which whilst varying in their
muode of action and potency, offer the ability to relieve pain.

Action of analgesics

Analgesics act upon the nervous system by affecting perceptual mechanisms.
In addition narcotic drugs alter the emotional response to pain (cortical
action). At the peripheral level the production of pain-producing substances in
the tissues, such as kinins and prostaglandins, is interfered with by the use of
salicylates, aspirin being the most commaon.

Classification of analgesics

To avoid eonfusion, it is helpful to consider analgesics in a graded table of
efficacy.

Examples of analgesics:

MILD
Aspirin, paracetamol — non-narcotic.

MODERATE

Codeine, propoxyphene (dihydrocodeine), dipipanone (Diconal) — weak
narcotic,

SEVERE

Diamorphine, morphineg, levorphanol (Dromoran), methadone (Physeptone),
phenazocine (Marphen) — strong narcotic,

B1



{a) Analgesics: basic

It is essential to have a thorough understanding of the various types of anal-

principles gesics and the basic principles underlying and governing their use, e.g.:
® Duration of action.
& Potency.
® Toxicity and side effects.
® Aponists and antagonists.
® Efficacy.
& Cumulation.
® Tolerance.
® Dependence.
Also needed is an appreciation that chronic paln needs rsgular annlge.sm. c.§
each dose is given before the pain returns; ‘as required’ preseribing is mot
compatible with protracted pain, except to make available additional adjuvant
analgasics to boost and enhance the regular doses.
Plasma
drug 3 toxicity
cancentration, P
2  uselul effect — pain control
Key ]
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Thiz iz also the key fo Figures 5,13 10 5.97
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Figure 5.13  Shount-gcling drugs

Figure 5.74 Overspaced doses or ‘as required” analgesia
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Novte: See Figure 5.12
for key to these figures.
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1 Individual variation

There is a wide range of individual variation at any age, but particularly
sensitive are the very young or older patients.

2 Duration of action

Drrugs vary in length of time within which they act, i.e. remain effective. For
example, morphine and diamorphine are short acting drugs, the half-life of
their analgesic effect is between two and four hours, This follows closely the
plasma drug concentration. The aim is to maintain the plasma level of the
analgesic in the therapeutic ‘useful effect’ band but below that of toxicity.

3 Efficacy

This is the maximum effect a given dose will produce. In severe pain only
opiates and opioids have sufficient efficacy,

4 Potency

This is a comparison of dose (milligram to milligram) between two similarly
acting drugs. Therefore increasing the dose beyond a certain level does not
improve potency.

5 Toxicity

This is a level at which drugs cause unwanted effects, for example, aspirin can
cause tinnitus and opiates respiratory depression.

6 Cumulation

This is the gradual build up and storage of a drug in the tissues. For example,
the metabolism of methadone is complex and it has a far longer half-life than
that of morphine or diamorphine and remains in the body for a greater period.

7 Tolerance

This acecurs when the body becomes used to a drug and a larger dose is needed
to maintain pain relief. Fortunately, this does not inevitably produce toxicity,
for if tolerance occurs the level at which side effects become a problem rises in
proportion.

8 Dependence

Physical dependence will develop with patients receiving opiates and opioids,
i.e. drugs that exhibit tolerance also produce dependence. This is not the same
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as addiction which has a very strong link with drug abuse and a psychological
component. Even after long term use opiates can be tapered off and withdrawn
if this is clinically appropriate.

9 Agonists, partial agonists, antagonists

Opiate and opioid drugs differ in their affinitive to bind with the opiate
receptors in the brain.

Pure agonists  — morphine and diamorphine.
Partial agonists — pentazocine and codeine.
Antagonists — naloxone and naltroxone,

These give very basic facts about a series of highly complex mechanisms. In
practical terms, using a mixture of pure agonists with partial agonists will
decrease analgesic effect, whilst antagonists will reverse the action of pure
agonists (which whilst preventing pain relief can be used to reverse the side
effects of respiratory depression).

10 Meurosurgical measures

Unrelieved ‘intractable pain’ such as the pain of nerve compression and infiltra-
tion may be helped by neurcsurgical techniques, such as:

1. Rhizotomy (nerve blocks) blocks the pain before the sensory route enters
the spinal cord.

2. Cordotomy, in which sensory pathways in the spinal cord are cut, relieves
pain below the operative site.

3. Dorsal eolumn stimulators — these are surgically implanted in the spinal
column.

4, Transcutaneous nerve stimulators —womn externally (battery controlled)
and can be switched on-off by the patient (stimulator acts by altering or
blocking pain with alternative stimulation).

11 Additional techniques to relieve pain

The development of new technigues such as relaxation and imagery is aimed at
lessening the perception of pain by encouraging the patient to become skilled in
the use of relaxation to decrease stress. In imagery the patient uses the
imagination to develop pleasant sensory images to decrease the perception of
pain, these may be linked with bio-feedback techniques and hypnosis.

Attitudes to pain

The goals of individualised care and management of pain must involve a close
nurse/patient relationship. Examination and understanding of both personal
and collective professional attitudes, values and beliefs in response to pain and
its assessment are essential,

Summary

Patients do not cease to exist as individuals because of pain and illness; nor do
they become a collection of signs and symploms, 1o be dealt with in isolation,
e.2. ‘the stomach cancer in bed 3 with secondaries’.

As individuals, patients have the right to have their wishes listened to and
respected.

When illness and pain make independent thought and action difficult they
have the right to receive care compatible with the maintenance of human
dignity.

Patients have the right to be believed.



(a) The London Hospital pain
observation chart

A note on the recording of pain

Pain is a wholly subjective symptom, In consequence, there is no easy way of
understanding what a patient is suffering, nor of conveying information about
_il from one person to another, though doctors and nurses need to do so. For
instance, a doctor who needs to check the effectiveness of an analgesic pres-
cription may find it difficult to say what information should be decisive, Thus,
problems of communication can result in poor control of pain.

First, the London Hospital pain observation chart Home Diary is intended 1o
improve communication between nurse and patient by making the recording of
pain more systematic; the idea owes a lot to charts for neurological observa-
tions. Secondly, it is intended to make readily available in one place the

Figure 5,18 Body outhines and seventy scale

information that is useful when taking decisions about the management of
pain; for this reason some information already available on the drug chart, and
some in the nursing record, is inevitably duplicated in it. Thirdly, it is intended
to focus attention on the mechanisms of different pains, and to provide evi-
dence on what relieves them, by recording each site of pain separately.

You are likely to find this chart most useful when you know that a patient’s
pain is a problem, or you think it may be. It is a means of communication, to be
used with the patient, not on the patient. Murses should have it available at the
handover report between shifts, and doctors will need it for ward rounds. The
brief comments allowed may prove unexpectedly significant, and need amplifi-
cation, 50 it is important that each entry is initialled. Occasionally, it may be a
good idea to have two separate, independent charts, one kept by the patient,
the other by the staff.
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Adspled lrom the London Hosplial Paln Dbsenvation Chan

The London Hospital
PAIN OBSERVATION CHART

This char recards where a patient's pain ts and how bad itis, by
fhis rursa asking the patient at regular intervals. If analgesics
arng bang given regularly, make an observabon with sach dose
and anoiher half-way bewean aach dose. if analgesics &
given only "% required”, cbserve two-hourly. Whan the
observalions are slable and the patient ks comfartable, any
re%urarlim inlarval batween ochservations may be chosen.

0 s this chad, ask the patient 1o mark all his of her paing
on lhe body diagram below. Label each siteof painwilh a letler
fie A, B, C, ex).

Then at @ach observation time ask the patient 1o assess:

1. The pairnin each separate site Since the last obaervation.
Use the scale above the body disgram, and anter the
number or lefier in the apgropriaie column,

2. The pain overal since the last cbservation. Use the sama
scale and enber in column marked overal,

M, record what has been done o reliewa pain, In
8

3. Mote any analgesic given since the kst observation,
slating name, dose, route and lime given.
4. Tick any olher nursing cane or action taken 1o ease paim,

Finally note any comment on pain from palient or nurse (use
thiz back of the chart as wall, if necessary) and initial the record,

Date Sheat numbar

Patient identification label

Time Pain rating

=Yy

Measures to relieve pain [specity where stamed)

Comments from
patiants andfor statt

Initials

Flgurs 520 The complate Pain Observation Chart. The reader will actually find the 'body dingram’ referrad to above on p, 85, and the

‘scale’ edfacent to it

ar
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gymptom or problem, and any
unassual ctivity of exercise during ANY OTHER COMMENTS D IARY
each day LHMC
i MAME
DATE STARTED  .cvnimrierememrmimssinss
Piaase fill in body cutline to show whena
R YOUur paing are
Day 3
Davy 4
Day S5
Day &
This is a diary about youwr pain.
Plaase fill it in dadly to show:
hew well you have slept
thar prain Killers you take
e T how bad your pain is
any ditfErent pain, Symptom or unuseal
activity/moercise
Figure 5.21 The London Hospital Medical School Pain Chart and Home Diary

Conclusion

Observation of Pain

Patient
- observation
Communication - listening
- talking

Modification Decision/Action

Awareness  Responsibility to act  Response

The Principles of Assessment and

i !Acknuwltdge

Immediate L Eeassure

Response
Assessment of options

Assessment  Refurn fo patient

Patient




HOW TO FILL IN THE HOME DIARY —
1 Siesp: In this column, il in hours slept, then ring word which best describes how much Excruciating 3
your pain disturbed your rest, Very severg 4
2 Fain: In the column for each part of tha day, write the number of doses of pain kilker Sevars 3
lablats, spooniuls) taken, Then choose tha best word to describe your pain for that part of the
day. Put in the chart the pain pumber next o the word you chosa. Muoderate 2
3 Onthe back of the diary, make a note of any diffarent pains, symptoms, or problems and Just noticeatle 1
nola any unusual aclivities or exercise that day. o oo ail D
4 Agd any othar commeants of your own, Pt
SLEEP MORMING AFTERNOOMN EARALY EVEMING LATE EVEMIMNG
{1 12 noon) {noon to 4 prm) {4 - 8 pm) {irem & pmj
Hours of sleep Ma, of Mo, of Mo, of Na, of
Day 1 pain killers pain killers pain killers pain killers
Pain disturbed sleep ™ | ...
never/a bitfolten/a lot Fain numiber Pain numbeer Pain numbber
Hours of sleep Mo, of Na, of Mo, of
Day 2 pain killers pain killers pain killgrs
Pain disturbed sheep d
nevas/a bit‘oftan/a lot Pain number Pain number Pain number Pain numbber
Hours of gleep Mo, of Mo, ol Mo. of Mo, of
Day 3 pain killers pain Killers pain killars pain killers
Pain disturbed sleep s ssisasasas o -
newver/a bit'oflenia ot Pain numbser Pain mumber Pain mumkeer Pain number
Hours of sleep He. of Mo, of Ma. of Mo. of
Day 4 pain killers pain kilbers pain killgrs pain kilers
Pain disturbed 8leep | o
nivera bit‘oftena kot Pain number Pain numbar Pain number Fain number
Hours of sleep No. of Ma. of Mo, af Mo, af
Day 5 pain killers pain killers pain killars pain killers
Pain disturbed sleep e A o e P B 1
neven’a bitoften/a kot Pain numbar Pain numbar Pain murnbser [Pain murmber
Haurs of slaap Mo, of Mo. of M. of No. of
Day & pain killers pain killers pain killers pain killars
Pain disturbed sleap ! NSRS U e
névana bitioften/a lot Pain number Pain numbser Pain number Pain numbsar
Hours of sleep Mo. of Ma. of Mo, of Mo, ol
Day 7 pain kilers pain killers pain kiflers pain killers
Pain digtivbed sleep ™ | s i i b o e s i e e S Sy A T e
never’a bitioktensa lot Pain number Pain number Pain nurnber Pain number
Figure 521 (confinued)

The aim is to explore a logical and tested sequence of actions, o reassure, act
promptly, produce results and enhance patients' feelings of control and respect.
Care has been taken to provide a balance between expression (use of body

outlines) systematic review and individual measures to:

1. Improve communications between patient, nurse and doctor by systema-

tising the recording of pain regularly.

2. Focus attention on the mechanisms of different pains and to provide

information on what relieves them, by recording each site separately.

3. To have readily available in one place information that is useful in making

decisions about the management of pain.
4. To be used with patients and not on or to them.

Fasman (1996 [Reproduced by knd permission ol The Mursng TimesMror)
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Chapter 6

Planning the nursing care
of the patient

by Veronica Chapman

Introduction

The qualified nurse today is being asked more and more to accept responsibility
for independent thinking and action. This requires a high level of skill in
collecting information from the patient and his family, adding to that informa-
tion from the body of knowledge which the nurse hersell possesses and
planning the nursing care which truly supports that individual, and enables him
to adapt to his illness. The nurse must develop skills—becoming proficient in
observation, data collecting, performing basic motor skills, and acquiring the
ability to evaluate the results of her nursing actions. The ability to communi-
cate not only with her patient, but with all those involved in the patient’s care, is
of the utmost importance and is central to the nurse's effective implementation
of skilful and compassionate nursing care.

This part of the text is aimed at providing tools for the nursing student or the
nurse 1o use in order 1o make an accurate assessment of the patient’s overall
condition. However, in order 1o use the information that she has now collected
effectively, a body of acquired knowledge 15 also necessary. An attempt will be
made here to explore some normal behaviour needs and activities of daily
living as a basis for comparison when a person becomes a patient or client,
Many concepts will be dealt with to provide a broad base and references will be
provided for the students who may wish to study a particular topic in greater
depth. There will also be a recommended reading list. Although many patients
and clients are cared for in a non-hospital setting, the major part of nursing
training continues to take place in hospital so most concepts and techniques
refer to the hospital environment, but they can easily be related to nursing care
in the home.

Mursing must be considered in relation to the current overall concept of
health care, The focus of the nurse within this framework is upon each patient
and the process through which his individual needs can be met. Although most
modern nursing literature reflects this approach to nursing care, the demon-
stration of the philosophy rests with each individual nursing student and nurse.
‘The process of nursing (Yura and Walsh, 1978), is based on a problem-solving
approach. This will be applied throughout the text, The four elements of the
nursing process are the assessment stage, the identification of problems, the
implementation of problem-solving strategies in the form of nursing care and
evaluation of those strategies to ascertain their effectiveness. This process will
be discussed in much greater depth at a later stage. It is the basic tool for
devising a plan of care for each individual patient.

Health and illness

In an ideal world everyone should be in a state of health. Increasingly this
concept of health is being accepted as not only freedom from illness and disease
but as a positive state of physical and mental well-being. This concept is often
expressed as ‘wellness', especially in American literature. It can be described
as a condition of complete mental, physical. social and spiritual well-being
which enables individuals to function in a confident manner to an optimum
degree. Health can therefore be described as a dymamic state leading to
physical and mental well-being and a state of general satisfaction with life.
The physiological condition of homeostasis which controls the internal
environment of the body must also be included in this definition. The balance
of this internal environment, and its constancy, is maintained by the interaction
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(a) Stages along the health—
iliness continuum

of all the systems of the body. When one of these systems ceases to function
efficiently, there are built-in restorative mechanisms which come into play, If
however, the imbalance is too great to be corrected, a state of illness may oceur,
requiring medical or surgical treatment.

Definition

Disease may be defined as a condition which redueces the normal functioning of
an individual.

When psychological and social states of equilibrium are added to his physio-
logical concept of homeostasis, then health, or ‘wellpess’ is seen 10
require the maintenance of the person’s:

(a) physiological balance;

{b) psychological and emotional balance;

(c) cultural and social balanes:

(d) spiritual and philosophical balance.

Health care therefore involves not only the maintenance of efficient bodily
functions, but the consideration and supervision of the individual interacting
with his environment. Disorganisation of any of the above processes may lead
to iliness.

Sometimes, health and illness are regarded as being at opposite ends of a
continuum with a number of intermediate stages.

The nursing student should remember that it is the individual whe actually
determines when illness exists. She should therefore develop her awareness
and understanding of the behaviour associated with ill health, as well as the
physiological changes which may occur.,

Beliefs and attitudes concerned with health are very personal in nature, and
are often deeply rooted in the culture and customs of the society in which the
person lives and has been educated. When a person feels well, he may engage
in activities to prevent illness, to promote health, or to detect disease.
Considerable emphasis is placed on this “health behaviour’ in some countries;
jogging, ‘health foods®, exercise and fresh air, routine medical examination,
cervical smears and self-examination of the breasts are examples of such
behaviour.

When a person believes himself to be ill he engages in sick role behaviour,
Falling ill is not something that happens to us — it is a choice we make as a
result of the way we feel. In cases of emergency the individual's choice is
minimal such as in cases of accident or sudden collapse, but these situations are
rare. Most people who seek professional help have already taken on the role of
patient, and as such begin to behave differently. They act out the sick role
behaviour which is socially prescribed, and has cultural variations,

They may accept limitations imposed by the illness on personal choice and
actions, and neglect duties which they might usually perform. The degree to
which a person continues this behaviour depends on a number of factors which
he will use to make decisions and choices. These include the visible nature of
the illness; fear of the unknown; availability of professional assistance; the
advice and opinions of those from whom help 15 sought; fear and anxiety about

OPTIMUM HEALTH
| Individual often exhibits
L haaith bahaviour :
- - < When sudden llinass/
Some individuals remainat ' $ accidents occur tha
this stage apparently " Apparently neitherwallnor | individual may go from
uninlarested in their stateof — Il | oplimum weliness to
health b i - ' esS sarious illness
| OnSETOFILLNESS |
Sick-role behaviour used
DEATH

Figure 6.1 Stages akng the continuwm of bealth—lness



dependence and loss of control; the expectations of this episode :_specraify M!J"l
regard to previous experience of illness; and the function of "significant others

such as family and close friends in the person’s life. All of these perceptions are
influenced by education, social status — occupation and income, attitudes to

illness, personality, temperament and self-esteem.

Human needs model of nursing

In order to cope with the health-illness continuum the person must successfully
adapt to the constantly changing factors in his internal state and external
environment. Coping mechanisms are physiological, psychological and social
in origin, Reference to coping mechanisms is made in Chapter 3.

A model of nursing was described by Virginia Henderson, who gave 14 basic
principles upon which nursing care is based. Nancy Roper er al. (1980)
described The Activities of Daily Living ( ADLs) which form the framework for
assessment of the patient and his family and which correspond with
Henderson's 14 principles.

In this text these models have been modified slightly in planning the patient’s
care using the nursing process based on a problem solving approach.

These “activities of daily living’ which may cause problems for the patient,
where nursing support and intervention may be required are:

Breathing,

Eating and drinking.
Eliminating.

Maintaining a safe environment: physiological, psychological and social.
Communicating with others.
Expressing sexuality.

Personal cleansing and dressing.
Controlling body temperature.
Independent movement.

10. Working and playing.

11. Sleeping.

12. Dying.

Mone of these activities takes place in isolation. All are interdependent on
some if not all the others. The patient's age is also a relevant factor, as he is
constantly changing with advancing vears, and each activity develops and
changes with him. There are also continuums for ¢ach of the daily living
activities. A person may be totally dependent or totally independent and the
nurse's aim should be to assess the level of need accurately and 1o enable the
patient to be as independent as possible.

e Bl ot ol s

1 Breathing

The process of breathing takes place in order to supply the body cells with
oxygen, and to remove carbon dioxide. This is a vital function. If breathing
ceases, irreversible damage to the neurones in the brain may occur within a few
minutes.

The respiratory system is controlled by the respiratory centre in the medulla
oblongata, This centre, with peripheral chemoreceptors in the arch of the acrta
and in the carotid arteries controls the respiratory function, adjusting the rate
and depth of respirations to meet the needs of the body. To do so, it responds to
changes in the composition of the circulating blood's oxygen content (pQOz) and
the arterial blood pressure together with neural activity initiated by stretch
receptors in the lung tissue (Herring Brewer reflex).

In healthy individuals, and in patients whose illness does not affect the
respiratory system, respirations are increased during exercise and by emotional
factors such as excitement, anger and fear. when eating, and in extremes of
body temperature. Veluntary control of breathing is possible for only a short
period of time because the resulting chemical changes in the blood stimulate
the respiratory centre which is more powerful in controlling breathing then the
higher centres are.



2 Eating and drinking

The need for food, water and oxygen is common to all living organisms, and

eating and drinking are vital for human survival. Disease and death are com-

men in countries where adequate nutrition is impossible. The bodily changes

oceurring in starving individuals have been isolated and can be measured.
Food is used by the body for:

1. The production of energy for activity.
2. The structural repair (growth in children) of all cells.
3. The manufacture of substances such as enzymes and hormones.

A balanced diet contains carbohydrates, fats and proteins together with
vitamins, minerals and trace elements, Most large hospitals employ dietitians
for specific advice as well as aiding its overall menu planning, and nursing staff
are encouraged to seck specialist support when problems arise.

Most people tend to prefer foods and eating patterns they learned as young
children and may resist changing their established food habits, To most of us
eating and drinking are enjoyable experiences,

In the western world as our way of life has changed over the years so we have
developed and changed our nutritional patterns, which as a result has given rise
to different nutritional problems. Fruits, vegetables and grain were the main-
stay of most of the population at the beginning of the century, whereas now
these are less predominant. Fat and sugar consumption has increased —
probably o 50% of the total calorie intake per day. Alcohol consumption has
increased — becoming a personal and social problem in many westermn
countries.

Heart disease, cancer, cerebral-vascular disease, diabetes, atheroma, and
cirrhosis of the liver are & of the 10 leading causes of death in the UK.
Cholesterol, sugar, sait and alcohol have all been associated with the increasing
incidence of such diseases — combined with stress factors and anxiety. The
nurse plays an important part as a health educator, in advising others on the
importance of a balanced diet.

3 Eliminating

The elimination of food and fluid waste products is closely related to the
activities of eating and drinking. The body carries out this function in four
different ways. The regulation of the amount of water contained in the body,
together with the removal of the breakdown products of protein metabolism, is
carried out by the kidneys, by the formation of urine.

Urine

The kidneys adjust the water balance of the body, and regulate the levels of
mineral salts (often referred to as electrolytes) contained in the extracellular
fluid, and the fluid within the body cells. In this way, the volume and concentra-
tion of the urine alters, according to the needs and activities of the body, The
kidneys may also remove some poisons from the circulating blood, and they
excrete some of the substances used in medication.

The urine formed by the kidneys is stored in the bladder, and the drive to
urinate is triggered by the volume it contains. This process is reflex in infancy,
but comes under voluntary control in healthy individuals through early train-
ing. Such control may be lost in certain diseases,

Perspiration and respiration

Water is also eliminated from the body in the form of water vapour during the
process of respiration, and water and salts (mainly sodium chloride) are lost in
the form of sweat, or perspiration. The amount excreted from the body by
these two routes cannot be easily measured; it is referred 1o as *insensible’ loss.
The environmental temperature and the size of the individual affect the
amount lost by these routes. As a guide to this estimation, 500 ml is frequently
used as the average loss for an adult when there is no significant rise in either
the environmental or the body temperature, This should be taken into account
when balancing the fluid intake and output.

A Tebrile (feverish) patient will lose more fluid by perspiration and respira-
tion — when the loss of fluid through the skin is apparent — sensible loss is a
term used to signifly this,



Although elimination through the gastrointestinal tract is totally separate
from that of the renal system, it can be influenced by lack of fluid which may
lead to constipation. The upper part of the gastrointestinal tract is concemed
with digestion and absorption of nutrients. The lower part, the colon, or large
intestine is involved in the preparation of indigestible matter for elimination in
the form of facces and gases. The main function of the colon is in reabsorption
of water and electrolytes and this function is affected by the general state of
hydration of the body. A viscous alkaline mucus is secreted to facilitate the
evacuation of facces,

Defaecation

Faecal material is stored in the descending colon and when propulsed into the
rectum the sensation to defaccate is experienced. Defaecation is also a reflex
act in infancy which later comes under voluntary control. Elimination is usually
practised in private and many strongly held attitudes have developed as a result
of this. The digestive system is innervated by the autonomic nervous system,
and is therefore affected by the emotional stress of illness, or by coming into
hospital,

4 Maintaining a safe environment

In many ways, very little thought is given to the maintenance of a safe environ-
ment, since it is taken very much for granted.

When a person is ill, however, and particularly when he is admited o
hospital, many of the symbols of that safety are removed and he is required 10
adapt to unfamiliar patterns of behaviour and surroundings, and to a new
routine in his activities of daily living.

Physiological satety

An individual may put a high value on his physiological safety, being very
aware of his need for certain foods, for exercise, warmth and comfort, and
cleanliness. He will be more threatened by changes in his pattern of living
caused by disease or its treatment than another person who is less concerned
with such values,

Psychological safaty

People are protected by beliefs and attitudes which they share with others
within a subcultural group. The culture concept is of very great importance and
should never be underestimated. Everyone is part of one or more subcultures
depending on occupation, income, religion and ethnic group. Custom and
group habits are referred to as folkways and mores. Folkways are time
honoured social habits that are often performed without thinking, Mores are
customs that are regarded as particularly important and necessary for social
welfare. They play an important part in the routine of daily living and carry an
emotional impact that makes them resistant to change.

On a spiritual level a person’s religious faith may also be of great importance
to him on a day to day basis, enabling him to develop a supportive philosophy
of life which leads to a high level of self-esteem.

Al a personal level, human behaviour is strongly moulded by a territorial
drive enabling the person to meet his needs of privacy, security, autonomy and
identity.

Much has been written about personal space, and the feeling of discomfort
experienced when other people come too close or establish unwelcome physi-
cal contact. The size of the personal space, the acceptance of touching, has
marked variations in differing cultures, as well as varying between individuals.
There are other effects of “territorial behaviour®, e.g. the elderly resident in a
rest home, or the patient in a long stay unit, may always choose to cccupy the
same chair, and others may leave it vacant, even when she is not there, Another
example is that of a nurse in a specialist area, who may feel threatened if her
‘territory as an expert’ is invaded — or when her expert knowledge is ques-
tioned — 50 that she responds defensively.

At times when it is not possible to keep a “safe distance’ from others, e.g.
when travelling in a erowded vehicle, defensive behaviour may be observed by
the avoidance of eye contact, reading a book, keeping arms close to the sides. 1f
one is unable to control the proximity of strangers, the safest space to which
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one can retreat is to the centre of the body space, from here a sense of privacy
can be retained by using non-verbal body cues to defend against intrusion.

Social safety

Safety in the home and in the community is important to most people — and
rules for communal living are accepted when based on maintaining safety and
securily. Patients in hospital wards have to learn how to modify their activities
for their own health =— and for the needs of others, e.g. ‘no smoking' areas are

common, and noise and television may have to be reduced to meet the needs of
others.

5 Communicating with others

The human need to communicate is universal. Even in babies who have died
shortly after birth, the area of the brain known to be responsible for the
generation of speech (Wemike's area) is found to be larger in the left
hemisphere, in common with 98% of the population. This suggests the ability
to speak is innate, and the fact that children appear to learn to speak relatively
easily supports such a view,

Through language people express themselves in order to satisfy their necds
and wishes, and are enabled to live with each other in a social order. When a
person feels he has communicated his meaning to another person a feeling of
satisfaction usually results. Effective communication is a (wo way process,
resulting in personal growth and mutual understanding. Communication is both
verbal — through speaking or the written word — and non-verbal, by eye
contact, posture, expression, touch and the sharing of emotional responses.

Interpersonal relationships and the art of communication, should be de-

veloped through the nurse's professional career as they are at the heart of
Nursing in every setting.

6 Expressing sexuality

The sex of the individual is determined at conception. Men and women are
brought up from childhood with different expectations and patterns of
behaviour, Discussion about sexual differences, and about sexual intercourse
has become more acceptable in recent times, and teaching of children in school
has been extended to include some of the emotional aspects, and personal
responsibility, as well as the biology of the sex organs. Many people, however,
are embarrassed to discuss their thoughts and feelings about what it is to be a
man, or to be a woman. At work or in social groups, people often behave
differently to those of the opposite sex, than to those of the same sex.
Expression of affection by physical contact in public is still considered by many
people to be embarrassing and unnecessary. Whilst most adults show a
preference to heterosexuality and much greater understanding of ‘normal’
sexual intercourse, and the physiological changes occurring in the woman's
body as a result of the work by Masters and Johnson (1966), preference for
homosexuality is probably more common than most people realise. The
increase in understanding and acceptance of this in the UK may in part be due
to the changes in a law relating to male homosexuality in the 1960s.

A nurse needs to be aware of the feelings of the patient in wards or units
where both sexes are nursed together. The feelings of the individual person
regarding privacy must be respected by the nurse — particularly in bathrooms,
lavatories and in carrying out intimate personal care.

Nurses should recognise that human sexuality finds expression in different
ways. The nurse needs to show understanding of all relationships between
people and the respect to be accorded to “the individeal' and his need for
confidence and privacy,

The nursing student should be aware of ways in which her own behaviour
may be provocative 1o others—and should also recognise the influence she has
on her patient and learn how to cope with sexual advances.

T Personal cleansing and dressing

The choice of individual clothing once again has a strong cultural influence
although it is also affected by the elimate and fashions of the time. Good
grooming is gencrally commended, and cleanliness is considered of great



im portance. In general people are considered to have a social fHPGHSfb_FI“}" o
maintain personal cleanliness of themselves and their clothing. It is also impor-
tant from the aspect of caring for the skin — an important protective organ in

the body's defence system. As well as skin care, attention to hair, nails, teeth,

mouth and perineal toilet are all important aspects of personal hygiene.

For most people hygiene is a personal eoncern which is carried out in private
or in the presence of close family members. Attitude and customs associated
with cleanliness have a cultural basis and nursing students should remember
this, e.g. a strict observance of the Koran. For others, bathing and showering
are relaxing and enjoyable and lead to a feeling of added confidence knowing
that one is suitably dressed and groomed. Sometimes clothing is used as an
added protection for the body, such as against rain, wind or indeed intense
sunlight and more obviously in the use of crash helmets. Most people dress for
personal pleasure and clothes are a means of communication.

8 Controlling body temperature

Mormal body temperature in an adult is between 36°C and 37.5°C and its
maintenance 15 important for the efficient functioning of the many chemical
reactions which take place in the body. The internal mechanism which regu-
lates the body temperature is situated in part of the hypothalamus in the brain.
All metabolic processes produce heat and this is balanced by the needs at rest.
However, if too much heat is produced the peripheral blood vessels dilate and
heat is lost from the surface of the body. At the same time an increase in
sweating occurs leading to further heat loss by evaporation. If the body temp-
erature drops the peripheral blood vessels constrict, reducing heat loss from
the body’s surface. At the same time the surface hairs are raised in order to trap
heat next to the body and insulate it. As most of the heat produced by the body
comes from skeletal muscular activity, shivering may occur as this greatly
increases additional heat.

Most people dress appropriately according to the climate in which they live as
this reduces the amount of work required of the heat regulating centre. Itis also
possible to regulate the temperature of most homes by either warming or
cooling the air,

There is a normal fluctuation in body temperature throughout the day, being
slightly higher in the evening. [t is also elevated by a small amount —up to 0.5°C
in women during the second half of the menstrual eycle following ovulation and
during the first trimester of pregnancy. An increase in exercise can cause a
slight rise as a result of muscular activity, and sometimes there is a rise after a
meal due to increased digestive activity,

9 Moving independently

Independent movement is of the greatest importance to all animals. In the
human being it not only enables the movements from one place to anotherora
change in position from standing to sitting for example, but allows the indivi-
dual to perform skilful tasks such as writing, speaking, smiling, engaging in eye
contact, or other aspects of communication, Movement takes place by the
action of skeletel muscles on the joints of the skeleton as a result of stimulation
from the nervous system. The acquisition of these motor skills begins in very
early childhood and continues throughout life. The human brain seems to have
an infinite capacity for learning new skills, The level of achievement which can
be developed with training is phenomenal (e.g. gymnastics, running a mile in
less than 4 min, or playing a musical instrument). The ability to move indepen-
dently is important in order to carry out many of the other activities of daily
living which have been discussed. When watching an infant strive to walk the
intense need for independent movement becomes clear, The elderly struggle to
stay mobile as long as possible for with this mobility comes independence.

A great deal has been written recently about the importance of exercise in
general health and the prevention of illness such as hypertension, coronary
heart disease and obesity. This may well be associated with the fact that the
expenditure of physical energy results in the relaxation of both body and mind.

10 Working and playing

The purpose of work is for earning money in order to live comfortably in a
materialistic society in which success is measured by possessions and lifestyle.
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The remunecration received is used to pay for a place to live which is part of the
making of a safe environment, and when this is dealt with some of the remain-
der is usually spent on recreational activities or playing, The remainder (if
there isany) may well be saved again as part of the safety need ‘for a rainy day’,

The need for satisfaction from the ype of employment undertaken varies
among people. For some it is more important than others. However, the need
for gainful employment seems to be more deep seated than was at one time
realised and being unemployed appears to affect self-esteem. In the days of
rising unemployment in this country considerable researeh is being undertaken
to ascertain the attitudes of the unemployed, both those who have worked and
are now redundant, and those who have left school and have never been
employed.

Recreational activities are a well developed industry these days, provid-
ing employment for a large number of people. As a result they are often
expensive and some leisure pursuits are financially out of reach of lower paid
workers and the unemployed living on social security. However, not all activi-
ties of play are expensive and many develop hobbies which are absorbing and
relatively inexpensive. Recreational activities can be relaxing or energetic,

carried out alone or with a group and are very much a matter of individual
choice.

11 Sleeping

Sleeping is an important activity in daily living. Without adequate sleep the

degree of rest required for the repair of the bady will not be achieved and the

resulting fatigue will reduce the person’s resources for adaptation and recovery.
There are three stages of sleep:

1. Wakefulness.
2. Synchronised sleep.
3. Desynchronised sleep.

The synchronised/desynchronised eycle takes place several times through-
out a ‘normal’ night. Desynchronised sleep is recognised by rapid eve move-
ment {REM) which can be seen beneath closed lids. It is less restful than the
deep sleep (NREM) in which no rapid eye movements are seen. The cycle of
REM and NREM sleep takes between 75 and 95 minutes, so a person sleeping
for 8 hours spends 6%:~7 hours in NREM/deep sleep and 1-1%: hours in REM
sleep. The nurse should be aware that it takes some time to go into
MEEM/deep sleep and the patient needs to stay in that state for some time in
order to benefit {(Hernandez, 1965).

Dreams occur during sleep, although the extent to which they are recalled
during waking hours will vary from person to person. The events in the dreams
may be so real to an individual that he believes they have actually taken place.

Some people are very frightened by dreams (nightmares) and are afraid to go (o
sleep for this reason. z

12 Dying

This is the final stage of the activities of life which all living creatures undergo.
The process of dying and the support of the patient and his family is considered
1o be of the greatest importance (see chapter on Care of the Diving).

The patient’s admission to hospital
and the planning of his care

The process of being admitted into hospital has often been a mechanical,
frustrating and frightening experience for the person subjected to it.

The admission procedure is something that is taught at an early stage of
nursing training. It is a procedure in which she soon becomes practised, and
hopefully proficient and this can sometimes lead her w forget that admission
into hospital is an important and significant event in the life of the patient and
his family. When considering the number of elements which may affect a
patient coming into hospital the challenge of making this a positive experience



for that person, becomes significant to the success of the entire procedure. The
routine procedures carried out by most hospitals may seem to be depersonalis-
ing in themselves and the warmth and understanding of the admitting nurse are
of the greatest importance in mitigating the effects of this procedure.

Fact sheet 1: Planning care with an
awareness of different cultural customs
and needs

Mrs Khan has been admitted to a woman’s surgical ward for an operation
for acute appendicitis. She is Bengali, and a devout Muslim, with little
understanding of English. Her husband, and her eleven year old son have
accompanied her — they both understand English, and the child speaks
English fluently,

Consider the following problems:

What information will the nurse require from the relatives before they
leave?

How much information will she ask them to relay to Mrs Khan?

What particular problems will this patient have, on entering a women's
ward?

What help can the nurse give her to overcome these?

Aspects of her nursing care which need to be considered
include the following:

1. The Islamic religion as embodied by the Koran sets down rules for
every aspect of life; running a family; inheritance; divorce; dress;
etiquette; food; hygiene; crime and punishment; economics and
business practices.

2. Trying to live and survive comfortably in the different cultural
environment of Britain, yet practising her religion and preserving
her own cultural identity, will pose problems for Mrs Khan.

1 Dressand hygiene

1. She must keep her body covered — especially the legs and shoulders.
It may therefore be necessary to ask relatives to bring in long night-
dresses for her to wear — not only in bed but also she may wish to
wear it in the bath.

2. If she is unable to plait and put up her hair she will need the nurse’s
assistance — or the assistance of one of her relatives.

3. Mose jewels and religious medallions should not be removed unless
essential for surgery or other treatment, and if this is necessary a full
explanation, in simple clear words, should be given to Mrs Khan and
her relatives, before her permission is given.

4. Mrs Khan will need water for washing her anal and vulval area and
her hands after visiting the lavatory, using a commode or bedpan.

3. A bowl of water for hand washing will be required for Mrs Khan if
she wishes to pray.

6. The left hand is considered dirty — particular difficulties will arise if
this hand is immobilised.

2 Diet

Meat for Mrs Khan must be *Halal® and pork is forbidden. Some hospitals
provide deep frozen halal food. Otherwise rice. pulses and curried meat or
fish is acceptable. Hot sweetened milk is a useful source of protein,

Food containing, or in contact with, forbidden ingredients will not be
eaten.

The right hand is used to eat food, which is scooped off the plate with
chapatis. If Mrs Khan's right hand is immobilised, she will be unable 1o use
her left hand — which is considered dirty — and will need help with both
eating and drinking,
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The patient is required to wear an identity band and in many hospitals is
required to get undressed and wear either his ewn or the hospital’s night
clothes. This makes him feel very vulnerable and insecure and his feeling is
further intensified if relatives who may have accompanied him are requested
o take his outdoor elothing home. He feels trapped and unable to escape and
out of control of the situation in which he finds himself. This anxiety can be
reduced by explaining the problems encountered when patients’ personal
property is damaged or lost, and that the hospital encourages families to keep
their property in the safety of the home. However, if a patient wishes to keep
his personal belongings with him he should be allowed to do so— as long as he
understands his liability in the matter,

Another way of reducing anxiety during the patient’s admission to hospital is
to include the family as much as possible, This is especially important if the
patient is disabled or is very dependent on other family members for care at
home. When the patient is settled he should be introduced to other people who
are in beds close to his and shown the bathroom and toilet areas as well as any
other ward areas which he might like to use, such as a day or television room,
He should be made aware of meal times and he and his family should have a
chance to discuss visiting times or any other problems. Finally, the patient
should be given time with the family member(s) who have accompanied him,
and the nurse should provide as quiet a place as possible for them to say
goodbye to each other, A private conversation with the family member can
uncover any further problems they may foresee, and the nurse may offer
reassurance and support.

When a person becomes a patient he is changing his role and with it his social
identity. The company director and the man who empties dustbins look similar
when in pyjamas in bed. Both have the added adjustment of handing over the
control of their lives to others whose youth may provide grounds for feelings of
insecurity, even though they are qualified. Whenever changes such as this are
made they are accompanied by rituals which mark the event and make it clearly
recagnisable 1o all who are involved. This behaviour is called ‘rites of passage’
and was first described by a French anthropologist Arnold Van Gennep in
1909, when he deseribed the rites of separation, transition and aggregation,
The person who has to undergo the change has to rid himself of his previous
attachments. Removing his day clothing and having his personal things taken
home can be deseribed as part of this ritual, In the transition phase the person
has left his old status behind and has not yet assumed the new one, During this
penod he may be withdrawn and anxious. He will observe his fellow patients
and the ward routine until he leamns the rules and makes friends with other
patients, then the aggregation phase takes place and he is accepted and accepts
the new community.

An understanding of some of these concepts is of the greatest importance
when the nurse considers the admission of a patient into hospital, The reaction
of individuals varies enormously and must be dealt with patiently and kindly.
There are few moves in life that are more ominous than the move from the
home to the hospital. Thoughts may occur eentring around pain and disfigure-
ment, and even death. Yery few approach an operation without fear. Indi-
viduals who are normally anxious will become more so but even relatively
pragmatic individuals demonstrate some anxiety, especially if they have never
been in hospital before.

Lack of privacy is noticed very quickly and also the large number of people
that may be involved in the patient’s care each day. The nurse is coordinator of
care and should endeavour to explain the role of each of those people. When
the diagnosis has not been established, the results of each test assume monu-
mental importance and no news is usually construed by the patient as bad
rather than good news. The importance of information giving was unequivo-
cally demonstrated by Hayward (1973), in his research document.

Plan of care using the nursing process

The adjustment of the patient to hospital may affect his willingness to cooper-
ate and accept the treatment offered. There are vast differences in both the
physical and mental conditions of patients admitted to hospital and an indi-



vidual plan of care needs to be made out for each of them. One approach which
can be used to plan this care uses the nursing process.

The nursing process is a problem-orientated approach to planning which
promotes continuous total patient care. [t is centred on the person and not on
his diagnosis and emphasis is placed on clear documentation. The purpose of
this approach is to offer the best possible care to each patient based on his
individual needs. There are four parts to the process. In the first or assessment
stage the nurse talks to the patient about his illness and collects information
which she can then use in the second or planning stage. The patient’s problems
are identified and his nursing care based on finding solutions to these
problems, Aims or goals can be then expressed together with a target date and
the nurse is then ready to prescribe the care necessary to achieve those aims.,
Murse and patient/client are then ready to go forward together to enable the
patient to achieve the optimum level of physical and mental health (or a
comfortable and peaceful death), Evaluating the patient’s progress and the
effectiveness of the care given is a continuous process and the target and plans
are updated according to their effectiveness, Whenever possible, the patient
should take part in this evaluation — he is the centre to which planning and the
giving of care are directed.

The assessment part of the nursing process is carried out as soon as is
practical after the patient has been admitted. [t should be done as soon as
sufficient time is available and the interview should take place as quietly and as
privately as possible. [t may be appropriate to take the patient to the day room
or to a quiet part of the ward. Drawing a bedside curtain is another way of
producing a more personal and intimate setting and the nurse should pull up 2
chair and sit down beside the patient, She should always ask permission to
interview the patient and might explain that she is seeking information that will
make his stay in hospital more comfortable and discover any special needs that
the patient might have. This is called taking a nursing history,

The completeness of the nursing history depends on the effectiveness of
communication. It sets up a special working relationship between the nurse or
nursing student and the patient. Many patients comment that is the first time
anyone has shown such a special interest in them, and in the main they enjoy
discussing their worries and anxieties with the nurse, From the nurse's point of
view it is an opportunity to really get to know the new patient who has recently
come into her care. She should be aware, however, that interviewing skills
must be developed just in the same way as practical skills are and she should not
expect to be adept at these skills at the beginning of the training.

As well as learning how to listen she must also learn how to observe her
patient and notice the ‘non-verbal cues’ which he may give her regarding his
thoughts and feelings about being in hospital. It is usually best to begin by
checking that his personal details, next of kin and general practitioner are
correct. This is not only a very important part of accuracy and record keeping
but also sets up a rapport and the nurse can learn much about the patient and
his family and socio-economic status by listening carefully to the information
he is giving her. She should then begin to know what other information is
relevant in order to plan the care that the patient will require while in hospital.
For example, if a patient has been admitted for surgery to the hip there is no
need to keep him in hospital till he can safely climb stairs if he lives in a ground
floor flat. On the other hand, adequate washing facilities are desirable if a
patient is possibly to undergo bowel surgery and be left with a stoma. If this
facility is in any way in doubt, further questioning and discussion should take
place soon after admission so that planning for discharge from hospital can take
place at the very earliest opportunity, calling on whatever *back up’ facilities
may be required.

Other areas to explore include whether or not the patient has been in
hospital before and if so how he feels about it. He may have been very
nauseated following anaesthetic on his last admission or be concemed due to
the lack of pain relief. Reassurance can be given that medication is available o
prevent recurrence of these situations with a considerable reduction in anxiety.
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Fact sheet 2: Importance of previous
experience of hospitals

The fear of losing independence is often aggravated by the memory of a
previous hospital admission and a complete nursing history endeavours o
highlight these areas where problems may arise, this can be clearly demon-
strated anecdotally. A 46-year-old woman was admitted to the gynae-
cology ward, She had three children and had been admitted to the
gynaecology ward for a Manchester Repair as she had stress incontinence.

Dafinition

Manchester Repair — anterior colporrhaphy, amputation of cervix and
posterior colpoperinearrhaphy.

She had also been treated by the Rheumatclogy Depantment for
rtheumatoid arthritis, a condition which was well controlled at the time of
her present admission. When the nurse who was admitting her talked
about an earlier admission and asked about any problems or worries
which arose out of it, her patient described the humiliation she had felt
when she had been incontinent of urine. Further discussion revealed that
the pain she experienced from her arthritis was at its worst when she
woke in the moming. She had been placed some distance from the
lavatories and her pain and restricted movement, together with her
urgency of micturition, had made it impossible to reach them in time. The
first morning she had suffered a great deal of pain and embarrassment asg
she left a trail of urine from her bed to the lavatory, in an effort 1w remain
independent. Subsequently she had asked for a bedpan but this had
sometimes been refused by nurses who had been instructed 1o encourage
her to be mobile, Her solution to this was twofold. She asked her husband
1o bring in a supply of large size sanitary towels and rubber pants. On the
mornings that her pain was less severe she used one of the sanitary towels
and went to the lavatory. On the days when her pain was at its worst she
gave up the unequal struggle and wet the bed.

The nurse who talked to this patient when she was admitted to the
gynaecological ward discussed this problem with the senior ward staff and
two solutions were planned — instructions were given for her to be woken
as early as she was at home and given her analgesics; next, her bed was
placed near to the lavatories so that the distance she had to walk was very
short. She had no incontinence and the patient changed from the tense
anxious person who was admitted to a delightful *mum’ with a sens¢ of
humour which was appreciated by all around her.

Another very important area to explore with a patient at this point is his
impression and understanding of his present illness. The nurse who is taking
the history must understand that the extent of the patient’s awareness is
unimportant in itself. Some patients will be totally aware of their condition and
its implications, whereas others may know nothing at all about the disease that
has brought them into hospital. In other instances, patients may totally
misunderstand the nature of their illness. At this point establishing the exrent of
the patient’s knowledge is the main task and this information should be shared
with the other staff members. In this way each member of the team is aware of
the way that the patient should be approached, using appropriate
communications in the information they give. When the nurse has collected all
the information she requires, she can begin to discuss with the patient the plans
for his care. Involving the patients at this stage seems to establish cooperation
in the future. Asking about his expectations for this admission gives guidelines
for the care, and misconceptions can be dealt with at an early stage.

Finally the nurse should give the patient an opportunity to ask any questions
he wants to and be sure that he is clear about the relevant logistical items he
needs to know such as the ward layout, visiting times, meal times and the times
he is due to have any investigations or surgery if she is aware of them. She
should conelude by thanking the patient for talking to hee.



(a) Writing the care plan—
with the patient

The nurse is now ready to write the plan for the patient’s care. The key to a
successful outcome is to write the care plan from the perspective of the patient
and his family. The paticnt is the expert about how he feels and what his needs
are. However, the nurse has to produce a care plan that is accurate and realistic
within the confines of the system in which she works. She should encourage the
patient to take responsibility for his own problems, in so far as he is able, and
the care plan should aim to support his recovery as an independent member of
society.

She should begin by identifying the patient’s problems and needs. Such
general categories to be explored include the problems of pathology, his signs
and symptoms; any emotional and spiritual difficulties which might affect his
care; and social problems relating to the patient and his family, such as housing,
finance, and work. Although the fundamental reason for his admission to
hospital is his medical diagnosis, and hence his medical treatment which the
nurse must always know and understand, the medical diagnosis is in itself rarely
a nursing problem,

Mursing problems can in the main be divided into two types, usual and
unusual.

1 Usual problems

These can be described as a predictable difficulty or concern experienced by
many patients with the same diagnosis. These may range from post-operative
pain, or fear of death prior to undergoing open heart surgery, 1o unconscious-
ness or respiratory problems following a stroke.

2 Unusual problems

These are specific to that patient at that point in time. [t may be anxiety about
the future if he has just been made redundant or there may be additional
physiological problems. For example, the patient who has come in for the
repair of an inguinal hernia may also have diabetes mellitus, or the patient for
cholecystectomy may have epilepsy. Less dramatically, the elderly gentleman
admitted for prostatectomy might be deal. Planning communication is certain-
ly made easier if this fact is taken into account, particularly if the deafness is
maore profound in one ear than it is in the other,

Before the care can be planned, a brief statement of the case of a problem is re-
quired. Breathlessness due to myocardial infarction would not be treated in the
same way as breathlessness due to an acute exacerbation of chronic bronchitis,
for example. Similarly, pain following surgery may not be treated in the same
way as pain due to secondary carcinoma.

The medical diagnosis can be helpful to the nurse in anticipating and under-
standing her patient's problems. For example:

depression due to facial disfigurement from lacerations;
incontinence due to urinary tract infection;
incontinence due 1o UNCONSCIOUSNESS,

3 Potential problems

Much of the work that nurses actually do involves trying to prevent problems
from arising, and nursing skills involve recognising patients that are at a high
risk. This has resulted in the development of a eategory for potential problems
50 that the appropriate nursing care can be planned and documented. For
example:

skin breakdown due to immobility as a result of multiple sclerosis;
post-operative haemorrhage due to haemophillia:
skin breakdown due to age (78 years) and poor nutritional state.

Using this knowledge a selection of problems unigue to each patient can be
identified and aims or goals set 1o overcome or prevent further difficulty,

When carrying out this part of the planning, the nurse should have three
main thoughts in mind.

1. The aims she is setting should be measurable so that she can evaluate their
effectiveness.
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(b) Team work
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2. They should also be realistic. Aims which are totally out of reach of
patient and nurse alike have the effect of slowing down progress, not
accelerating it.

3. Also, aims should always have a target date at which their effectiveness
should be evaluated.

This does not mean to say that the care is only evaluated on the target date. It
will, of course be assessed all the time. The frequency of checking should be
indicated on the care plan. It can be any time from quarter hourly to once a
shift, to once a week or even longer, as may be the case in psychiatry for
example.

These points can be clarified by using examples:

Example 1
Problem Alm i Freguency Target
Gth April: Pain in back and 1. States that pain is absent 2 hourly Tih Apil
right log due to secondary or has decraased
CAINCHRRTIA 2. Patient quiat and retaxad
in bad

So in this case the patient should be questioned about his pain 2 hourly and
the effectiveness of the treatment assessed after 24 hours. If the pain is absent
or has decreased the nurse may decide that the treatment should be continued
and a new target date set, perhaps the following day. Howewver, if there has
been no improvement in the problem, she may feel that another form of
treatment is indicated, and will discuss this with the doctor.

Although emphasis has been put upon nursing problems and nursing care, even
greater emphasis should be placed on the team work involved in caring for the
patient. The role of the nurse is central to this teamn. She spends more time with
the patients than any of the other members — medical staff, physiotherapists,
occupational therapists, speech therapists — and should develop the role of
advocate representing the patient’s interests to them all. In the example of the
patient in pain. the nurse should report that the pain is not controlled and ask
for a change or increase in medication,

Categories which can be used when stating aims include statements by
patients such as ‘I have no pain’, or ‘I feel more confident about going home'.
An improvement in physical condition can also be used, for example,
temperature less than 38°C or unnary output at least 1.5 litres a day.
Alternatively, a descriptive phrase about the patient's behaviour can be used
such as "able to transfer safely from bed to wheelchair unaided’ or "able to walk
from bed to dayroom using Zimmer frame’, or “can walk up two flights of stairs
without getting breathless’.

The evaluation of care is done using the nursing progress notes. (The writer
feels strongly that evaluation should not take place on the care plans.) The
frequency of checking gives guidelines about what should be included and how
often. Examples of the use of care plans set out in this way follow. As can be
seen they are really very versatile.

Example 2: Mr Brian English

Mr Brian English is a 45-year-old executive in an insurance firm. He is married
with two children of 13 and 15 years old and lives 30 miles out of central London
where he works. At an important and rather stormy board meeting one day he
noticed he had some pain in his chest but it lasted for a short time only and he
soon forgot about it. The meeting ran late and he was hurrying to catch his train
when the pain returned, it was severe and he felt like a crushing band around
his chest and it was difficult for him to breathe. He doubled over and leant
against a wall. A passer-by asked him if he was all right and he straightened to
reassure her, The next thing he remembers is lying on the pavement, The
woman was telling him that someone had called an ambulance,

Mr English was brought into the accident and emergency department where
he had a chest X-ray, and an ECG confirmed the diagnosis of myocardial
infarction. An intravenous infusion was set up and he was transferred to the
coronary care unit for observation and monitoring of his heart beat. He was
worried about his wife who had been contacted by the nursing staff in the



Figure 6.2 Mr Brian English and famiy

emergency and accident department and was on her way to the hospital, He
also had some important papers in his brief case which would be needed at his

office the following day. The nursing care plan is shown in Table 6.1,

Tablp 8.7 Nursing care plan for Mr Brian English

Date Problem Alm Hursing care Frequency  Target date
18 1. Pain due o myocardial Pationt resting peacefully Gitvan 1/M Diamorphine Immediately
nfarction and says ha's pain free and monior prograss chieck 2 hisurty
18 2. Anxialy due 1o Reduce anxiety to aminimum 1. Explain purpose of
(a) Emergency admission by discussing and dealing with manitoring alecirodes
(b) Diagnosis probiems systematically 2. Otfer to discuss situation
{c) Ettect on tamily with patient and wite when
() Papers in briaf casa Shé arfives
3. Organise lelephone call 1o Tomaormow a.m.
his atice in moming o
et SOM@One Corme and get
papars
1.8 3. Possibility of candiac Reduce likelihood o minimem, 1. Maasure and record pulsa 28
arrythmia due io abnormal  observe and report 2. Measure and record B/P Wz hourty
electrical activity from abnomalities as soonasthey 3. Observe ECG recording Y hourty
damaged lissus arise — racord sirip 1 hourly
4, Funther damage Keep patient rested and quist 4. Sit upright in bad c
5. Give oxygen using M.C.
mask (high %) miakilakn
6. Ensurg requinemants ane
within reach
18 Posaibility of collapse due to Reduce demands on heart, 1, Patient should ba kept
circulatory fadure B prepared 1o act quickly reesting in bed and shoubkd
should this ocour undarstand reason ior his
Maintain a slow intravenous 2. Measure and chart any
Infusion fior drug administration uringe passed
I needed {routing 1est 151 spec)
3. Caraful observaton and
mairtgnance of Ly, rate

Example 3: Mr Mark Jacobson

Mr Mark Jacobson is a 72-year-old man who has been relatively fit throughout
his life, This morning, as always, he pot up to make a cup of tea for his
wife. She heard a crash and when she reached the kitchen she found him lyving
on the foor uncanscious. She ran to a neighbour’s fAat and they helped her to
get her husband into bed and telephoned for the Doctor, He said that they
should phone for an emergency ambulance which they did and Mr Jacobson
was taken to the Emergency and Accident Department of the local hospital.
There a stroke was diagnosed and Mr Jacobson was admitted to a medical
ward; his wife went with him.
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Figure 8.3 Mr Mark Jacobson and his wile

After he had been made comfortable in bed the nurse took Mrs Jacobson to
see him and then sat down with her to take a nursing admission history. She told
Mrs Jacobson that she could stay at the hospital if she wanted to but as her
husband's condition was relatively stable she decided to go home and tele-
phone some family and friends. Her son had already been informed of his
father’s illness and had arrived at the hospital to look after his mother, The
nurse made sure that Mrs Jacobson knew how to contact the hospital and that
the ward staff could reach her. She told her that she could visit at any time and
Mrs Jacobson said she would return to the hospital in a couple of hours.

The nurse then developed a care plan at the outset (Table 6.2).

Mr Jacobson had three grown-up children who were all married with families
of their own. They were a close family who rallied round immediately 1o
support their mother, They visited their father often and during the first 48
hours of his admission there was often a family member sitting with him talking
quietly. They felt that their father knew they were there.,

Table 6.2 Nursing care plan lor Mr Mark Jacobson

Date  MNeed or problem Aim Hursing care Frequency  Targetor review date
10,12 1. Possible respiratony 1. Dedp reguiar respirations 1. Position on side using 1 hourly Each shift
complicabons due 1o Guedels airway if
UNCONSCIOUS NSRS 2. Respiration rate required and rermowe
16—24./min pharyngoal secrations
3. Temperature less than by suction if necessary
S8 2. Tumn from side to side 2 hourly Each shift
4, Pink fingers, 1065 = and support atfected
MUGoUS Mambranes limipg, position with
pillows behind back and
between knees
10.12 2. Change in neurclogical 1. Stable neurcéogical status 1, Establish and record Once on
slatus loliowing stroke. within norrnal lirmits for s valuas for admission
patient neuralogical chsarvations
2. Mo new evidence of delicit 2. Measure and recond ¥z hourly Each shitt
neuralogical cbsarvations
{rexport changes 1o senior
nursa)
3. Talk to patlent every lime  Always
yOu approach him o carry
oud his cara. Explain aach
funclion
1012 3. Poor nuirition and fuid 1. Urina outputnot less than 1. Pass nasogasiric ube and 2 hourly .12
INake a5 UNCONSCous 1.2 lires/day give leds following turns,
250ml
2. Fluid intake not less than 2. Mainain an accurate fluid  Daidy 1712
1.5 litresfday intake and culput chant
3. Waight loss not mone than 3. Wieigh twice a waok TuesandFri  17.12
1.5 kg/week
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Table 6.2 Nursing care plan for Mr Mark Jacobson — contd,

Date  Mead or problem

Alma

Mursing care

Frequency  Targetor review date

10.12 4. Unable to control bladder
and bowels as
UNCONSCIoUS

10.12 5. Unable to perform normal
needs of hygiene

1212 6. Respiratory complications
dua to immobility and
swallowing difficulty

1. Keep chean and dry at
all times

2. Avoid constipation

3. Avoid skin redness and
braakdown

4. Be awara that ratention of
wring is a complication of
this condilion

1. Keap chean and wall
groomed

2. Pravant problems
associabed wilh
UNCONSCIoUsNEss nolt
already deall with

1. Respiratory rate betwean
16 and 24/min

2. Temperalure less than
3

1. Apply condom drainage
Systam
2. Check and char urina

output
3. Repon reduction in urine

output

4. Check for skin redness.
and report if prasant

5. Chart every bowel action
and repon B no action for 3
diys or irequant loose
stools, Use barrer cream
T probection of skin

1. Ghwe bed bath

2. Clean mouth using . . .

3. Give aye care and ensura
ayas closed espacially
prior ta turning

4. Keep hair tidy when turning

5. Shave

1. Change pasition

2. Encourage coughing
Work with
physiotherapist

3. Take and recond
temperature

2 hourly
2 hawrly
2 hourly
2 haurly

Daily
4 haurly
4 hourly

2 hourly
Daity
2 hourly

4 x daily

Each shift

1612

Dwring the first 48 hours there was little change in his overall condition which
remained stable. Then he began to be more responsive and it was clear that he
recognised family members. As yet he hadn't spoken but seemed to be trying

o

Tabie 6.3 Moagified care plan for Mr Jacobson

."l'hrc:lugl'bcl-ut the next three weeks, Mr Jacobson made good steady progress
and his care plan was modified accordingly (Table 6.3).

Date  Need or problem

Alms

Nursing care

Frequency

Target or review date

1212 7. Poor nutrition and fluid
intake dua lo swallowing
difficulty

1212 8. Some kss of conbrol with
bladder and bowels

1332 9. Difficulty with activities of
dally living:
hygiens;
ealing and drinking;
moving aboul;
communicaling

Alms as betore

Maintain contingnce.
Aodoid constipation

1. Can maximise functional
reserves and salely
participala in as many
aclivitios as possible

2. Can make neads known

Give additional drinks of
200ml

Halp 1o eal meals and claan

maouth afterwards

Find out lavourite foods and

ask lamily to baing in

Continug 1o keep flukd

balance chan

Waigh twico a weak

Take lo lavatory or give

urinal, encourage mobility.

Report i3 days with na bowsl

gction, Give exira fnueit and

vegetables in diet, and bran

1. Give bed bath cr aid with
bathing according to
patient’s wishes

2. Aid with ealing and
drinking indepandantly by
wsing non-slip mat undas
piate, cutting up food or
using a plate guard.
Place a drink within reach
of patient

3. Praise af indapencent
aclivity

4, Speak slowly and directhy
uging shor sentencas, give
hirm time to reply, Talk o
speach therapist and
reinforce har work

5, Help out of bed ino a chair

twice a day bor maals

2 hourly

Daity

Tuwes and Fri
2 hourly

Always
Absays

11-=-1300
hours

18.12

1812

18.12

20.12

20.12
20012

1812
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Table 5.3  Modified care plan for Mr Jecobson

AlmE

Mursing care

Frequancy

Target or review date

2012

10. Depression due o

1. Can exprass lears and

frustration with limitations anxietias to family and

and foar about the future
and changes in social
slabes

11. Mead tor dischangs
teaching

nursa
2. Has mealistic axpectations
af his cwn ability

1. Patient and tamily axpross
understanding of imitation
of lifestyle and of medical
Ireatmment

. Help to walk to day room
tor rmeals using Zimmer
frama

. Talk to patient and suggest
ways ha can handi his
ditficuties

2. Maka Suri he is claar about

the use of the equipment

e i 1sing, 8.0, walking

frame

3. Discuss progress and find
outhow ha would like 1o be
supported when

deschargad )

4, Involve famiy with care as
much as possible, 8.9,
moals, speaech tharapy,
bathing, walking

11. Encourage Tamily o
B mors invohaed with
palient care

2. Waork with
physiotherapist and
eocupational therapist to
achiave conlinuity of care

3. Encourage patient and
family 1o exprass fears
about discharge and help
them bo resohe them

4, Ensure Mrs Jacobson
understands medication

5. Liaise with district nursa
and organise visit at
homa following discharge

171800
hours

Often

Daity

Discharged 31.12.82,
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Example 4: Mrs Evelyn Jones

Mrs Evelyn Jones is 45 years old and has worked in a large department store
for 15 years since her youngest child was able to go to school. At first she
worked part time but for the last 10 years has worked full time and is now the
supervisor for her area. As a young woman Mrs Jones was troubled by varicose
veins which became worse during her two pregnancies. She had them injected
following the birth of her second child with some improvement at the time, but
over the last five years they had become much worse. They not only looked
tortuous and unsightly but caused Mrs Jones some pain and swelling by the end

of the day.

Figura 5.4 Mrs Evelyn Jones and family




Table 6.4  Nursing came pian for Mrs Evelyn Jones

Date

Need or problem

Alms

Hursing Care

1212 Noedslobe prepared lor

SUrgery

Opearation

Bilaterad stripping and
lgatian af varicose velns
Returmed to ward 16,40 hours
13.12.82

1. Understands surgery and
anadsthatc

2. Appreciales need for
plvysical preparation

3. Knows what 1o expact
past-operatively

1. Check patiant understands doctor's axplanation of operation and
supplermnent it il necessary

2. Give opponunity to axprass anxiety if she has any

3. Explain need for keg and publc shaves pror 1o canrying these out

4. Giva two glycarine suppositones as bowels nol open today

5, Explain that she should not eat or drink anything after breakiast
tomormow — swrgary 1500 hours.

6. Make sura doctor has prascribed pra-medication and post-oparative
analgesia

7. Explain inat she will axperence some discomiort posi-operatively and
that analgesics will be available and she should ask for them

8. Ask physiotherapist 1o visit Monday a.m. as patient smokes 20-30
cigarattes & day

Nursing care plan for Mrz Evelyn Jones (post-operativaly)

15.12

14.12  Meads to mobalise

Prapara for discharge

ks comiortable and pain
fred

1. Pravention of
complcations of surgery

2. Patient aware ol her parn
in this

Dete  Meed or problem Alm Hursing care Frequency  Target or review date
13.12  Possible complications 1. Prevention of same 1. Sit up and encourage 1o When awake 14,12
loflawing Surgery 2_Patient expresses that sha cough. Giva sputum pol

2. Enquire about 4 hourty 14.12
post-operative pain, give
analgesic if required

3, Encourage leg and foot 1 hourly 14.12
movement in conjunction
wilh physiatherapist

4, Exarning wound sites far 1 hourty 14.12
ooring, keep dry at all
limas

5. Make sure bandages 1 haurly 14.12
ramain intact

6. Allow to drink small Whan sihe 14,12
amounis. Watch for post  asks
anaesthalic nausea.
Inbommn senior nurse if this
COCUrs

7. Wash face and hands and  Belore 14.12
changa inlo own hushand
nightdrass, Brush hair wisils

8. Settle comfortably for night, At night 14.12
Explain need for b 1o Sit
up following anaesthatic

9, Observa throughout the 1 haurdy 14,12
night

1. Continue 10 #ncourage 2 howrly 18.12
deap breathing and
coughing

2. Change sputum pot and Daily 8am, 1812
xaming lor possibie
inhection

3. Discourage Trom smoking

4. Teach to apply own am,

bandages
5, Explain that sha should am.
not silin chiir Bt may sl
on bed with legs straight
and should walk about for
five minubes in avary hour
6, Sirip and spray wounds am. 16.12

1. Arranga dale for Mrs Jones
o comee 1o hospalal for
ramoval of sulures

2. Lialse with doctor for
anakgasic, Arranga
aut-pationt appointmant
for 6452

3. Amange for pationt’s family Discharged 16.12.82
o coma and collact har




She had been referred for hospital consultation some (wo years previously
and her name was put on the waiting list for surgery. On two previous
occasions she had received an admizsion letter but on both her admissions had
been deferred at the last minute due to the admission of an emergency. Finally
she arrived in the women's surgical ward on Sunday afternoon for surgery the
following day. After she had been shown to her bed and sorted out her
belongings with her family they went home leaving her feeling rather lonely
and unsure of herself but none the less glad to be having her surgery at long last.

A nurse came along to take a nursing admission history and following thisshe
developed a nursing care plan (Table 6.4) to cover the period up to Mrs Jones’s
surgery the following day. Additions to the care plan were made post-
operatively.

Activity

Jennifer Martin is 50 years old and is severely handicapped by multiple sclero-
sis, She is unable to move her legs and her left arm, and her right arm is ataxic.
She has a urinary catheter permanently in position as without it she has
retention of urine. This has led to repeated urinary tract infections which
although treated by her GF have developed into pyelonephritis and Mrs Martin
has come into hospital for investigations and treatment for this.

Although the diagnosis of multiple sclerosis was made when she was only 25,
Mrs Martin has struggled hard with her disability and deterioration had thank-
fully been slow. Her husband and two children had supported her and she
managed well at home, She had a number of household aids and was visited
regularly by the GP, District Murse and other social services. She really disliked
being away from her family in hospital and wanted to go home as soon as
possible.

This was her sixth hospital admission. On the previous occasion when she
had influenza which had developed into pneumonia she was in for 3%z weeks
and developed a pressure sore, so she felt very anxious about this admission.

Suggest a possible plan of care for Mrs Martin on this admission.
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Figure 6.5  Maslow's theory of the
hierarchy of needs

(a) Physiological needs

Fact sheet 3: Abraham Maslow’s theory of
the hierarchy of needs

Abraham Maslow developed a theory of the hierarchy of needs which is a
uscful way of approaching and assessing the patient’s needs and activities
of daily living. He describes five levels of need — sometimes expressed asa
pyramid in diagram (Figure 6.5).

These needs develop in turn from the basic level as the child grows up,
the physical needs remaining below the level of consciousness as long as
they are reasonably satisfied for the individual. Each higher need appears
only when these lower levels are met to the individual's satisfaction. In
conditions of deprivation, however, they emerge and dominate the
behaviour of the person. Dominant needs tend to become increasingly
dominant, absorbing more and more of the individual’s attention
(Vernon, 1969).

This need comprises all the needs for oxygen, food and water as well as the
salts and vitamins required for normal homeostasis in the body. Elimina-
tion would also be included in this group of needs together with the
maintenance of a comfortable environment and body temperature. It is
perhaps a paradox that these are the strongest needs — as the average
person will not give much thought to where his next molecules of oxygen,
salt or water are coming from. Maslow says that these needs must be
satisfied before the next ones can be met, When these needs are not met
for any period of time survival itself is threatened and satisfaction of
deprived needs takes precedence over all else,

The nurse must never underestimate the importance of these basic
needs. The breathless patient is fighting for his life and is only interested in
this. Although malnutrition is not seen frequently in the Western World
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(b) Need for personal safety
and a safe environment

the vagrant or the elderly may well be undernourished and more in-
terested in food than anything else when first admitted to hospital. The
nurse should also remember the basic nature of the need for food and
water when they are withdrawn as part of a patient’s treatment. An
adequate explanation of how that need will be met throughout the period
of starvation is of the greatest importance and can reduce anxiety enorm-
ously,

Many patients become pre-occupied with their bowels when they are ill
and when elimination is seen as a fundamental need this pre-occupation is
easily explained and the nurse's role in ensuring adequate elimination
assumes a new importance. This problem arises particularly with immao-
bile patients, and an example of how re-establishing an adequate pattern
of elimination can transform the quality of a patient’s life can be read in
Richard Lammerton’s article *Resurrected by an Enema’ (1976).

The human infant is also trained to eontrol elimination from an early age
and a great deal of importance is attached to this control. As well as this
the private nature of these bodily processes 15 emphasised. The use of
bedpans and commodes is frequently a source of embarrassment to a
patient. The task of assisting patients with these needs should always be
carried out with tact and the maximum amount of privacy which can be
afforded him. Failure to control bladder and bowels should always be
dealt with compassionately and with tact and diplomacy and the patient
should be given the opportunity to talk about his incontinence and how he
feels about it

Lastly in this category comes the need for sexual expression. Maslow
uses this term in its physiological sense associated with the species propaga-
tion. Sexual gratification as such is not usually high on a patient’s hierarchy
of need when he is seriously ill. However, the importance of sexuality
should not be underestimated, particularly when an individual is unable to
carry out sexual functions normally. There is increasing awareness of the
sexual problems of disabled people and organisations have been formed to
give support to people with disability.

There is a broader aspect which is often not given enough consideration
by professional personnel. Generally we are brought up to consider a
sexual relationship as an expression of love and affection between two
people who are attracted to one another. Feeling attractive is closely
associated with the image we have of ourselves and a change in that
self-image can sometimes cause severe problems regarding sexuality,
Probably the most obvious examples arise from mutilating surgery such as
the removal of the breast (mastectomy). Giving the woman opportunities
to express her feelings together with her partner is of the greatest impor-
tance, Other patients who experience difficulty are those with severe
burns, scarring and those with generalised skin lesions, The nurse needs to
be aware that these patients may consider themselves to be unattractive,
50 that her understanding and support can be offered.

Another group of patients who should be considered here are those who
have had amputations, particularly those in the younger age groups.
Lastly a problem with sexuality is usually experienced by those people
undergoing bowel surgery resulting in the formation of an ileostomy or
colostomy. This is an area in which much development has taken place
recently leading to support groups of fellow sufferers who have experience
in managing the problems which arise and who visit and support those for
whom these problems are new.

Finally it must be said that for many patients admission to hospital
means that their regular and satisfactory sexual relationship with their
spouse must cease for a period of time. Most patients manage to cope with
this situation but the nurse should be aware that it can be a stressful time
and may bring worries to the surface which have hitherto been repressed,
All this is not to suggest that the nurse should be a sex-counsellor but
simply that she should be aware of the problems which may arise in some
of these situations.

This need is felt when physiological needs are met to the individual's
satisfaction. The need for somewhere to live, sufficient money to buy
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(c) Needs for love, affection
and to belong

{d) Needs for esteem

(e) The need for
self-actualisation

requirements for physical security and possible saving for the future are
examples of this need and it varies from person to person and from one
social group to another, In addition, health and safety at work problems
are frequently under consideration and the prevention of unsafe practices
is heavily emphasised.,

Generally we do not give much attention to personal safety and security
except in times of emergency or periods of disorganisation of the social
structure such as in times of rioting or civil war. Matural disasters such as
floods or earthquake also affect our safety needs. However, many of the
precautions taken to maintain safety are dependent on a secure income so
during times of inflation and high unemployment these needs are more
apparent in the adult population, particularly the self-employed.

The nurse may feel that her personal safety is threatened by aggressive
behaviour from patients or abusive language from relatives.

Atan emotional level security is often established within the family unit
and therefore, removing a person from such a safe environment and
admitting him into hospital will give rise to feelings of insecurity,

When the physiological and safety needs are satisfied the next class of
needs in the hierarchy can be met. This need for love, affection and
belonging is not supported by scientific evidence, though it can be seen in
individual behaviour. It is hard to translate this into the terms of a patient
in hospital. However, a warm response from the nurse, full of interest and
encouragement, will certainly go a long way towards making a patient “feel
at home'. In order to help him settle and feel that he ‘belongs’ he must be
given sufficient information about the ward layout and general day to day
running such as meal times and visiting times 50 that the patient can begin
to cope with his change of surroundings.

These needs involve both self-esteem and the esteem a person receives
from others. Everyone in our saciety has a need for a stable, firmly based
high level of self-respect and respect from others. There are two com-
ponents of this need. The first involves personal competence with the
confidence which accompanies it, the second involves the need for ack-
nowledgement and recognition from others. When these needs are met
the person feels self-confident and valuable in the family and in society.
When they are frustrated the person feels insecure and inferior, doubting
his own worth.

When an individual is admitted to hospital he is removed from home
and work, the two areas which provide much of the basis of his feeling
competent, confident and valued. It is necessary then that the nurse
appreciates the worth of every patient within her care and that all her
patienis have a sense of their own importance and individuality,

According to Maslow's theory this need is activated when all the foregoing
needs are achieved. He has deseribed this state as the individual doing
what he is born to do. The need makes itself felt in the form of restlessness
and a feeling that something is lacking, even though the person is a secure
and respected member of society. A self-actualising person has a core of
characteristics. Such a person is more spontaneous than other people, has
a greater acceptance of himself and others and greater perception.

This enables him to see more effectively what is actually there, rather
than what it is feared may be there, and this enables acceptance and
spontaneity.

World War IT had a considerable effect on Abraham Maslow. It led him
to consider why it is that psychology is unable to contribute anything
towards world peace or to the eradication of the problems of world
hunger. More about his work can be found in some of his better known
books: Motivation and Personality (1954 and 1970), Religious Values and
Real Experiences (1964 and 1970), The Further Reaches of Human Nature
{completed in 1970 just before his death and published posthumously by
his wife Bertha in 1971).
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Chapter 7

Understanding nursing research
by Jill Macleod-Clark

114

“To speculate without facts is to attempt to enter a house of which
one has not the key, by wandering aimlessly round and round,
searching for the walls and now and then peering through the
windows. Facts are the key."

Julian Huxley Essays in Popular Science
Introduction

Oine of the most exciting changes which has oecurred in nursing in recent years
is the growing awareness of the importance of facts in nursing rather than a
reliance upon speculation or dogma. This awareness has brought with it a
growth in research activity and research knowledge, which should affect every
nurse and, potentially, every aspect of nursing practice.

There is a fundamental link between standards of care and the role of
research in the profession, Research is necessary in order to identify areas
where improvements are needed and in order to monitor and evaluate every
aspect of nursing practice. Mow this does not mean that all nurses will end up
being full time researchers but simply that all nurses must be ‘research-minded”
and understand the place of research in nursing. The Briges Report (1972)
pinpointed the need to foster research-mindedness during the nurse training
and the Royal College of Mursing (1982) has emphasised the need to help
nurses learn about research, defining ‘research mindedness’ as a ‘critical’,
questioning approach to one's work, the desire and ability to find out about the
latest research in that area and the ability to assess its value to the situation and
apply it as appropriate’ (RCN, 1982).

What is research?

Research is often seen as something very complex and mysterious, but, while it
may indeed be a complex activity, it is certainly not mysterious. Indeed, quite
the opposite is true, for the process of research invalves an attempt to increase
knowledge and discover new facts through systematic scieniific enguiry, and
any activity which is systematic cannot also be mysterious.

When research is carried out appropriately, the process can seem to be
laborious and time consuming. Many people may question the value of such a
process especially when guesswork, a hunch or commonsense may result in
similar findings to those of a lengthy research project. The problem with
commonsense ideas or hunches is that they are subjecrive — they are deter-
mined solely by the individual's opinion, attitudes or experience which may or
may not be accurate. Research on the other hand gives us the tools to develop
our knowledge base in a systematic and objective way. The objectivity of the
research process is crucial precisely because it eliminates the bias of indivi-
duals’ views and attitudes. Assuming that the research has been conducted
appropriately the findings carry much more weight.

Research in nursing will result in an increase in scientifically based know-
ledge, but such knowledge will not always be ‘new’. As has been said before,
one outcome of successful research will be evidence which supports existing
beliefs or practice. When this happens, people are often tempted to question
the point of doing the research in the first place if all it does is confirm what was
already ‘known'. However, there is a world of difference between thinking or
believing something and knowing something for certain, and it is this know-
ledge or ‘the facts' which are crucial to research and to nursing.



{a) Identification of a
researchable problem

(b) A critical analysis of the
literature

Some research projects, or course, will generate completely new L!'a::t% or data
and, in doing so, may refute or contradict previously held beliefs, intuitions or
dogma. Again such findings can prove difficult to accept because well-estab-
lished habits and behaviour may have 1o be changed, However, whatever the
results of a project, there is one almost inevitable outcome of research activity.
The systematic analysis of any problem will mean that further new questions are
raised, new insights gained and new ideas generated, and these in turn all
contribute to the development of new knowledge.

How is research done?

There are many different types and scales of research activity involving a
variety of research methods. However, the underlying principles of research
remain similar and the steps of the research process follow a logical sequence,
The main steps are:

-
{a) The identification of a researchable problem;
(b) a critical analysis of the existing literature in that area;
(c) designing the research project and developing the data collection instru-
ments;
(d) assessing the feasibility of the study;
(e) data colleetion;
(f) analysis and interpretation of data or findings;
(g) the preparation of a research report and dissemination of findings.

A detailed description of these steps can be found in many research textbooks,
some of which are listed at the end of the chapter, but each is discussed very
briefly below. It is important 1o remember, however, that these steps are not
completely separate entities. Each of them overlaps aud influences other stages
of the process,

This first step in the research process is, in many ways, the most crucial, It has
often been said that quality of a research project is determined by the quality of
the research question posed. It is certainly true that identifying a researchable
problem and defining and refining this into appropriate research questions
requires skill and experience. However, it is also a part of research which is
open to all nurses, not just those actually doing ‘research’. Many excellent
research questions or problem areas have been generated outside the confines
of a research project. Most nurses have asked themselves questions about their
work — why they are doing a certain procedure or why they are using a certain
technique or substance. For example, you might ask why pressure sores in one
ward are treated with egg-white and oxygen while in another they are left
alone. Or you might ask why the dressing trolley in one ward is cleaned with
surgical spirit, yet in another they use soap and water.

Now in these instances, the treatment of pressure sores and the cleaning of
trolleys are the identified researchable problems. From these areas many.
many research questions can be generated — for example “which is the best
substance for cleaning dressing trolleys?' or even more specific, *which is more
effective, surgical spirit or soap and water?" A research question must be
unambiguous and all terms must be clearly defined, For example the meaning
of the word gffeciive in this context must be carefully defined and described.

Once the researcher’s area of interest has been defined it is essential that the
relevant literature in that area is located and reviewed, This stage in the research
process is obviously time-consuming and demanding and it is essential that the
task is approached in a systematic way. Library facilities do vary considerably
from place to place but, in principle it should be possible to find one local
librarian (often in a postgraduate centre, polytechnic, university or school of
nursing) who will be able to help in the literature search, There is also a
network of national library resources which have a special interest in nursing
literature (see Macleod-Clark and Stoduiski, 1978).

Al the start of a literature search, the researcher may have several ideas
about the subject and the eventual research question often does not emerge
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(c) Designing the research
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project

until the literature has been reviewed. It may be that someone has already
carried out a similar project, or that the findings from other research in the area
lead the researcher to think about the problem in a new way. Certainly at the
end of a successful literature review the researcher should have an accurate
picture of the work which has been done and should be able to focus down on a
particular area. However, it is important to emphasise that reading and review-
ing the literature should not be an activity which is exclusive to researchers,
This is a part of the research process which can be shared by all nurses who have
a professional interest in their work. Good nursing practice should be based on
knowledge developed through other's research and every nurse should have a

curiosity about research and an ability to track down literature in their area of
inlerest.

As has been said before, the steps of the research process overlap and the
researcher will have been thinking about possible research designs right from
the start of the project. However, at this point a definite decision and plan will
have to be made about the format to be used for the systematic collection of
data. The type of design chosen will, of course, depend upon the research
question or problem to be examined and may be influenced by previous work in
the area.

At the broadest level, research can be described as either empirical or
non-empirical. In empirical research data are gathered from the ‘real’ work
while non-empirical research does not necessarily require the collection of
new data, but invelves taking a philosophical, historical or theoretical
approach to a problem. There are examples of such research in nursing,
?;:._:l;}ugh they tend to be in a minority (see Inman, 1975; Schrock, 1977, Whie,

Examples of empirical research are more common and there are many
different ways of classifying such research. Perhaps the simplest, though imper-
fect, classification, is the distinction between survey, experimental and des-
criptive research. A survey approach is usually chosen when information is
required about or from large numbers of people. This information is generally
collected by questionnaire or interview, The larger the sample and more
representative this is, then the more appropriate it becomes to extrapolate the
findings to the population as a whole. The findings from small scale surveys
should not be generalised, although if the study was replicated in a different area,
then similar findings may well emerge. Large scale studies although potentially
very valuable are very demanding in terms of resources and for this reason,
many in nursing research have been on a relatively small scale. Some larger
scale surveys have been carried out (Hockey, 1972) but readers should always
assess the size and representativeness of the sample used before generalising
the findings.

Experimental research designs are used when the researcher is trying to
measure the effect of a specific input (e.g. new treatment, drug, etc.). The
design is based on the principle of using groups of subjects {(experimental and
control groups) which are as similar as possible in all respects except that of the
input to be studied. So, for example, if the effect of a drug was being studied the
experimental group would be as similar as possible to the control group in
respect of age, sex, diagnosis and treatment, etc., except that the experimental
group would receive the drug and the control group would not. In a properly
designed experiment, any changes observed or measured in the experimental
group which did not ocour in the control group, could be attributed vo the effect
of the drug. Some experimental research has been carried out in nursing,
notably studies which have tried to measure the effect of specific nursing
interventions (Hayward, 1975; Wilson-Barnett, 1978; Boore, 1978).

Deseriptive research designs are those which, as the label implies, set out to
describe specific events, groups or individeals, There is a sense in which all
research involves some deseription but a few studies are mostly or wholly
descriptive, These can also vary in scale, though as events usually have to be
observed and catalogued, very large descriptive studies are more rare, Deserip-
tive research often takes the form of a case study where the researcher looks in
depth at a small number of subjects or a limited number of events. There are
many examples of descriptive research in nursing (see Hunt, 1974; Towell,
1975; Faulkner, 1980; Macleod-Clark, 1981). Such studies attempt to present
an objective description of different aspects of nursing which, in turn, can be
used as a basis for further research.



(d) Assessing the feasibility of
the proposed study

(e) Data collection

(f) Analysis and interpretation
of data or findings

The above discussion of research design is, obviously, highly simplified and
very superficial. For a fuller deseription of the area, readers are referred to the
suggested booklist at the end of the chapter,

This next stage in the research process is often underemphasised, but again can
make all the difference between success and failure.

Feasibility must be assessed in terms of the scale of the project, Can one
person cope with the work? [s there enough time? [s there enough money? It is
also essential to establish whether available resources in terms of literature,
expertise and commitment are adequate. Access to the appropriate area (e.g.
ward, hospital, school of nursing) where data will be collected must be negoti-
ated. Most importantly, the ethics of the proposed research must be assessed
(zee RCN, 1977) and every cffort has to be made to ensure that the project does
not involve unnecessary risks or inconvenience to patients or staff, that privacy
i5 not invaded and that respect for confidentiality and anonymity is upheld.
Wherever appropriate, ethical approval should be sought and obtained and the
informed consent of all those participating in the study must always be sought.

All research should be preceded by some exploratory work which gives
insight into the feasibility of the project and the reality of the problem. At this
stage preliminary plans in terms of the design of the study and the methods to
be used should be explored. Subsequently the actual methods chosen will be
tried out (pilotted) and any necessary changes made before the main data
collection takes place,

The method (or methods) chosen for the collection of data in a study will again
be determined by the research questions being asked. The main methods of
collecting data are by observation, questioning and measurement, and some or
all of these methods are often used in combination.

Observation is sometimes seen as a “soft” option in research. but nothing
could be further from the truth. One of the greatest difficulties is eliminating
subjectivity or bias from the observation process. Observers have to be trained
to observe as objectively and reliably as possible. When possible, two or more
observers can be used to check reliability, and, increasingly, the use of audio
and video equipment allow a permanent record of events to be observed which
can then be analysed retrospectively. The extent to which the observer is
integrated into the situation being studied can also vary. Some researchers
choose to be ‘participant observers’ and work as part of the team they are
observing (Towell, 1975). Others, more commonly, act as ‘non-participant
observers’, trying to take no part in the activities being studied (Lelean, 1973;
Hawthorn, 1974).

It 15 very common to find questionnaires being used as a data collection tool.
These. too vary in complexity and scale and can be administered during an
interview by the researchers, or filled out completely independently by the
subjects, then returned to the researcher. Some may even be sent by post
{Cartwright, 1964). Questionnaires also vary in terms of the extent to which
they are structured — some asking very tightly worded questions requiring
simple yes/no answers and others asking for open-ended unstructured and
fuller responses from the respondents.

Some research designs involve the use of measurement in data collection.
Such measurement can be in pencil and paper form as in, for example, the
assessment of anxiety (Wilson-Barnett, 1978), or in physiological form such as
the measurement of stress levels determined by 17-hydrooxycorticosteroids in
urine {Boore, 1978). However, whatever method of data collection is used., it
goes without saying that the most important criteria of success are accuracy and
objectivity, These are not easy criteria to meet and for a fuller discussion of the
complexities of data collection readers are again referred to the suggested
reading list at the end of the chapter,

Data which emerge from a study may be quantitative (i.e. they are quantifi-
able) or qualitative (i.e. they are descriptive and not necessarily amenable 1o
quantification). The main principle underlying all data analysis is that it should
be organised and systematic and should obviously relate to the questions
asked. Mot all data analysis involves ‘'number crunching’ and not all data which
are amenable to quantification require statistical analysis. On the contrary,
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(g) Research reports and
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dissemination of findings

there are many examples where statistical analysis would be quite inappropri-
ate, especially where sample sizes are small and/or unrepresentative.

Research findings are always valuable, even if they are negative — that is,
even if they do not demonstrate a hoped for relationship. What is most
important is to ensure that any interpretation of the data is valid and that findings
from small studies are not used to extrapolate to the world at large. All research
reports should be scrutinised carefully in order to gain a clear picture of the size
of the sample and the way that the data were collected before making any
generalisations.

It is the researcher's responsibility to produce a report of any research under-
taken and to make efforts to ensure that findings are disseminated. It is, on the
other hand, every nurse’s responsibility to make efforts to read such reports
and seek out relevant findings. While some researchers do fail in their responsi-
bility to disseminate findings, it is also true that many nurses do not regularly
keep up to date with nursing journals and literature. Even if they never get
involved with undertaking a research project every nurse should be involved in
the first and last steps in the research process. From the first day as a student
nurse, until retirement day, nurses have a professional responsibility to think
critically and construetively about all aspects of nursing and to keep up to date
with new knowledge generated through research findings.

How has research influenced nursing to
date?

There has been a large quantity and variety of research underiaken into nursing
in the UK over the past two decades. These studies have investigated many
aspects of nursing practice and procedures as well as examining areas of
rélevance to nursing management and education (see Macleod-Clark and
Hockey, 1979; Wilson-Barnett, 1983). Perhaps the greatest overall impact of
these studies has been in terms of the growing interest and awareness of
research in nursing and the way in which they have sparked off new questions
and further research. The research would seem to have had less impact in
relation to obvious changes in the practice. This may, in part, be understandable
in view of the small scale of many such studies. What was required in these
cases was replication in order to strengthen or refute the early findings but very
few replication studies have been undertaken.

However, there are areas of research where the evidence is compelling
encugh and sufficient work has been undertaken to merit some changes of
practice and yet change has still been very slow to take place. Examples of this
would be studies relating to temperature taking (e.g. Nichols and Kucha, 1972)
or pressure area care (Morton er af., 1975), The reasons for this slow response
are not entirely clear. There certainly seems to have been a recent acceleration
in interest in research findings with many more hospitals and units anxious o
participate and consider changes in practice. However, this is by no means
universal and it is still common to hear research findings being rejected out of
hand or disputed without adequate basis.

The reluctance 1o accept the place of research findings in nursing can perhaps
best be understeod in terms of the confusion and threat that change can cause.
For decades nursing has been a hierarchical and discipline based job, where
instructions were taken from doctors and dogmatic practices handed down
without question. Now nursing is changing. Nurses make decisions about
nursing management, education and nursing care and in order to make
:l_‘lfg_rmed decisions, nurses are becoming more aware that they need research

indings.

Thus the influence of research on nursing is growing much greater but this
does not mean that researchers can rest on their laurels. Their avdiences will
become more critical and demanding, their research must become even more
rigorous and their evidence even more convincing. In essence the whole of
nursing practice, education and management is open to critical analysis. Many
aspects of nursing care have long been taken for granted and would benefit
from elose scrutiny. Examples of such areas of nursing include well practised
dressing technigues and sterile procedures. Questions which could usefully be



asked include: How effective or necessary are they? How sterile are they? We
do not yet know how best to treat pressure sores, although a large study on this
topic is much needed. The implementation of the ‘nursing process’ and the
changes this brings with it are areas which should be examined. How do such
changes affect patient well being, levels of staff stress, doctor=nurse refation-
ships, etc? The list of potential research problems or areas is endless and every
nurse has an important role to play in continually raising such questions.

However, it is important to remember that the world will not change over
night. At the moment we are making a start but implementing new practices
and changing long-standing habits inevitably causes pain and upheaval. We, as
a profession, must tread softly, but not too softly and nursing students have a
specially important role to play. The impetus for research must be continually
fuelled by putting research-mindedness into practice. This means asking ques-
tions, trying to find the answers and refusing to be satisfied when there are no
answers. This is the basis of research,

Conclusion

The idea that research-mindedness is a vital ingredient for the nursing profes-
sion is not a new one. Over 20 years ago, Professor Brotherston ably summed
up the need for nurses to develop an enquiring approach to their work:

“Whereas the ability and opportunity to carry out research must be limited
to a minority in any profession, an urgent and understanding sense of the
need for research should be a part of the mental equipment of every
member of any profession worthy of the name. Such an attitude of mind is
easy enough to command, not so easy to cultivate. Research-mindedness
is the opposite of prejudice, of stereotyped thinking and rule-of-thumb
action; and all of us are more or less creatures of prejudice, with a
preference for imitating the traditional customs of the groups in which we
live and work. Mow traditional customs are comfortable and necessary
things in certain circumstances, but they can be dangerous limitations to
the search for knowledge and the improvement of methods of applying
existing knowledge.’

(Brotherston, 1960)

This chapter began with the assertion that there have been many changes in
nursing in recent years, Such changes should not make us feel complacent. As
nurses become more research-minded, then nursing will change even more.
Some of the changes produced by research will be painful, some will be difficult
but in the final analysis research will change nursing for the better. As profes-
sionals, nurses have no choice but to contribute to such changes, because in the
long run they will inevitably result in improved patient care,
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reassessment of, §1
Analgesics, B0-84
action of, 81
classifiration of, 81
cumulation of, 83
dependence on, 83
duration of action of, 83
mild, 81
mioderate, 81
potency of, 83
severe, 81
wlerance of, B3
toxicity of, B3
Anatomy, 36
Anger, 63
Antagonists, 84
Antenatal care, 29
Antibiotics, 48, 56. 77
Antibodies, 532, 59, 60
Antigen, 52
Anti-toxins, 52-53
Anxiety, 56, 57, 59, 75, 94, 99100
acute, 57
on admission 0 hospital, 100
free-floating, 57
Apnoea, 65
Assessment, 14, 19
of nurse, 11
in practice, 11
Adhlete’s foot, 50
Aulo-immune response., 56
Aulonomie nervous system, 57, 95

BMR, see Basal metabolic rate
Bacteraemia, 53

Bacteria, 51

pathogenic, 51

Balance, 36

impaired, 46
sense of, 41

Basal metabolic rate (BMR), 39
Bercaved relatives, 64=66
Bercavement, 56

Bile, 40

Bladder, 94

Blink reflex, &0

Blood

circulation of, 59
plucose level in, 38
axygen content of, 93
stagnation of, 45

Blood pressure, 59

arterial, 93

Body defences, 57

coping strategies, 57

personality defence mechanisms, 58, 59
physialogical response, 59

specific, 59-60

Body image, 2, 31
Body temperature

control of, 97

drop in, 97

maintenance of, 97
nagmal, 97

normal Aluctuation in, 97
regulation of, 40

Brain damage, 26, 54
Breathing, 39, 93

see also Respiration

British Red Cross Society, 3, 34
Bronchial asthma, 47
Burns, 25, 59

Cancer, 55

Carbon dioxide, 39, 40, 93
Carcinoma, 55

Care, &

adjuvant, 80

evaluation of, 30, 80, 100, 101-109
plan of, &, 33, 80, 958-112
standards of, 13-14, 119

Catabolism, 3%
Cells, 37

abnormal, 55
activities of, 38
malignant, 68

Central nervous system, 39, 41, 42, 72-T4
Central control trigger theory, 71
Cerebral palsy, 27

Cerebral vascular accident, 46

see also Stroke

Cerebrum cortex of, 42
Chaplain, 30, 65,79
Chemotherapy, 78
Child

affect of mother on unborn. 1
growth and development of, 2

Chiropaodist, 33
Cholesterol, 94
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Chromosomes. 42
abnormalities of, 27
sex, 42

Cilia. 60

Circulatory system, 38

Clean Air Act 1956, 1961 and 1974, 29

Cleanliness. 47, 40-51
personal. 49, 9%
fee alic Hvpiene

Clinical psvchologist, 33

Codes of practice. 11

Colon, 85

Colostomy . 111

Cosenesan, 31, 60

Commamaanaa, M4 7. 30, 33, 62, 78, 96

harmers o, 5=t
effrmenne of 101-102
madel of. 3
Boo-verbal, 3T, 101
b touch. £, 7
Community Nursing Service. 33
Community psvchiatric nurse, 31
Confidence. 13. 18
under privilege. 18
Conflict. 13
Congenital abnormalities, 25, 54
Conscientious objection, 20
Consent
parental. 16
to treatment. 15
treatment without, 15
in writing, 15
Constipation, 45
Contract, 19
breach of. 19
emplover's rights in, 19
for nursing student, 19
Cornea. 68
Coronary heart discase, 97
Coroner, 67-68
Cortisol, 59
Cortisone, 56
Cremation, 67
Cultural customs, 95, 96, 98
Curriculum, =11, 19
Cys1, 55

Data Protection Act 1984, 21
Deafness, 103
Death. 62
body care afier. 66
cause of. 68
certification of, 66-67
comfortable and peaceful, 90
registration of, 66-67
signs of, 65
Death grant. 66
Diefaecation, 95
washing hands alter, 49
Degeneration, 55
Demal, 59
Drepression, 56
Diabetes mellitus, 55, 94
Diagnosis, 56-57
Driaphragm, 39
Diiet. 31
balanced. 40, 94
Muslim. 99
special, 31
Dictetics, 40
Dietician, 31-32, 33
Diffusion. 38
Dhigestion, 40
Digestive juices, 40
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Diphtheria, 52
Dusability and handicap, 25
causes of, 24
Disabled. needs of, 24, 44
Discase, 92
as a cause of mental handicap, 26
causes of, 54-56
common symptoms of, 75
congenital. 56
genctic, 56
incidence of, 28
malignant, 55, 78
outbreaks of, 35
preveniion of, 36
spread of, 35
Disinfectant, 50
District nurse, 30
Doctor, 31
Documentation, 101
Down's syndrome, 27
Dreams. 98
Drugs, 21, 29
controlled, 22
cytotoxie, 76
effect of, 82
immuno-suppressive, 68
opiate, B3
opioid, 83
shori-acting, 82
Duodenum, 440
Dwarfism, 55
Dying. 62-64, 78, 79, 98
care of, 62
needs of, 62

E. coli, 60
Ears, wax in, &
Electrolyies, 94
Elimination, 41, 94-95
Employment Protection Act 1975, 21
Encephalins, 72
Encephalitis, 26
Endocrine system, 38
Endorphins, 72
Enterotoxin, 48
Environmental health officers, 29, 47
Enzvmes. 40

deficiency of, 55

digestive, 40

overproduction of, 55

in tissue fAuid, 37

see also individual enzyimes
Equilibrium, 38

dynamic, 37
Examinations, 14, 19, 58
Exercise. in bed, 45, 97
Explanation, 34,7, 15
Eyes, 60

Faeces, 41

Fainting, 59

Family, 64, 6668

Family planning services, 30

Fear, 57. 76

Ferilisation, 42

Fire, 46

Flooding, 47

Flora, normal. 60

Fluid. 37
amount eliminated, 38
amount in body, 38
balance of, 38
cellular, 37, 94
extracellular, 94

lack of, 94
tissue, 37
Food, 40, 41
contamination of, 50, 51
need for, 40, 94
Food and Dirugs Act 1968-1973, 29
Food peisoning, 47, 57, 59
causes of, 47
Funeral directors, 67
Fungi, 50, 51

Gall bladder, 40
Gastrointestinal tract, 95
Gate theory, 71
General practitioner, 33
Genes, 42, 54
Gigantism, 55
Glioma, 55
Glucagon, 40
Gonorrthoea, 60
Grief, 2, 62-66
Girievance procedure, 19-20
Groups, 45
comrol, 116
experimental, 116

Haemaophilia, 54

Health, 91-92
attitudes to, 28
definition of, 24=91
education, 20, 34
environmental, 29
and the human body, 36
human needs for, 24
legislation and, 29
measurement of, 28
occupational, 28, 29
aptimum level of, 91
of a population, 28
promotion of, 24
screcning in, 30
teaching about, 30, 31, 34

Health and Safety at Work Act 1974, 20,

29, 55

Health care team, 30-33
Health centres, 30
Health clinic, 30, 33
Health education, 29, 34
Health provision, 28
Health visitor, 29, 30, 31
Heat

loss of, 41

produced, 41, 97
Herring Brever reflex, 93
Home nursing services, 30
Home-help, 34
Homeostasis, 38, 91
Hormones, 38, 59

balance of, 55

deficiency of, 35

overproduction of, 35

in tissue Auid, 37

see also individual hormones
Hespice movement, 62
Hospital

admission to, 98-100

planning for discharge from, 101
Host, 48
Hydrocephalus, 26
Hygiene

lack of, 47

Muslim, 99

personal , 49, 60, 97

see alrso Cleanliness



Hypertension, 97
Hyperthyroidism, 55
Hypothalamus, 97

Iatrogenic illness, 56
Heostomy, 111
Hliness, 44-59, 91, 92
Imagery, 82
Immobility, 45
Immunisation, 53, 54
Immunity, 53

acquired, 53

active, 53

classification of, 53

passive, 53
Incident, 17
Incontinence, 46

siress, 102

urinary, 102
Independence, 46
Infection, 51

barrier 1o, 59

carrier of, 48

incubation of, 52

prevention of cross infection, 48-51

resistance to, 52

response to, 52

antibody, 52
cellular, 52

spread of, 49=51

sub-chnical, 52

symptoms of, 52
Infestation, 54
Inflammation, 52, 54, 56
Infleenza, 52
Information, 2. 4, 7, 101

collection of, 90-92

confidential, 18

privileged, 18
Injections, 22
Insccurity, 1, 7, 101
Insulin, 37, 38, 40, 535
Integriy, 13
Internaticnal Council of Murses, 13, 24
Intestinal tract, 37
Introjection, 38
Islets of Langerhans, 40

Kidneys, 38, 41, 54, 94

Laundry service, 34
Law, 14
relating to death, 66
relating to nursing, 14-23
Learning, 5-9
Leucocyles, 52
Libel, 18
Listening. 3, 62, 75, 77, 101-102
Liver, 40), 55, 59
Lungs, 60
Lymph vessels, 40
Lymphatic circulation, 55
Lysozyme, 60

MINDy, see National Association of
Mental Health

Manchester repair, 102

Maslow, Abraham, 110
theory of hierarchy of needs, 110-112

Mastectomy, 111

Meals on wheels service, 34

Medical Certificate of Cause of Death, 66,

67

Medical officer, 65

Medicines, 21
accuracy in giving, 22
care of, 22
piving of, 22
legislation regarding, 21
ordering of, 21
preseription of, 21
storage of, 21-22
Medicines (General Sales List) Order
1977, 21
Medicines (Prescription Only) Order
1977, 21
Medulla oblongata, 93
Meningitis, 26
Mental impairment, 16
Mental disorders, 16, 54, 56
Mental handicap, 25
causes of, 26
mild, 26
moderate, 27
provision of care for, 27
severe, 26
social factors related to, 26
Mental Health Act 1983, 16
Mental illness, 16
Mental impairment, 16
Mentally handicapped children, 26
special schools for, 26
Mentally handicapped, needs of, 26-27
Metabolism, 39
disease of, 55
errors of, 26
increased rate of, 39, 55
protein, 41, 94
Micro-organisms, 51-52, 59
pathogenic, see Pathogens
Micturition
urgency of, 102
washing hands after, 49
Midwife, 29, 31
Misuse of Drugs Act 1971, 21
Mongolism, see Down's syndrome
Movement, 41
coordination and control of, 4142
independent, 97
lack of, 4546
Mucous membranes, 60
Mucus, &0
Multiple sclerosis, 110
Muscles
contraction of, 45
coordination of, 41
relaxation of, 58
skeletal, 41
voluntary, 41
Myocardial infarction, 45, 104

Mational Association of Mental Health
(MIND), 30
Mational Boards for nursing, 14
Mational Health Service, 29, 32
Mational Health Service Act 1948, 20
Meoplasm, 35
Merves, sensory, 41-42
Mervous system, 38, 39, 41
Meurones
motor, 72
sensory, 72
Moradrenaline, 57
Moron Scale, 12
Murse
legal position of, 14=15
qualified, 11
registration, 14

responsibility of, 12, 13
ethical, 12, 117
as health teacher, 34-35, %4
legal, 14, 15
moral, 12
for patient’s property, 1617
professional, 3, 6, 11-12
role of, 6, 8=9, 11, 34-35, 91-92
wark of, 13, 91
Murses, Midwives and Health Visitors Act
1979, 14
Mursing
core of, 6=7
curriculum, &, 19
definition of, 1
education in, 8-11
see alyo Traiming, rules of
human needs, model of, 93
models of, 3-10, 93
as a profession, 11=14, 15
teacher of, 9, 20
Nursing auxiliary, 30
MNursing history, 100-104
Mursing homes, 30
private, registration of, 30
Mursing practice, 8, 10
MNursing process, 10, 91, 100-112
Mursing student
needs of, 8-9
role of, 5-6, 34
Mutrienis, 37
absarption of, 40
in tissue fuid, 37
Mutrition, 40-41
Mutritional disorders, 55, 94

Obesity, 97,
Observation, 8, 27, 42, 64, 65, 80, 91, 117
base line, 8
in research, 117
visits of, 8
Cecupational health service, 29
Occupational therapist, 31
Oncology, 55
Organ, 37
Osmosis, 38
Ovum, 42
Oxidation, 37, 38
of glucose, 37
Oxygen, 319
need for, 93
shortage of, 59
in tissue fluid. 27

Pain, 42, T0-59
acute, 76
acule coronary. 74
assessment of, 75
atritudes 1o, 84
causes of, 75
chronic, 7677
definition of, 70
elemems of, 75
expression of, 75
intractable, 63
perceprion of, 74
recording of, 85-88
referred, 74
relief of, 80-84
response 1o, 75-76
sensation of, T2=75
in terminal illness, 77
threshold of, 76
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1vpes of, 42
uncontrolled. 79
Pain mechanisms, theories of, 70
Pain observation char. 8589
Pain receptors, 74
Pain therapy. 70
Pancreas. 38, 55
Parasites, 54
Pathogens, 47. 51, 52, 54, 57, 60
bacterial, 48, 53
reservoir of. 51
Pathology, 36
Patient

azsessment and management of, 30-32

needs of, 36, 103

problems of, 103

property of, 16-17

rights of, 15

role of, 100

will and testament of, 17
Pattern theory, 71 .
Pernistalsis, 40
Personality, 1-2

defence mechanisms. 58
Perspiration, 94-95
Phagocytes, 60
Phagocytosis, 52
Pharmacist. 47
Pharmacy, 21
Phenvialanine, 27
Phenvlketonuria, 27. 55
Phvsical disability, 25
Phvsicist, 47
Physiology, 36
Physiopathology, 36
Physiotherapist, 30
Pituitary gland, 55
Flay, 97-98
Poisons, 47

chemical, 55

vegetable, 47, 55
Population census, 28
Post-mortem, 67-68
Pressure sores

prevention of, 4546

in elderly patients, 12

treatment of, 115, 119
Primary health care, 30
Professional ethics, 12, 40
Professional misconduet, 12, 40, 50
Prognosis, 56-57
Projection, 59
Prosthesis. 2
Protoplasm, 37
Psychiawnic nurse, 31, 56
Psvchiatrises. 56
Psvchosomatic illness, 56, 57
Pulse, in the dying. 65

Radiation, 47
Radicactive materials, 47
Radiotherapist. 47
Radiotherapy, 77
Radium, 47
Rationalisarion. 58
Reality orientation programme, 58
Receptionisi, 33
Recreational activities, 98
Rectum, 95

Reflex action, 41, 42
Registrar, 66, 67
Registrar General. 28
Regression, 3, 58
Relationships, 1, 34
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human, 2-6
mother and child, 2
nurse—employer, 19
nurse-patient. 7, 15
Relaxation. 82, 96, 97
Religion, 65
differences in. 65
Jewish, 65
minister of, 65
Muslim, 65-66. 99
Roman Catholic, 65
Romany. 65
Renal system, 04
Report of the Committee on Mursing
1972, 6, 114
Repression, 58, 114
Reproduction, 42
bisexual, 42
by cell division. 42
Reproductive cyele, 42
Research, 7, 10, 12, 45, 49, T0-72, 98,
114-119
collection of data in, 115, 117
descriptive, 116
empincal. 116
ethics of. 117
experimental, 116
feasibility of, 117
influence on nursing of, 116, 118
non-empirical, 116
reports of, 115, 118
survey, 116
Respiration, 9495
in the dying, 62
rate and depth of, 93
see alse Breathing
Respiratory system, 93
Rest. 45
Rheumatoid arthritis, 56, 102
Right 1o practise, 14
Rites of passage. 100
Roles, 5-6, 34, 100
and behaviour, 6
Roval College of Nursing, 13, 114
Royal Society for the Prevention of
Accidents, 55
Rubella, 26

Safery, 20, 29, 46, 47, 95-26, 111
physiological, 95
psychological, 95
social, 96

Salmonella. 48

Sanitation. 28

Sarcoma, 55

School nurse, 30

Sebaceous glands, 39

Sebum, 39

Secretions, 59
vaginal, &0

Sensation, 42

Sense organs, 41-42

Sensory nerve endings, 42

Septicacmia, 53

Service, 6

Sexuvality, 96

Shelter, 28

Shock, 59
due to pain, 59
prolonged, 39

Side-effects, 56

Sight, partial loss of, 46

Signs, 36

Skin, 41, 60

breakdown of, 103
care of, 97
changes in the dying, 65
Slander, 18
Sleep, 45, 98
deep, 98
desynchronised, 98
synchromsed, 98
Smoking, 34, 60
during pregnancy, 4. 31
Social class, 28
Social worker, 30=31, 34
Spastics, 27
Specificity theory, 71
Spermatozoon, 42
5t John Ambulance Brigade, 30
Staphylococci, 48
Sterilisation, 50
Stress, &, 13, 56, 57, 84, 94
Stroke, 46, 105
Sublimation, 59
Sunburn, 55
Sweat, 41
insensible, 41
Symptoms, 36
relief of, 44
Syphilis, 60
System, 36, 37

Tears. 60
Teratoma, 55
Terminal care, 6369
Thyroid gland, 35, 36
failure of development of, 26
Thyroxine, 27, 55
Tissue, 37
blood supply to, 45
connective, 55
epithelial, 55
Iymphoid, 60
Rervous, 55
rejection of, 68
skeletal, 55
transplantation of, 68
typing of, 68
Tonsils, &0
Toxaemia, 53
Toxins, 48, 52
attcnuated, 53
Toxoid, 53
diphtheria, 53
tetanus, 53

Trade Union and Labour Relations Act

1974, 21
Training
plan of, 8-11
professional, 19
regulations for, 19
Tules of, 14
syllabus of, &
see also Curriculum
Transplantation, 68
organs for, 68
Trauma, 55, 59
Tumours, 5%
benign, 55

Ulcer, 45

United Kingdom Central Council, &, 11,

14
Urine, 41, 94
pH reaction of, &0
retention of, 110
volume and concentration of, 94



Vaccine, 53

triple, 53

whooping cough, 53
Varicose veins, 110
Ventilation, 35, 49
Viraemia, 33
Viruses, 53=-54
Veluntary agencies, 30

Walking, 45
Water
elimination of, 94
lass from skin, 40
need for, 94
Water supply, pure 28
Whooping cough, 53
Will, 17
Work, 97-98
World Health Organization, 24, 28, 30

Zygote, 42
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