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New digital 
resources in 
concept-based 
nursing!

NEW! Skills Hub App
Helps students master essential nursing skills 
on their favorite mobile device 

Offered in partnership with Skyscape, the Skills Hub 
app meets today’s students where they are―on their 
smartphones and tablets―by providing procedural 
steps, skills videos, assessment, and progress 
tracking in one mobile application. 

Learn more at pearson.com/skills-hub-app

RealEHRPrep with iCare
Develop competency with documentation 
through an authentic EHR experience
Developed as a partnership between iCare and 
Pearson Education, RealEHRPrep with iCare is an 
authentic, evidence-based EHR learning system 
created by healthcare information technology and 
learning experts. Using RealEHRPrep with iCare, 
nursing students can improve their competency with 
documentation in preparation for clinical practice.

Learn more at pearson.com/realehrprep
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Nursing: A Concept-Based Approach to Learning is the number 
one choice for nursing schools employing a concept-based 
curriculum. The only true concept-based learning solution 
developed from the ground up, this three-volume learning 
suite equips you to deliver an effective concept-based pro-
gram and to develop practice-ready nurses. Available as a 
digital or a print experience, this solution meets the needs of 
today’s nursing student.

What Makes Pearson’s Solution 
Different?
Nurses perform skills that apply knowledge, psychomotor 
dexterity, and critical thinking necessary for effective clinical 
practice. Pearson’s Nursing: A Concept-Based Approach to 
Learning, Third Edition, is the only resource solution to dedi-
cate a volume exclusively to nursing skills. Showcasing 277 
skills with nearly 250 minor skills embedded in them, Clini-
cal Nursing Skills: A Concept-Based Approach to Learning, the 
third volume in this suite, builds proficiency in the know-
how and the rationales to execute psychomotor skills, dele-
gate appropriately, provide patient teaching, and support 
individualized nursing care.

The previous edition of Clinical Nursing Skills: A Concept-
Based Approach to Learning met the learning needs of tens of 
thousands of students and instructors in concept-based 
nursing programs. The Third Edition builds on that founda-
tion and Pearson’s commitment to excellence. We solicited 
and examined feedback on every skill and every feature that 
you—our customer—recommended in order to produce the 
best learning resource. This uniquely integrated solution 
provides students with a consistent design of content and 
assessment that specifically supports a concept-based 
 curriculum.

Our goal for the Third Edition is to help students learn 
the essential knowledge they will need for patient care. The 
cover showcases a Möbius strip, which represents the rela-
tionships among the concepts and how they are all intercon-
nected. By understanding important connections of 
concepts, students are able to relate topics to broader 
 contexts.

Why Teach Concept-Based Learning?
University and college nursing programs across the United 
States and Canada evaluated how their programs can meet 
the needs of today’s nursing students effectively. Nursing 
students felt overwhelmed by the amount of knowledge and 
skills they required to become proficient practitioners. As a 
result, many programs moved or are moving to the model of 
concept-based learning. A concept-based curriculum’s 
streamlined approach helps nursing students to integrate 
concepts, apply information, and use clinical reasoning 

while minimizing content overload. Further, 
the model facilitates the transition from sage-
on-the-stage teaching to engaging students in 
the learning process by doing meaningful, collab-
orative activities in lecture and the lab. Other benefits 
of conceptual learning in nursing programs –

■■ Concentrates on problems
■■ Fosters systematic observations
■■ Develops an understanding of relationships
■■ Focuses on nursing actions and interdisciplinary efforts
■■ Challenges students to think like a nurse

New to This Edition
■■ Learning Outcomes define measurable goals at the start 

of each chapter and align with end-of-chapter NCLEX-
style questions and the test bank.

■■ Concept of … explains the chapter’s theory that under-
pins the skill.

■■ Review Questions feature NCLEX-style questions that 
assess chapter-opening learning outcomes, answers, and 
rationales and serve not only as a self-review, but also as 
preparation for the licensing exam.

■■ Enhanced eText, available via MyLab Nursing Concepts, 
offers a rich and engaging learning experience with inter-
active activities and exercises. Note: Access requires an 
adoption of MyLab Nursing Concepts.

■■ Instructor’s Resource Manual facilitates active learn-
ing in the classroom, lab, and clinical environment with 
class-tested interactive hands-on and cognitive exercises 
to help students apply concepts and exemplars.

■■ Test Bank offers test items written in NCLEX-like lan-
guage.

■■ Image Library provides all the text’s illustrations and 
photos to enhance your PowerPoint presentations and 
other materials.

■■ New and Restructured Skills 277 major skills with 
nearly 250 additional assessment, teaching, or care skills 
embedded in them. For example, Skill 2.5 Hair: Caring for 
includes the embedded skills of Assessing and Treating 
Head Lice and Nits Infestation.

More Changes for this Edition
■■ Integrates developmental ages across the lifespan 

throughout skills instead of having separate areas for dif-
ferent ages.

■■ Expands newborn, infant, and child procedural steps in 
the skills.

■■ Offers more photos and figures to improve learning 
through visual examples.

Preface

A01_NURS6834_03_SE_FM.indd Page 5  11/14/17  11:18 AM f-0039 /203/PH03228/9780134616834_NA/NA_CLINICAL_NURSING_SKILLS_A_CONCEPT_BASED_APPROACH ...



vi  Preface

■■ Identifies common advanced skills students may have 
opportunities to observe or assist with following safety 
note perimeters – ex. “Paracentesis: Assisting” provides 
information about this procedure.

■■ Broadens teaching context to include the patient in the 
home environment after discharge.

New Skills
The following skills are new to the third edition:

■■ Colostomy: Irrigating, Skill 4.19
■■ Fall Prevention: Assessing and Managing, Skill 15.2
■■ Suicide: Caring for Suicidal Patient, Skill 15.4

Revised and Restructured Skills
The presentation of the following skills was re-envisioned 
for the third edition:

■■ Blood Transfusion: Administering, Skill 12.2
■■ Body Mass Index (BMI): Assessing, Skill 10.1
■■ Capillary Blood Specimen for Glucose: Measuring, 

Skill 8.4
■■ Cardiac Compressions, External: Performing, Skill 11.22
■■ Closed Wound Drains: Maintaining, Skill 16.3
■■ Ear Medication: Administering, Skill 2.17
■■ Feeding, Continuous, Nasointestinal/Jejunostomy with a 

Small-Bore Tube: Administering, Skill 10.6
■■ Implanted Vascular Access Devices: Managing, Skill 5.5
■■ Infusion Flow Rate Using Controller or IV Pump, Skill 5.7
■■ Intracranial Pressure: Monitoring and Caring for, Skill 7.2
■■ Nasogastric Tube: Inserting, Skill 10.11
■■ Newborn: Assessing, Skill 14.23
■■ Oxygen Delivery Systems: Using, Skill 11.8
■■ Range-of-Motion Exercises: Assisting, Skill 9.2
■■ Suctioning, Oropharyngeal and Nasopharyngeal: New-

born, Infant, Child, Adult, Skill 11.14
■■ Venipuncture: Initiating, Skill 5.15

Organization and Structure of Clinical 
Nursing Skills, Third Edition
Clinical Nursing Skills’ chapters, listed alphabetically, sup-
port concepts in volumes 1 and 2. Within each chapter, asso-
ciated skills appear in subgroups. Subgroups reflect the 
sequence of thinking, such as assessment skills appearing 
before intervention skills in the chapters. As an example, the 
path for finding the skill about using a nasal cannula for 
supplemental oxygen therapy is:

■■ Concept—Oxygenation, Chapter 11
■■ Subgroup—Supplemental Oxygen Therapy
■■ Skill—Oxygen Delivery Systems: Using, Skill 11.8
■■ VARIATIONS—Nasal Cannula/Simple Face Mask/ 

Partial Rebreather Mask, etc.

Skill Organization
■■ Delegation or Assignment offers guidelines when it is 

appropriate to delegate or assign skills to unlicensed 
assistive personnel (UAP).

■■ Equipment lists the apparatus required to perform the 
skill.

■■ Preparation includes safety, age, and cultural informa-
tion for working with various patients.

■■ Procedure provides step-by-step best practice with 
rationales.

■■ Photos and illustrations depict critical steps visually.
■■ Documentation demonstrates what data to capture 

post-execution.
■■ Variation Skills present alternative methods for per-

forming select skills.
■■ Embedded Skills (as appropriate) provide useful skills 

to enhance learning (such as USING A DOPPLER 
ULTRASOUND DEVICE in Skill 1.6, Pulse: Apical and 
Peripheral, Obtaining).
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New! Each chapter contains The 
Concept of …, which explains the 
chapter’s theoretical concept that 
underpins the skill, and a dedicated 
list of Learning Outcomes. The out-
comes are reinforced by end-of-
chapter review questions.

Chapter Organization
For the Third Edition, as shown in the Chapter at a Glance listed at the beginning of each chapter, 
each main section has a list of skills.

Skill Organization
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10. Turn off machine at prescribed time intervals to assess 
skin and to provide skin care.

CAUTION! 
■■ Turn machine off immediately if the patient complains of 

numbness or other signs of DVT.
■■ Follow hospital policy for amount of time alternating pneu-

matic compression devices are removed during the day. It 
is important to keep stockings on most of the day to pre-
vent clot formation.

11. To remove sleeve, turn power switch OFF, disconnect 
tubing assembly from sleeve at connection site. Unwrap 
sleeve from leg.

12. When the procedure is complete, perform hand hygiene, 
lower the bed to lowest position, and leave patient safe 
and comfortable.

13. Complete documentation using forms, checklists, or elec-
tronic dropdown lists supplemented by nurse’s notes or 
additional comments as appropriate, including care, 
assessment, and patient response.

5. Apply the sleeve to the patient’s leg.
■● Remove sleeve from plastic bag.
■● Unfold sleeve and follow directions to fit sleeve to 
patient’s leg. Leg is placed on white side (lining) of 
sleeve. Markings on the lining indicate the ankle and 
popliteal area.

■● Place patient’s leg on sleeve. Position back of knee 
over popliteal opening.

■● Starting at the side, wrap sleeve securely around 
patient’s leg.

■● Attach Velcro straps securely.
■● Check the fit by placing two fingers between patient’s 
leg and sleeve to determine if sleeve fits properly. Read-
just Velcro as needed. Rationale: This is to ensure the 
sleeve does not constrict circulation.

6. Turn the device on to begin.
■● Attach tubing and connect to plugs on leg sleeve by 
pushing ends firmly together.

■● Connect tubing assembly plug to the controller at the 
tubing assembly connector site.

■● Ensure tubing is free of kinks or twists. Rationale: 
Kinks and twists can restrict airflow through system.

■● Plug controller power cable into grounded electric out-
let and attach unit to bed frame.

■● Turn controller power switch to ON. Confirm that alarms 
are audible.

■● Check that pressure indicator lights are functioning 
properly. Lower bed to lowest height.

7. Monitor that compression cycles are correct.
8. Conduct neurovascular checks every 2–4 hr.
9. Monitor patient’s tolerance of device.

SKILL 12.6 Pneumatic Compression Device: Applying (continued)

Sequential compression devices (SCDs) operate differently 
from pneumatic compression devices. SCDs use many inflat-
able compartments to compress the leg in a graduated 
sequential fashion. The compartment closest to the foot 
inflates first and the compartment closest to the thigh inflates 
last. The amount of pressure also differs in each compart-
ment. The highest pressure is in the first compartment and 
the lowest in the last one. This creates a “milking” action to 
empty deeper veins of the lower leg to promote optimal 
blood flow.

Delegation or Assignment

The UAP often removes and reapplies SCDs when perform-
ing assigned or delegated hygiene care. The nurse should 
check that the UAP knows the correct application process 
for SCDs. Remind the UAP that the patient should not have 
SCDs removed for long periods of time because the purpose 
of the SCDs is to promote circulation. Note that state laws 
for UAPs vary, so this task might be assigned to the UAP or 
delegated.

SKILL 12.7 Sequential Compression Devices: Applying

Equipment

■■ Single-use tape measure (to prevent cross-infection)
■■ SCDs, including disposable sleeves, air pump, and tubing

Preparation

■■ Review healthcare provider’s orders and the patient’s nurs-
ing plan of care.

■■ Gather equipment and supplies.

Procedure

1. Introduce self and verify the patient’s identity using two 
identifiers. Explain to the patient what you are going to do, 
why it is necessary, and the procedure for applying the 
sequential compression device. Rationale: The patient’s 
participation and comfort will be increased by under-
standing the reasons for applying the SCD.

2. Perform hand hygiene and observe other appropriate 
infection control procedures.

SAMPLE DOCUMENTATION

[date] 0720 Awake and alert, states she is ready for 
the compression device. Sleeves positioned, 
connected to compressor pump and turned on. 
Tolerated without complaint. R. Ho
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■● Turn on the control unit and adjust the alarms and 
pressures as needed. The sleeve cooling control and 
alarm should be on; ankle pressure is usually set at 
35–55 mmHg. Rationale: It is important to have the 
sleeve cooling control on for comfort and to reduce 
the risk of skin irritation from moisture under the 
sleeve. Proper pressure settings prevent injury to the 
patient.

3. Provide for patient privacy and drape the patient appro-
priately. Assess legs for skin integrity and neurovascular 
status.

4. Prepare the patient. Position bed at correct height for pro-
cedure.

■● Place the patient in a dorsal recumbent or semi-Fowler 
position.

■● Measure the patient’s legs as recommended by the 
manufacturer if a thigh-length sleeve is required. Ratio-
nale: Foot and knee-length sleeves come in just one 
size; the thigh circumference determines the size 
needed for a thigh-length sleeve.

5. Apply the sequential compression sleeves.
■● Place a sleeve under each leg with the opening at the 
knee ❶.

■● Wrap the sleeve securely around the leg, securing the 
Velcro tabs. Allow two fingers to fit between the leg and 
sleeve ❷. Rationale: This amount of space ensures 
that the sleeve does not impair circulation when inflated. 
Ensure that there is no overlapping or increases in the 
SCD. Rationale: This prevents skin breakdown.

6. Connect the sleeves to the control unit and adjust the 
pressure as needed ❸. Reposition bed to lowest height.

■● Connect the tubing to the sleeves and control unit 
ensuring that arrows on the plug and the connector are 
in alignment and that the tubing is not kinked or twisted. 
Rationale: Improper alignment or obstruction of the 
tubing by kinks or twists will interfere with operation of 
the SCD.

SKILL 12.7 Sequential Compression Devices: Applying (continued)

❶ Place inflatable bladder directly behind patient’s calf.

❷ Slip two fingers under wrap to ensure that it is not too tight.

❸ Attach tubing from wrap to tubing connected to pump.

(continued on next page)
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Equipment provides a list 
of tools required to execute 
the skill.

Procedure provides 
step-by-step best practice 
with rationales.

Preparation includes 
safety, age, and cultural 
information for working with 
various clients.

Delegation or Assignment 
offers guidelines, when 
appropriate, to delegate  
or assign skills to unlicensed 
assistive personnel.
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Chapter 12 

Perfusion

Maintaining Blood Volume
SKILL 12.1 Blood Products: Administering 
SKILL 12.2 Blood Transfusion: Administering 
SKILL 12.3 Direct Pressure: Applying
SKILL 12.4 Pressure Dressing: Applying

Antiembolism Devices
SKILL 12.5 Antiembolism Stockings: Applying
SKILL 12.6 Pneumatic Compression Device: Applying
SKILL 12.7 Sequential Compression Devices: Applying

Electrical Conduction in the Heart
SKILL 12.8 Automated External Defibrillator (AED): Adult, 

Using 

SKILL 12.9 ECG, 12-Lead: Recording
SKILL 12.10 ECG, Leads: Applying
SKILL 12.11 ECG, Strip: Interpreting
SKILL 12.12 Pacemaker, Insertion: Assisting 
SKILL 12.13 Pacemaker, Permanent: Teaching 
SKILL 12.14 Pacemaker, Temporary: Maintaining 
SKILL 12.15 Temporary Cardiac Pacing, Transvenous, 

Epicardial: Monitoring 

Arterial Line
SKILL 12.16 Allen Test: Performing
SKILL 12.17 Arterial Blood Pressure: Monitoring 
SKILL 12.18 Arterial Blood Samples: Withdrawing 
SKILL 12.19 Arterial Line: Caring for 

Chapter at a Glance

>>>> The Concept of Perfusion
Perfusion is the immersion of body cells in a fluid. Tissue perfu-
sion refers to the movement of solutes such as oxygen, nutri-
ents, and electrolytes in the blood through the vascular system 
to capillary networks. Tissue cells are bathed in solutes so they 
can readily cross cell membranes. Waste products of cellular 
metabolic activity pass into the interstitial fluid from the cells and 

are carried away from the cells. When tissue perfusion is dimin-
ished or absent, cells do not receive adequate oxygen, nutri-
ents, or electrolytes. This may be manifested by a decrease in 
blood pressure, restlessness, confusion, cool extremities, pallor 
or cyanosis of distal extremities, faint peripheral pulses, slowed 
capillary refill, edema, or life-threatening conditions.

Learning Outcomes
12.1 Give examples of priority safety considerations when 

preparing and administering a unit of blood to a patient.
12.2 Support the benefits of applying sequential compression 

devices (SCDs) to promote circulation in the lower legs of 
an adult patient.

12.3 Summarize priority nursing actions if SCDs are being 
used on a patient, and the patient complains of numbness 
and tingling in one leg.

12.4 Explain proper placement of skin electrodes on the 
patient being monitored on telemetry to avoid artifacts on 
the monitor screen.

12.5 Differentiate the causes for different waves and intervals, 
the P wave, the PR interval, the QRS wave, the T wave, 
and the QT interval when interpreting an electrocardio-
gram (ECG) pattern.

12.6 Examine the arterial insertion site for signs and symp-
toms of bleeding, infection, or inflammation.

12.7 Explain why a transcutaneous pacemaker would be 
applied to a patient with a life-threatening dysrhythmia.

12.8 Explain what a pacemaker spike indicates in an ECG 
monitor pattern.

The following feature links some, but not all, of the concepts 
related to assessment. They are presented in alphabetical order.

 Nursing students may observe or assist with the following skills only with faculty permission and while under direct supervision of faculty or another RN. 
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Photos and illustrations 
depict crucial steps visually.
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Structures and Features
The Concepts are set up consistently throughout the program. This allows students to antic-
ipate the learning they will experience. Special features recur in each chapter as well, which 
students can use for learning and review. The basic structure of each chapter is shown below 
with visuals and annotations describing the content.

Concepts Related to … 
 Enhanced for the Third Edition, the Concepts 
Related to feature links to more concepts, 
 relationships, and nursing implications.

Safety Note! and Icon  … Distinguishes 
skills that nursing students may observe or assist with only 
with faculty permission and while under direct supervision 
of faculty or another RN.

528  Chapter 12  Perfusion

Concepts Related to 
Perfusion

CONCEPT
RELATIONSHIP TO 
PERFUSION NURSING IMPLICATIONS

Cognition Thought processing or mental 
status is affected if blood volume is 
decreased.

■■ Monitor oxygen saturation, vital signs, and orientation status
■■ Rule out physical reasons cognition may change

Comfort Tissues not adequately oxygenated 
manifest pain.

■■ Monitor pain and for signs of local and systemic hypoxia
■■ Implement oxygen therapy as ordered
■■ Monitor oxygen saturations and vital signs

Fluids and Electrolytes Excess extracellular fluid volume 
causes lung congestion and 
impaired gas exchange.

■■ Monitor fluid intake and output, vital signs, and oxygen saturation
■■ Implement oxygen therapy as ordered
■■ Administer medications as ordered

Intracranial Regulation Blood flow volume to brain can 
change intracranial pressure (ICP).

■■ Monitor vital signs, pupils, sensorium, and assess for motor or 
sensory neuro deficits

Tissue Integrity Wound healing delayed without 
adequate perfusion to tissue.

■■ Oxygen is needed for cell metabolism; hyperbaric oxygen therapy 
can be effective

Most people in good health give little thought to their car-
diovascular function. Changing position frequently, ambu-
lating, and exercising usually maintain adequate 
cardiovascular functioning. Immobility is detrimental to car-
diovascular function.

>> Maintaining Blood Volume
Preventing venous stasis is an important intervention to 

reduce the risk of complications following surgery, trauma, 
or major medical problems. The use of antiembolism stock-
ings and sequential compression devices is an additional 
measure that can help prevent venous stasis.

Expected Outcomes
1. Early detection of bleeding occurs and loss of blood is 

 minimized.
2. Pressure dressing is applied, and bleeding is controlled.

3. Blood volume and components stabilize after blood product 
administration as reflected in vital signs and oxygen saturation 
assessment.

SKILL 12.1 Blood Products: Administering

Safety Note! During scheduled clinical time, nursing students 
may have a learning opportunity to observe or assist with this skill only 
with faculty permission and with direct supervision from faculty or 
another RN.

Blood products such as platelets, red blood cells, fresh frozen 
plasma, and cryoprecipitate are processed components 
removed from whole blood. Plasma processed components 
include albumin, coagulation factors, and immunoglobulins. 
These products are given to patients who only require certain 
elements of blood for specific treatments such as increasing 
oxygen-carrying capacity and promoting coagulation.

Delegation or Assignment

Due to the need for sterile technique and technical complexity, 
administering blood products is not delegated or assigned to the 

UAP. The nurse must ensure that the UAP knows what complica-
tions or adverse signs can occur and should report these to the 
nurse. In some states, only RNs can administer blood products.

Equipment

■■ Blood component
■■ IV solution of normal saline, 250 mL
■■ Appropriate IV administration kit
■■ Filter, if indicated
■■ Clean gloves

Preparation

■■ Review healthcare provider’s orders and patient’s nursing 
plan of care.

■■ Verify patient has signed informed consent to receive the 
blood products.
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SKILL 12.2 Blood Transfusion: Administering

Safety Note! During scheduled clinical time, nursing students 
may have a learning opportunity to observe or assist with this skill only 
with faculty permission and with direct supervision from faculty or 
another RN.

A blood transfusion transfers blood from a donor to a patient 
to replace blood volume lost from trauma, medical conditions, 
or surgical procedure. Whole blood contains red blood cells, 
white blood cells, platelets, plasma, and electrolytes. The 
patient’s blood type must be compatible with the donor’s 
blood type. Some patients who know they will need blood for 
a surgical procedure can donate their own blood, have it 
stored in the healthcare facility’s blood bank, and receive it 
later during surgery. This is called an autologous transfusion.

Delegation or Assignment

Due to the need for sterile technique and technical complexity, 
blood transfusion is not delegated or assigned to the UAP. The 
nurse must ensure that the UAP knows what complications or 
adverse signs can occur and should report these to the nurse. In 
some states, only RNs can administer blood or blood products.

Equipment

■■ Unit of whole blood (for packed RBCs, or other blood com-
ponents, see Skill 12.1)

■■ Blood administration set
■■ IV pump (follow facility policy for device and method of con-
trolling flow rate if IV pump not available; see Skill 5.7)

■■ 250 mL normal saline for infusion
■■ Venipuncture start kit containing an 18- to 20-gauge needle 
or catheter (if one is not already in place) or, if the blood is to 
be administered quickly, a larger catheter

■■ Alcohol swabs
■■ Tape
■■ Clean gloves

Preparation

■■ Review healthcare provider’s orders and patient’s nursing 
plan of care.

■■ Review patient’s record for allergies.
■■ Verify patient’s signed informed consent is in the patient’s 
record.

■■ Gather equipment and supplies.
■■ If the patient has an intravenous solution infusing, check the 
IV catheter size and IV solution running. The only IV solution 
that is appropriate to use when administering blood is normal 
saline. The preferred IV catheter size is #18 to #20 gauge.

5. Identify rate at which blood component should infuse.
6. Infusing blood components may produce adverse effects 

that can range from mild allergic manifestations to fatal 
reactions (see steps 10 and 11 in Skill 12.2).

7. When the procedure is complete, perform hand hygiene 
and leave patient safe and comfortable.

8. Complete documentation using forms, checklists, or elec-
tronic dropdown lists supplemented by nurse’s notes or 
additional comments as appropriate.

Safety Considerations
In addition to the usual blood components such as platelets and cryo-
precipitate, modified blood products are becoming more popular. 
Washed, irradiated, or leukocyte-removed blood is being used for 
patients at risk because of multiple transfusions or a weakened 
immune system. Testing for cytomegalovirus and matching RBC or 
human leukocyte antigens is also done to ensure safe transfusions.

When infusing a blood product that has undergone leukocyte 
reduction, remember that it must be filtered again through a standard 
blood administration set in order to trap cellular debris that may have 
accumulated since the original filtration.

■■ Review patient’s record for allergies.
■■ Anticipate results of infusing blood component:

■● Fresh frozen plasma—given to build up clotting factors, 
albumin, and immune-globulins

■● Platelets—given to improve coagulation and prevent 
bleeding

■● Red blood cells (RBC)—given to build up red blood cell 
count for improved oxygenation and treatment of anemia.

■■ Gather equipment and supplies.

Procedure

1. Introduce self to patient and verify the patient’s identity 
using two identifiers. Explain to the patient you are going 
to administer a blood product ordered by the healthcare 
provider, why it is necessary, and how the patient can 
participate. Discuss how the results will be used in plan-
ning further care or treatments.

2. Perform hand hygiene and observe appropriate infection 
control procedures.

3. Provide for patient privacy.
4. Follow directions for proper administration of the blood 

product/component.

SKILL 12.1  Blood Products: Administering (continued)

CAUTION! Dextrose solution (which causes lysis of RBCs), 
Ringer’s solution, medications and other additives, and hyper-
alimentation solutions are incompatible with blood or blood 
components.

■■ If the patient does not have an IV solution infusing, check 
facility policies. In some facilities an infusion must be running 

(continued on next page)
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SKILL 12.2 Blood Transfusion: Administering

Safety Note! During scheduled clinical time, nursing students 
may have a learning opportunity to observe or assist with this skill only 
with faculty permission and with direct supervision from faculty or 
another RN.

A blood transfusion transfers blood from a donor to a patient 
to replace blood volume lost from trauma, medical conditions, 
or surgical procedure. Whole blood contains red blood cells, 
white blood cells, platelets, plasma, and electrolytes. The 
patient’s blood type must be compatible with the donor’s 
blood type. Some patients who know they will need blood for 
a surgical procedure can donate their own blood, have it 
stored in the healthcare facility’s blood bank, and receive it 
later during surgery. This is called an autologous transfusion.

Delegation or Assignment

Due to the need for sterile technique and technical complexity, 
blood transfusion is not delegated or assigned to the UAP. The 
nurse must ensure that the UAP knows what complications or 
adverse signs can occur and should report these to the nurse. In 
some states, only RNs can administer blood or blood products.

Equipment

■■ Unit of whole blood (for packed RBCs, or other blood com-
ponents, see Skill 12.1)

■■ Blood administration set
■■ IV pump (follow facility policy for device and method of con-
trolling flow rate if IV pump not available; see Skill 5.7)

■■ 250 mL normal saline for infusion
■■ Venipuncture start kit containing an 18- to 20-gauge needle 
or catheter (if one is not already in place) or, if the blood is to 
be administered quickly, a larger catheter

■■ Alcohol swabs
■■ Tape
■■ Clean gloves

Preparation

■■ Review healthcare provider’s orders and patient’s nursing 
plan of care.

■■ Review patient’s record for allergies.
■■ Verify patient’s signed informed consent is in the patient’s 
record.

■■ Gather equipment and supplies.
■■ If the patient has an intravenous solution infusing, check the 
IV catheter size and IV solution running. The only IV solution 
that is appropriate to use when administering blood is normal 
saline. The preferred IV catheter size is #18 to #20 gauge.

5. Identify rate at which blood component should infuse.
6. Infusing blood components may produce adverse effects 

that can range from mild allergic manifestations to fatal 
reactions (see steps 10 and 11 in Skill 12.2).

7. When the procedure is complete, perform hand hygiene 
and leave patient safe and comfortable.

8. Complete documentation using forms, checklists, or elec-
tronic dropdown lists supplemented by nurse’s notes or 
additional comments as appropriate.

Safety Considerations
In addition to the usual blood components such as platelets and cryo-
precipitate, modified blood products are becoming more popular. 
Washed, irradiated, or leukocyte-removed blood is being used for 
patients at risk because of multiple transfusions or a weakened 
immune system. Testing for cytomegalovirus and matching RBC or 
human leukocyte antigens is also done to ensure safe transfusions.

When infusing a blood product that has undergone leukocyte 
reduction, remember that it must be filtered again through a standard 
blood administration set in order to trap cellular debris that may have 
accumulated since the original filtration.

■■ Review patient’s record for allergies.
■■ Anticipate results of infusing blood component:

■● Fresh frozen plasma—given to build up clotting factors, 
albumin, and immune-globulins

■● Platelets—given to improve coagulation and prevent 
bleeding

■● Red blood cells (RBC)—given to build up red blood cell 
count for improved oxygenation and treatment of anemia.

■■ Gather equipment and supplies.

Procedure

1. Introduce self to patient and verify the patient’s identity 
using two identifiers. Explain to the patient you are going 
to administer a blood product ordered by the healthcare 
provider, why it is necessary, and how the patient can 
participate. Discuss how the results will be used in plan-
ning further care or treatments.

2. Perform hand hygiene and observe appropriate infection 
control procedures.

3. Provide for patient privacy.
4. Follow directions for proper administration of the blood 

product/component.

SKILL 12.1  Blood Products: Administering (continued)

CAUTION! Dextrose solution (which causes lysis of RBCs), 
Ringer’s solution, medications and other additives, and hyper-
alimentation solutions are incompatible with blood or blood 
components.

■■ If the patient does not have an IV solution infusing, check 
facility policies. In some facilities an infusion must be running 

(continued on next page)
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Patient Teaching … Features teaching plans for 
patients and tips to assist patients in self-care.
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Lifespan Considerations
OLDER ADULTS

■■ Because the elastic is quite strong in antiembolism stockings, 
older adults may need assistance putting on the stockings. 
Patients with arthritis may need to have another person put the 
stockings on for them.

■■ Many older adults have circulation problems and wear antiembo-
lism stockings. It is important to check for wrinkles in the stock-
ings and to see if the stocking has rolled down or twisted. If so, 
correct it immediately. Rationale: The stockings must be evenly 
distributed over the limb to promote—rather than hinder— 
circulation.

■■ Stockings should be removed at least once a day (check facility 
policy) so that a thorough assessment can be made of the legs 
and feet. Rationale: Redness and skin breakdown on the heels 
can occur quickly and go undetected if not thoroughly assessed 
on a regular basis.

■■ Provide information about the importance of wearing the elastic 
stockings, how to wear them correctly, and how to take care of them.

SKILL 12.5 Antiembolism Stockings: Applying (continued)

This device has an air compressor that fills an inflatable sleeve 
for a period of time, usually positioned over a leg, then allows 
the air to drain out of the sleeve. The inflating and deflating 
cycle repeats, applying pressure every time the sleeve is 
inflated. This treatment, called compression therapy, helps 
prevent blood clots in deep veins of the legs.

Delegation or Assignment

This skill can be delegated or assigned to the UAP as the 
pneumatic compression device is frequently removed and 
reapplied during hygiene care. The nurse should stress 
the importance of reporting to the nurse any changes in the 
patient’s skin. The nurse is responsible for assessment of 
the skin. Note that state laws for UAPs vary, so this task 
might be assigned to the UAP rather than delegated.

Equipment

■■ Disposable leg sleeve(s), knee-length or thigh-length
■■ Tubing assembly
■■ Compression controller (motor)
■■ Single-use tape measure (to prevent cross-infection)

Preparation

■■ Review healthcare provider’s orders for type of disposable 
leg sleeve needed.

■■ Review the patient’s nursing plan of care.
■■ Gather equipment and supplies.
■■ Assess patient for potential problems and contraindica-
tions for use of these devices. Rationale: Patients on 
long-term bed rest and patients with ischemic conditions, 

SKILL 12.6 Pneumatic Compression Device: Applying

massive edema of the leg, dermatitis, gangrene, or pre-
existing DVT within the past 6 months are not candidates 
for these devices.

■■ Complete a neurovascular assessment. Include an evalua-
tion of skin color, temperature, sensation, capillary refill, and 
presence and quality of pedal pulses. Document findings. 
Rationale: This assessment provides baseline data for 
evaluating neurovascular changes while devices are used.

■■ Assemble equipment. Read manufacturer’s directions for 
connecting and operating compression controller.

■■ Read directions for setting sleeve pressure (between 35–45 
mmHg). Maximum pressure should not exceed patient’s 
diastolic pressure.

■■ Locate and identify the indicator lights on the controller for 
the ankle, calf, and thigh pressure. Rationale: Light is on 
when the pressure is applied to the three leg sleeves.

Procedure

1. Introduce self to patient and verify the patient’s identity 
using two identifiers. Explain to the patient that this device 
decreases the risk of developing deep venous thrombosis 
(DVT) for patients following surgery or those on long-term 
bed rest, why it is necessary, and how the patient can 
participate. Discuss how the results will be used in plan-
ning further care or treatments.

2. Perform hand hygiene and observe appropriate infection 
control procedures.

3. Provide for patient privacy.
4. Provide comfort and safety for patient and self, including 

raising bed to appropriate height.

(continued on next page)

Wearing Antiembolism Stockings at Home
■■ Ensure the patient or caregiver knows how to apply antiem-

bolism stockings.
■■ Reinforce the importance and the rationales for no wrinkles 

and no rolling down of the stockings.
■■ Reinforce the importance of removing the stockings daily 

and inspecting the skin on the legs.
■■ Include instructions about:

■● Laundering the stockings (air dry because putting them 
in a dryer can affect their elasticity.)

■● Needing two pairs of stockings to allow one pair to be 
worn while the other is being laundered.

■● Replacing the stockings when they lose their elasticity.
■■ Reinforce knowledge about slipperiness of stockings if 

worn without slippers or shoes.
■● If the patient is ambulatory, emphasize the need for foot-

wear to prevent falling.

Patient Teaching 
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Safety Considerations … Identifies crucial 
safety information.

Lifespan Considerations … Presents age-
related content to alert learners to differences in caring for 
patients.
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Lifespan Considerations
OLDER ADULTS

■■ Because the elastic is quite strong in antiembolism stockings, 
older adults may need assistance putting on the stockings. 
Patients with arthritis may need to have another person put the 
stockings on for them.

■■ Many older adults have circulation problems and wear antiembo-
lism stockings. It is important to check for wrinkles in the stock-
ings and to see if the stocking has rolled down or twisted. If so, 
correct it immediately. Rationale: The stockings must be evenly 
distributed over the limb to promote—rather than hinder— 
circulation.

■■ Stockings should be removed at least once a day (check facility 
policy) so that a thorough assessment can be made of the legs 
and feet. Rationale: Redness and skin breakdown on the heels 
can occur quickly and go undetected if not thoroughly assessed 
on a regular basis.

■■ Provide information about the importance of wearing the elastic 
stockings, how to wear them correctly, and how to take care of them.

SKILL 12.5 Antiembolism Stockings: Applying (continued)

This device has an air compressor that fills an inflatable sleeve 
for a period of time, usually positioned over a leg, then allows 
the air to drain out of the sleeve. The inflating and deflating 
cycle repeats, applying pressure every time the sleeve is 
inflated. This treatment, called compression therapy, helps 
prevent blood clots in deep veins of the legs.

Delegation or Assignment

This skill can be delegated or assigned to the UAP as the 
pneumatic compression device is frequently removed and 
reapplied during hygiene care. The nurse should stress 
the importance of reporting to the nurse any changes in the 
patient’s skin. The nurse is responsible for assessment of 
the skin. Note that state laws for UAPs vary, so this task 
might be assigned to the UAP rather than delegated.

Equipment

■■ Disposable leg sleeve(s), knee-length or thigh-length
■■ Tubing assembly
■■ Compression controller (motor)
■■ Single-use tape measure (to prevent cross-infection)

Preparation

■■ Review healthcare provider’s orders for type of disposable 
leg sleeve needed.

■■ Review the patient’s nursing plan of care.
■■ Gather equipment and supplies.
■■ Assess patient for potential problems and contraindica-
tions for use of these devices. Rationale: Patients on 
long-term bed rest and patients with ischemic conditions, 

SKILL 12.6 Pneumatic Compression Device: Applying

massive edema of the leg, dermatitis, gangrene, or pre-
existing DVT within the past 6 months are not candidates 
for these devices.

■■ Complete a neurovascular assessment. Include an evalua-
tion of skin color, temperature, sensation, capillary refill, and 
presence and quality of pedal pulses. Document findings. 
Rationale: This assessment provides baseline data for 
evaluating neurovascular changes while devices are used.

■■ Assemble equipment. Read manufacturer’s directions for 
connecting and operating compression controller.

■■ Read directions for setting sleeve pressure (between 35–45 
mmHg). Maximum pressure should not exceed patient’s 
diastolic pressure.

■■ Locate and identify the indicator lights on the controller for 
the ankle, calf, and thigh pressure. Rationale: Light is on 
when the pressure is applied to the three leg sleeves.

Procedure

1. Introduce self to patient and verify the patient’s identity 
using two identifiers. Explain to the patient that this device 
decreases the risk of developing deep venous thrombosis 
(DVT) for patients following surgery or those on long-term 
bed rest, why it is necessary, and how the patient can 
participate. Discuss how the results will be used in plan-
ning further care or treatments.

2. Perform hand hygiene and observe appropriate infection 
control procedures.

3. Provide for patient privacy.
4. Provide comfort and safety for patient and self, including 

raising bed to appropriate height.

(continued on next page)

Wearing Antiembolism Stockings at Home
■■ Ensure the patient or caregiver knows how to apply antiem-

bolism stockings.
■■ Reinforce the importance and the rationales for no wrinkles 

and no rolling down of the stockings.
■■ Reinforce the importance of removing the stockings daily 

and inspecting the skin on the legs.
■■ Include instructions about:

■● Laundering the stockings (air dry because putting them 
in a dryer can affect their elasticity.)

■● Needing two pairs of stockings to allow one pair to be 
worn while the other is being laundered.

■● Replacing the stockings when they lose their elasticity.
■■ Reinforce knowledge about slipperiness of stockings if 

worn without slippers or shoes.
■● If the patient is ambulatory, emphasize the need for foot-

wear to prevent falling.

Patient Teaching 
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SKILL 12.2 Blood Transfusion: Administering

Safety Note! During scheduled clinical time, nursing students 
may have a learning opportunity to observe or assist with this skill only 
with faculty permission and with direct supervision from faculty or 
another RN.

A blood transfusion transfers blood from a donor to a patient 
to replace blood volume lost from trauma, medical conditions, 
or surgical procedure. Whole blood contains red blood cells, 
white blood cells, platelets, plasma, and electrolytes. The 
patient’s blood type must be compatible with the donor’s 
blood type. Some patients who know they will need blood for 
a surgical procedure can donate their own blood, have it 
stored in the healthcare facility’s blood bank, and receive it 
later during surgery. This is called an autologous transfusion.

Delegation or Assignment

Due to the need for sterile technique and technical complexity, 
blood transfusion is not delegated or assigned to the UAP. The 
nurse must ensure that the UAP knows what complications or 
adverse signs can occur and should report these to the nurse. In 
some states, only RNs can administer blood or blood products.

Equipment

■■ Unit of whole blood (for packed RBCs, or other blood com-
ponents, see Skill 12.1)

■■ Blood administration set
■■ IV pump (follow facility policy for device and method of con-
trolling flow rate if IV pump not available; see Skill 5.7)

■■ 250 mL normal saline for infusion
■■ Venipuncture start kit containing an 18- to 20-gauge needle 
or catheter (if one is not already in place) or, if the blood is to 
be administered quickly, a larger catheter

■■ Alcohol swabs
■■ Tape
■■ Clean gloves

Preparation

■■ Review healthcare provider’s orders and patient’s nursing 
plan of care.

■■ Review patient’s record for allergies.
■■ Verify patient’s signed informed consent is in the patient’s 
record.

■■ Gather equipment and supplies.
■■ If the patient has an intravenous solution infusing, check the 
IV catheter size and IV solution running. The only IV solution 
that is appropriate to use when administering blood is normal 
saline. The preferred IV catheter size is #18 to #20 gauge.

5. Identify rate at which blood component should infuse.
6. Infusing blood components may produce adverse effects 

that can range from mild allergic manifestations to fatal 
reactions (see steps 10 and 11 in Skill 12.2).

7. When the procedure is complete, perform hand hygiene 
and leave patient safe and comfortable.

8. Complete documentation using forms, checklists, or elec-
tronic dropdown lists supplemented by nurse’s notes or 
additional comments as appropriate.

Safety Considerations
In addition to the usual blood components such as platelets and cryo-
precipitate, modified blood products are becoming more popular. 
Washed, irradiated, or leukocyte-removed blood is being used for 
patients at risk because of multiple transfusions or a weakened 
immune system. Testing for cytomegalovirus and matching RBC or 
human leukocyte antigens is also done to ensure safe transfusions.

When infusing a blood product that has undergone leukocyte 
reduction, remember that it must be filtered again through a standard 
blood administration set in order to trap cellular debris that may have 
accumulated since the original filtration.

■■ Review patient’s record for allergies.
■■ Anticipate results of infusing blood component:

■● Fresh frozen plasma—given to build up clotting factors, 
albumin, and immune-globulins

■● Platelets—given to improve coagulation and prevent 
bleeding

■● Red blood cells (RBC)—given to build up red blood cell 
count for improved oxygenation and treatment of anemia.

■■ Gather equipment and supplies.

Procedure

1. Introduce self to patient and verify the patient’s identity 
using two identifiers. Explain to the patient you are going 
to administer a blood product ordered by the healthcare 
provider, why it is necessary, and how the patient can 
participate. Discuss how the results will be used in plan-
ning further care or treatments.

2. Perform hand hygiene and observe appropriate infection 
control procedures.

3. Provide for patient privacy.
4. Follow directions for proper administration of the blood 

product/component.

SKILL 12.1  Blood Products: Administering (continued)

CAUTION! Dextrose solution (which causes lysis of RBCs), 
Ringer’s solution, medications and other additives, and hyper-
alimentation solutions are incompatible with blood or blood 
components.

■■ If the patient does not have an IV solution infusing, check 
facility policies. In some facilities an infusion must be running 

(continued on next page)

M12_NURS6834_03_SE_C12.indd Page 529  25/10/17  12:25 PM f-0051a /203/PH03228/9780134616834_NA/NA_CLINICAL_NURSING_SKILLS_A_CONCEPT_BASED_APPROACH ...

Caution! … Highlights key details 
for high-risk situations when performing 
the skill.

Evidence-Based Practice … Provides sug-
gestions for best practice from available, current evidence.

Critical Thinking Options 
for Unexpected Outcomes …  
Demonstrates how evaluation can lead to 
 further interventions for unexpected outcomes.

540  Chapter 12  Perfusion

Any disturbance in the rate or rhythm of the heartbeat is termed 
dysrhythmia. Historically, the term arrhythmia has been used in 
the literature. Although the terms are often used interchange-
ably, dysrhythmia, which means “a disturbance in cardiac 
rhythm,” is more accurate. Dysrhythmias are classified accord-
ing to their site of origin: sinus, atrial, junctional, ventricular, 
and atrioventricular (AV) nodal tissue. A sinus dysrhythmia 
usually reflects a change in rate or rhythm. An atrial dysrhyth-
mia results from a disturbance with the sinoatrial (SA) node or 
atria indicated by an abnormality in the P-wave configuration.

A junctional dysrhythmia occurs when there is a problem 
associated with the AV node as indicated by a change in the 
PR interval. A ventricular dysrhythmia results from a prob-
lem with the ventricle and is indicated by an abnormality in 
the configuration of the QRS complex. Although many dys-
rhythmias have no clinical manifestations, many others 
have serious consequences. A ventricular dysrhythmia is 
the most life threatening because it compromises cardiac 
output.

Expected Outcomes
1. AED and its electrodes and cables are applied appropriately to 

patient.
2. Electrocardiogram (ECG) leads are applied appropriately and 

without difficulty.
3. Abnormal ECG findings are interpreted accurately.

4. Monitor waveforms are distinct and readable.
5. Patient’s cardiac rate is maintained through use of a pacemaker.
6. Patient is prepared psychologically and physically for insertion of 

the pacemaker.
7. Pacemaker is inserted without complications.

■■ DVT within the past 6 months
■■ Pulmonary embolism
■■ Any condition in which an increase in venous return to the heart 

might be detrimental
■■ Local conditions such as dermatitis, gangrene, recent skin graft, 

infected leg wound, or ulcer

7. When the procedure is complete, lower the bed to lowest 
position, perform hand hygiene and leave patient safe and 
comfortable.

8. Complete documentation using forms, checklists, or elec-
tronic dropdown lists supplemented by nurse’s notes or 
additional comments as appropriate including baseline 
assessment data and application of the SCD. Note con-
trol unit settings. Assess and document skin integrity and 
neurovascular and peripheral vascular status per facility 
policy while the SCD is in place.

SKILL 12.7 Sequential Compression Devices: Applying (continued)

CAUTION! Remove the unit and notify the healthcare pro-
vider if the patient complains of numbness and tingling or leg 
pain.

EVIDENCE-BASED PRACTICE 
Recommend Bed Rest for DVT?
Prolonged immobilization has been associated with DVT in critically ill 
patients. However, the value and safety of mobilizing patients with 
acute DVT has been a concern, largely because of the potential for 
venous thromboembolism (dislodging of the clot into the bloodstream) 
and life-threatening pulmonary embolism (PE).

A number of studies have shown that patients with acute DVT 
who use compression stockings and begin ambulating early after 
initiation of anticoagulant therapy experience several benefits from 
this approach. Benefits include reduced pain level, more rapid 
reduction in edema, increased strength maintenance, and improved 
flexibility. Early ambulation in these patients, with careful monitoring 
for any evidence of PE, resulted in no increase in incidence of PE. 
Conversely, bed rest and immobilization did not result in any reduc-
tion in incidence of PE. Therefore, the current recommendation of 
the American College of Chest Physicians is ambulation with com-
pression as tolerated, after starting anticoagulation, in patients with 
acute DVT.

Source: Data from Christakou, A. (2015). Effectiveness of early mobilization in hospi-
talized patients with deep venous thrombosis. Retrieved from http://www.
hospitalchronicles.gr/index.php/hchr/article/view/553.

SAMPLE DOCUMENTATION

[date] 0812 Awake and alert sitting up in bed. SCD 
active, leg wraps in place and warm to touch. No 
complaints of  pain, numbness, or tingling of  toes. Both 
legs set at 45 mm pressure per SCD device. Tolerating 
SCD device without incident. S. Diaz

Safety Considerations 
CONTRAINDICATIONS TO USE OF SCDs

■■ Known or suspected acute deep vein thrombosis (DVT), phlebitis, 
severe atherosclerosis, or ischemic peripheral vascular disease

>> Electrical Conduction in the Heart
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New! Review Questions with 
answers and rationales feature NCLEX-style 
questions that relate to chapter-opening learn-
ing outcomes. They serve not only as a self-
review, but also as preparation for the licensing 
exam. Answers and rationales for the review 
questions can be found in Appendix A or in the 
Pearson MyLab and eText.
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EXPECTED  
OUTCOME

UNEXPECTED 
OUTCOME POSSIBLE INTERVENTIONS

Arterial blood pressure 
monitoring system functions 
reliably and accurately.

Direct blood pressure 
readings vary significantly.

■■ Flick tubing system to remove tiny air bubbles escaping the flush 
solution.

■■ Recheck transducer and patient position to ensure accurate data.
■■ Recalibrate transducer.
■■ Flush system after sampling and zeroing.
■■ Keep flush bag adequately filled and cleared of air.
■■ Maintain bag external pressure at 300 mmHg.
■■ Check that connections are tightly secured.

Patient has decreased urinary 
output or develops signs of 
radial artery occlusion.

■■ Suspect balloon migration.
■■ Maintain head-of-bed elevation at less than 45 degrees to prevent 

kinking and migration of catheter.
■■ Immobilize cannulated extremity to prevent catheter migration.

Arterial blood samples are 
obtained.

Arterial blood sample is 
unobtainable.

■■ Suspect arterial spasm; allow spasm of artery to stop, then attempt to 
aspirate blood with gentle pressure using a 6-mL syringe rather than 
Vacutainer.

■■ Reposition patient’s arm, making sure there is no pressure at catheter 
insertion site.

■■ Check that catheter is in artery (note waveform on oscilloscope), flush 
catheter, then attempt to obtain sample.

1. A client receiving a unit of packed red blood cells begins to 
vomit 15 minutes into the transfusion. What should the nurse do 
first?
1. Call for help.
2. Stop the transfusion.
3. Provide an emesis basin.
4. Increase infusing normal saline.

2. The nurse assigns the UAP to complete morning care for a client 
with a sequential compression device. What information should 
the nurse instruct the UAP to report to the nurse?
1. Presence of pulses in the client’s feet
2. Condition of the skin under the devices
3. Amount of time the devices were turned off
4. Sensation and movement of the client’s feet

3. A new graduate is using an automated external defibrillator (AED) 
for a client who was discovered without a pulse. For which rea-
son should the charge nurse intervene?
1. Resuming CPR after discharging the AED
2. Loudly stating “Clear” before discharging the AED
3. Stopping compressions for the AED to analyze the client’s 

rhythm
4. Placing electrode pads below the right clavicle and above the 

left nipple

4. The nurse evaluates the ability of the UAP to complete a 12-lead 
electrocardiogram for a client. Which lead placement should the 
nurse correct before the measurement is recorded?
1. Green lead placed on the client’s left leg
2. White lead placed on the client’s right wrist
3. V2 placed at the fourth intercostal space, left sternal border
4. V6 placed at the fifth intercostal space, left midclavicular line

5. A client is prescribed 3-lead telemetry to monitor atrial fibrillation. 
Which lead approach should the nurse use to obtain the best 
assessment of this client’s atrial functioning?
1. Lead I
2. Lead II
3. Lead III
4. Lead aVL

6. The nurse notes the following when analyzing a client’s cardiac 
rhythm strip: atrial rate 60; ventricular rate 42; QRS width 0.10 
seconds. Which diagnostic test should the nurse anticipate to 
determine the best treatment for this client’s rhythm?
1. Digoxin level
2. T3 and T4 levels
3. Arterial blood gases
4. Serum electrolyte levels

7. The nurse visits the home of a client with a newly inserted per-
manent pacemaker. Which observation indicates that the client 
would benefit from additional teaching about the device?
1. Medical alert bracelet on the right wrist
2. Telephone transmission device installed
3. Pacemaker information card in the wallet
4. Cell phone in shirt pocket over the pacemaker

8. A new graduate reports that a client’s arterial blood pressure 
monitor reading is 20 mmHg higher than the measurement from 
the previous shift. What should the nurse assess first to deter-
mine the reason for the change in measurement?
1. Calibration process
2. Pressure bag setting
3. Arterial site dressing
4. Angle of the head of the bed

REVIEW Questions 

Note: For answers and rationales for the review questions, go to Appendix A or your Pearson MyLab Nursing and eText.
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EXPECTED OUTCOME UNEXPECTED OUTCOME POSSIBLE INTERVENTIONS
General Assessment
Height and weight are obtained and recorded.

Patient’s weight varies more than 
expected from one day to the next.

■■ Verify time of day weights were measured.
■■ Verify if same scale was used for both weights.
■■ Verify equipment’s reliability.
■■ Verify what clothing or linen was on the patient 

when weighed on both days.
■■ Verify I&O record for sources of fluid loss or gain.
■■ Verify MAR for medications that alter fluid balance 

(e.g., diuretics).

Vital Signs
Temperature is within normal range.

Fever develops. ■■ Verify possible sources of infection and take 
preventive measures.

■■ Notify healthcare provider as needed.
■■ Implement cooling methods if temperature is 

dangerously high, such as tepid sponge bath, 
cool oral fluids, ice packs, or antipyretic drugs as 
ordered.

■■ Assess all vital signs.

Temperature is within normal range. Temperature remains elevated 
because of bacterial-produced 
pyrogens.

■■ Request order to obtain culture of possible 
sources of infection.

■■ Give antipyretics and other drugs as ordered.
■■ Decrease room temperature and remove excess 

covers.
■■ Give tepid sponge bath.

Temperature remains subnormal. ■■ Assess for blood clots; extreme low temperature 
can cause vasoconstriction.

■■ Implement measures to promote vasodilation 
(application of warmth).

■■ If extremity is ischemic, monitor that heat source 
does not exceed body temperature.

Pulse is palpated without difficulty. Apical, femoral, and carotid pulses 
are absent.

■■ Assess all vital signs and status of the patient.
■■ Immediately call for the rapid response team.
■■ Initiate CPR immediately.
■■ Use Doppler device to assess for presence of pulse.

Peripheral pulse is absent. ■■ Assess for other signs and symptoms of 
circulatory impairment.

Respiratory rate, rhythm, and depth are within 
normal limits.

Apnea (absence of breathing) 
occurs, may be intermittent.

■■ Assess patient for pulse.
■■ Begin rescue breathing at the rate of 12 per 

minute for an adult or 20 per minute for a child.

Labored, difficult, or noisy respirations are 
assessed.

Kussmaul respirations occur (deep 
and gasping breaths—more than 
20 breaths/min).

■■ Implement orders for diabetic ketoacidosis, renal 
failure, or septic shock.

The presence of factors that can alter blood 
pressure readings is identified.

Blood pressure reading is 
abnormally high without apparent 
physiological cause.

■■ Verify that proper BP cuff size was used.
■■ Verify BP cuff was snug.
■■ Ask if patient has pain, was anxious, had just 

consumed caffeine, or had just exercised.
■■ Verify blood pressure on both arms. The normal 

difference from arm to arm is usually about 5 mmHg.
■■ Ask patient to sit and rest for 15 minutes and 

then retake blood pressure reading.

Accurate readings are taken by using the 
correct BP cuff size and procedure.

Blood pressure cannot be 
measured on upper extremity due 
to casts, dialysis shunt, or surgical 
procedure.

■■ Use thigh of lower extremity to obtain blood 
pressures.

■■ Be sure to document site where blood pressure 
reading was obtained.

Hypotension (systolic pressure less 
than 90 mmHg) develops.

■■ Take all vital signs more frequently until condition 
has stabilized.

■■ Place patient in supine position with lower 
extremities elevated 45 degrees.

■■ Assess cause of hypotension, and notify 
healthcare provider.

■■ Increase or administer fluids as ordered by 
healthcare provider.

■■ Observe postoperative patients for signs of bleeding.
■■ Administer oxygen.
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■■ Skills Hub, The Skills Hub app meets students where 
they are - on their smartphones and tablets - by provid-
ing procedural steps, skills videos, assessment, and pro-
gress tracking in one mobile application. Access to Skills 
Hub may be packaged with Pearson materials or pur-
chased as a standalone item.

Resources
Instructor Resources

■■ New! Instructor’s Resource Manual facilitates active 
learning in the classroom, lab, and clinical environment 
with class-tested interactive hands-on and cognitive exer-
cises to help students apply concepts and exemplars.

■■ New! Test Bank offers test items written in NCLEX-like 
language.

■■ New! Image Library provides all the text’s illustrations 
and photos to enhance your PowerPoint presentations 
and other materials.

■■ Skills Checklists deliver editable check-offs for each 
skill to assess students’ competency, which can be used as 
is or can be tailored to meet local requirements.

Student Resources
■■ New! Enhanced eText, available via MyLab Nursing Con-

cepts, offers a rich and engaging learning experience with 
interactive activities and exercises. Note: Access requires 
an adoption of MyLab Nursing Concepts.

■■ RealEHRprep with iCare, Developed as a partnership 
between iCare and Pearson Education, RealEHRPrep 
with iCare provides access to a real electronic health 
record system developed by healthcare information tech-
nology, and documentation activities created by educa-
tion experts. Providing an environment that mirrors the 
point-of-care, students can document assessments, plan 
care, administer medications, communicate with other 
healthcare providers, and more.

Access to RealEHRPrep with iCare may be packaged 
with Pearson materials or purchased as a standalone item.

x
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Bed or Chair Alarm, Exit Monitor Device: 
Applying, SKILL 15.8

648

Bed Positions for Patient Care: Using, SKILL 9.7 402

Bedmaking: Occupied, Unoccupied, SKILL 2.2 103

Bedpan: Assisting, SKILL 4.6 239

Biophysical Profile Criteria Scoring: Assessing, 
SKILL 14.5

595

Bladder Irrigation: Continuous, SKILL 4.7 240

Bladder Irrigation: Providing, SKILL 4.8 241

Bladder Scanner: Using, SKILL 4.1 228

Blood Conservation Process: Using, SKILL 12.18 33

Blood Pressure: Newborn, Infant, Child, Adult, 
Obtaining, SKILL 1.5

11

Blood Product Verification: Performing, 
SKILL 12.2

5

Blood Products: Administering, SKILL 12.1 528

Blood Specimen from Port: Obtaining, SKILL 5.5 304

Blood Transfusion: Administering, SKILL 12.2 529

Blood Transfusion: Monitoring, SKILL 12.2 6

Blown Vein Occurs: Responding to, SKILL 5.15 332

BMI Table: Using, SKILL 10.1 437

Body Mass Index (BMI): Assessing, SKILL 10.1 436

Body Mechanics: Using, SKILL 9.1 388

Bowel Diversion Ostomy Appliance: Changing, 
SKILL 4.18

262

Bowel Routine, Develop Regular: Assisting, 
SKILL 4.17

261

Breast Self-Examination: Teaching, SKILL 1.12 38

Breastfeeding: Assisting, SKILL 14.16 612

Breasts and Axilla: Assessing, SKILL 1.12 35

Breath Sounds, Normal and Adventitious: 
Assessing, SKILL 1.27

88

Calculating BMI with Formula: Using, SKILL 10.1 436

Calculating Calories, IV Infusion: Assessing, 
SKILL 5.7

307

Calculating Flow Rate Manually: Using, SKILL 5.7 308

Calculating Fluid Balance for Exchanges and 
Cumulative Amounts: Performing, SKILL 4.25

280

Calibrate (zero out) System: Performing, 
SKILL 12.17

31

Cane: Assisting, SKILL 9.13 415

Capillary Blood Specimen for Glucose:  
Measuring, SKILL 8.4

380

Cardiac Compressions, External: Performing, 
SKILL 11.22

518

Cardiac Implantable Electronic Devices (CIEDs): 
Assessing, SKILL 12.12

26

Cardiac Rhythms, Dysrhythmias: Assessing and 
Treating, SKILL 12.11

21

Care as Dying Patient’s Condition Changes: 
Providing, SKILL 3.13

221

Care for Patient with Torso or Belt Restraint: 
Providing, SKILL 15.12

654

Skills List by Key Word  xiii 

(continued on next page)

SKILLS List by Key Word*
Items in black are major skills. Items in red are minor skills embedded within a major skill.

3-Lead or 5-Lead Electrode Telemetry Placement: 
Using, SKILL 12.10

19

Abdomen: Assessing, SKILL 1.10 30

Abdominal Binder: Applying, SKILL 16.2 663

Abuse: Newborn, Infant, Child, Older Adult, 
Assessing for, SKILL 15.1

636

After a Patient Falls: Assessing and Managing, 
SKILL 15.2

639

After Removal of Staple or Suture, Wound Care at 
Home: Teaching, SKILL 16.16

698

Airway Obstruction: Clearing, SKILL 11.21 516

Airway, Nasopharyngeal: Inserting, SKILL 11.11 493

Airway, Oropharyngeal: Inserting, SKILL 11.12 494

Alcohol-Based Hand Rub: Using, SKILL 13.2 573

Allen Test: Performing, SKILL 12.16 556

Altered Breathing Patterns and Sounds: 
Assessing, SKILL 1.8

23

Ambulating Patient: Assisting, SKILL 9.3 394

Amniocentesis: Assisting, SKILL 14.1 587

Amniotomy (Artificial Rupture of Membranes): 
Assisting, SKILL 14.7

597

Ankle-Brachial Index (ABI) Reading: Assessing, 
SKILL 16.6

673

Antepartum Pelvic Examination: Assisting,  
SKILL 14.3

592

Antepartum, Maternal and Fetal: Assessing, 
SKILL 14.2

588

Antiembolism Stockings: Applying, SKILL 12.5 534

Anus: Assessing, SKILL 1.11 34

Apgar Score: Assessing, SKILL 14.21 621

Apgar Scoring and Interpretation: Using and 
Treating, SKILL 14.21

621

Appearance and Mental Status: Assessing, 
SKILL 1.1

3

Apply Electrode Pads, Initiate Rhythm Analysis, 
Defibrillate as Indicated: Performing, SKILL 12.8

15

Arterial Blood Gas (ABG) Values, Acid-Base 
Imbalances: Using, SKILL 12.18

34

Arterial Blood Pressure: Monitoring, SKILL 12.17 557

Arterial Blood Samples: Withdrawing, 
SKILL 12.18

558

Arterial Line: Caring for, SKILL 12.19 560

Arterial Ulcer Treatment: Assessing and 
Performing, SKILL 16.6

674

Assistive Devices at Home: Using, SKILL 9.15 422

Assistive Moving Patient Equipment: Using, 
SKILL 9.1

390

Automated Dispensing System: Using,  
SKILL 2.10

124

Automated External Defibrillator (AED): Adult, 
Using, SKILL 12.8

541

Bar-Code Medication Administration System: 
Using, SKILL 5.11

323

Bathing: Newborn, Infant, Child, Adult, SKILL 2.1 95

*Related Concepts can be found in Nursing: A Concept-Based Approach to Learning, Volumes 1 and 2, Third Edition.
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Coroner Cases, Precautions When Patient has 
Infectious Disease, Family Viewing the Body: 
Providing Care (text)

223

Cranial Nerves: Assessing, SKILL 1.22 69

Crutch Gait Specific for Patient Needs: Teaching, 
SKILL 9.14

416

Crutches for Patient: Measuring, SKILL 9.14 420

Crutches: Assisting, SKILL 9.14 416

Deep Tendon Reflexes and Clonus: Assessing, 
SKILL 14.4

593

Dementia, Patient with: Bathing, SKILL 2.1 101

Dentures, Artificial: Caring for, SKILL 2.7 119

Diabetes: Managing, SKILL 8.5 383

Dialysis, Peritoneal: Catheter Insertion, Assisting, 
SKILL 4.24

277

Dialysis, Peritoneal: Procedures, Assisting, 
SKILL 4.25

279

Diet, Therapeutic: Managing, SKILL 10.2 437

Direct Pressure: Applying, SKILL 12.3 532

Disposable Inner Cannula: Using, SKILL 11.17 508

Doppler to Measure Fetal Heart Rate: Using, 
SKILL 14.10

602

Doppler Ultrasound Device: Using,  
SKILL 1.6

20

Dosages: Calculating, SKILL 2.14 133

Dressing, Alginate: Applying, SKILL 16.10 682

Dressing, Dry: Changing, SKILL 16.4 665

Dressing, Hydrocolloid: Applying, SKILL 16.11 683

Dressing, Sterile: Changing, SKILL 16.5 668

Dressing, Transparent: Applying, SKILL 16.12 686

Dressing, Venous Ulcer: Changing, SKILL 16.6 671

Dressing, Wet-to-Moist: Applying, SKILL 16.7 674

Dry Cold: Applying, SKILL 3.8 210

Dry Heat: Applying, SKILL 3.9 212

During Circumcision and Post Circumcision: 
Providing Care, SKILL 14.22

622

Dying Patient: Physiological Needs, Managing, 
SKILL 3.13

219

Ears: Hearing Acuity, Assessing: SKILL 1.13 39

Eating Assistance: Providing, SKILL 10.3 440

ECG Waves, Intervals, Duration, Regularity: 
Measuring and Assessing, SKILL 12.11

20

ECG, 12-Lead: Recording, SKILL 12.9 542

ECG, Leads: Applying, SKILL 12.10 543

ECG, Strip: Interpreting, SKILL 12.11 546

Elastic Bandage: Applying, SKILL 16.8 676

Electrical Safety for External Pacemaker: 
Providing, SKILL 12.12

25

Electrical Stimulation: Using, SKILL 16.13 689

Electrode and Skin Care: Assessing and 
Monitoring, SKILL 12.10

18

Electrode Placement, 12-Lead ECG: Applying, 
SKILL 12.9

16

Electromagnetic Interference Restrictions: 
Teaching, SKILL 12.13

27

Electronic Blood Pressure Monitoring Device: 
Using, SKILL 1.5

15

xiv  Skills List by Key Word

Care for Patient with Wrist or Ankle Restraint: 
Providing, SKILL 15.13

656

Cast Care at Home: Teaching, SKILL 9.16 425

Cast, Initial: Caring for, SKILL 9.16 422

Cast, Ongoing for Plaster and Synthetic: Caring 
for, SKILL 9.17

425

Casting Material: Selecting, SKILL 9.16 422

Central Line Dressing: Changing, SKILL 5.2 296

Central Line Infusion or Medication: 
Administering, SKILL 5.4

301

Central Line: Infusing Intravenous Fluids, 
SKILL 5.3

298

Central Line: Managing, SKILL 5.4 300

Changing Fecal Ostomy Pouch at Home: 
Teaching, SKILL 4.22

276

Changing Peritoneal Dialysis Catheter Site 
Dressing at Home: Teaching, SKILL 4.25

282

Characteristics of Chest Tube Drainage: 
Assessing, SKILL 11.19

515

Chest Drainage System Remains Closed and 
Patent: Assessing and Monitoring, SKILL 11.18

510

Chest Physiotherapy: Preparing Patient, 
SKILL 11.4

478

Chest Tube Drainage: Maintaining, SKILL 11.18 509

Chest Tube Drainage: Assessing, SKILL 11.18 511

Chest Tube Insertion: Assisting, SKILL 11.19 512

Chest Tube Removal: Assisting, SKILL 11.20 515

Circulation and Neurological Status, Cast: 
Assessing, SKILL 9.16

424

Circumcision: Caring for, SKILL 14.22 622

Closed Intermittent Bladder Irrigation: Performing, 
SKILL 4.8

243

Closed Wound Drain Care at Home: Teaching, 
SKILL 16.3

665

Closed Wound Drains: Maintaining, SKILL 16.3 664

Colostomy: Irrigating, SKILL 4.19 265

Comfort Care, Child and Adult: Providing (text) 219

Commode: Assisting, SKILL 4.9 244

Common Abbreviations/Symbols, Medication 
Administration: Using, SKILL 2.11

129

Completion of Gowning: Performing, SKILL 13.5 13

Complication of Mechanical Ventilator 
Precautions: Applying, SKILL 11.10

492

Complications of Phototherapy: Assessing and 
Monitoring, SKILL 14.26

630

Compression Stocking Size: Measuring,  
SKILL 12.5

9

Compression Therapy: Applying, SKILL 16.6 674

Confirm Rh Immune Globulin Indicated: 
Assessing, SKILL 14.6

596

Continuous Ambulatory Peritoneal Dialysis (CAPD) 
at Home: Teaching, SKILL 4.25

281

Continuous Positive Airway Pressure (CPAP) or 
Biphasic Positive Airway Pressure (BiPAP): 
Assessing, SKILL 11.8

487

Contraindications to Use of Sequential Compres-
sion Devices: Assessing, SKILL 12.7

14

Conversion Drop Factors, IV Tubing Administra-
tion Sets: Using, SKILL 5.7

307

Cooling Blanket: Applying, SKILL 3.7 208

A01_NURS6834_03_SE_FM.indd Page 14  11/14/17  11:19 AM f-0039 /203/PH03228/9780134616834_NA/NA_CLINICAL_NURSING_SKILLS_A_CONCEPT_BASED_APPROACH ...



Gown Change for Patient with IV: Assisting, 
SKILL 2.1

100

Gravity Controller Device or Infusion Pump: Using, 
SKILL 5.7

308

Hair: Assessing, SKILL 1.16 53

Hair: Caring for, SKILL 2.5 113

Hand Hygiene: Performing, SKILL 6.1 341

Head Lice and Nits Infestation: Assessing and 
Treating, SKILL 2.5

115

Head-to-Toe Assessment: Performing (text) 3

Healthcare Staff Safety: Providing, SKILL 15.5 645

Healthy Eating on a Therapeutic Diet: Teaching, 
SKILL 10.2

439

Healthy Fluid Intake: Teaching, SKILL 5.1 295

Healthy Nutrition at Home: Teaching, SKILL 10.5 445

Hearing Acuity: Screening, SKILL 1.13 40

Hearing Aid: Removing, Cleaning, and Inserting, 
SKILL 2.6

116

Heart and Central Vessels: Assessing, SKILL 1.17 54

Heat and Cold Indications: Using (text) 208

Heat and Cold Physiological Effects: Using (text) 207

Height: Newborn, Infant, Child, Adult, Measuring, 
SKILL 1.2

7

Hemodialysis: Central Venous Dual-Lumen 
Catheter, Caring for, SKILL 4.26

282

Hemodialysis: Procedures, Caring for, Assisting, 
SKILL 4.27

283

Huber Needle: Inserting, SKILL 5.5 304

Hydraulic Bathtub Chair: Using, SKILL 2.1 101

Hydraulic Lift: Using, SKILL 9.4 396

Hygiene Care, Personal: Assisting (text) 100

Hypoxia, Signs and Symptoms: Assessing, 
SKILL 11.9

490

Immobilizer, Mummy: Applying, SKILL 15.9 649

Immobilizer, Papoose Board: Applying, 
SKILL 15.10

651

Impending Clinical Death Manifestations: 
Assessing, SKILL 3.13

219

Implanted Vascular Access Devices: Managing, 
SKILL 5.5

303

Incentive Spirometer: Using, SKILL 11.5 479

Increased Intracranial Pressure: Assessing for, 
SKILL 7.2

366

Induction of Labor with Oxytocin and Other 
Agents: Assisting and Caring for Patient, 
SKILL 14.12

604

Indwelling Catheter Care at Home: Teaching, 
SKILL 4.12

252

Inefficient Dilation of Vein: Intervening, SKILL 5.15 330

Infusing and Removing the Dialysate in Peritoneal 
Dialysis: Performing, SKILL 4.25

280

Infusion Device: Discontinuing, SKILL 5.6 305

Infusion Flow Rate Using Controller or IV Pump: 
Regulating, SKILL 5.7

307

Infusion Initiated, Peripheral Site or Central Line: 
Performing, SKILL 5.9

313

Infusion Intermittent Device: Maintaining, 
SKILL 5.8

310

Skills List by Key Word  xv 

Empty Drainable Bowel Diversion Ostomy Pouch: 
Performing, SKILL 4.18

265

Endocrine Disorders: Assessing, SKILL 8.1 373

Endocrine Disorders: Complementary Health 
Approaches, SKILL 8.2

376

Endotracheal Tube: Caring for, SKILL 11.13 496

Enema and Retention Enema: Administering, 
SKILL 4.20

267

Enteric Contact Precautions: Using, SKILL 6.2 344

Environmental Safety: Healthcare Facility, 
Community, Home, SKILL 15.5

644

Epidural: Assisting and Caring for Patient,  
SKILL 14.8

599

Extremity and Pin Insertion Site Care:  
Providing, 9.18

430

Eyes and Contact Lenses: Caring for: SKILL 2.3 110

Eyes: Visual Acuity, Assessing, SKILL 1.14 44

Failure of Pacemaker to Sense or Capture: 
Assessing, SKILL 12.14

28

Fall Prevention When Ambulating: Assessing Risk, 
SKILL 9.3

395

Fall Prevention: Assessing and Managing,  
SKILL 15.2

638

Fecal Impaction: Removing, SKILL 4.21 270

Fecal Occult Blood Test (Hemoccult Test): 
Performing, SKILL 4.2

230

Fecal Ostomy and Skin: Assessing, SKILL 4.22 272

Fecal Ostomy Pouch: Applying, SKILL 4.22 272

Feeding, Continuous, Nasointestinal/Jejunostomy 
with a Small-Bore Tube: Administering, 
SKILL 10.6

446

Feeding, Gastrostomy or Jejunostomy Tubes: 
Administering, SKILL 10.7

449

Feet Care at Home: Teaching, SKILL 2.4 113

Feet: Caring for, SKILL 2.4 111

Fetal External Electronic: Monitoring, SKILL 14.9 600

Fetal Heart Rate: Auscultating, SKILL 14.10 602

Fetal Internal Scalp Electrode Placement: 
Monitoring, SKILL 14.11

602

Fetal Scalp Electrode Contraindications: 
Assessing, SKILL 14.11

603

Fetal Well-Being, Nonstress Test and Biophysical 
Profile: Assessing, SKILL 14.5

594

Fire Safety: Healthcare Facility, Community, 
Home, SKILL 15.6

646

First Voiding and Output After Catheter Removal: 
Assessing, SKILL 4.11

247

Flow-Oriented or Volume-Oriented: Using,  
SKILL 11.5

479

Fluid Intake and Output Sources: Assessing (text) 292

Fracture Bedpan: Using, SKILL 4.6 239

Fresh Frozen Plasma, Platelets, and Red Blood 
Cells, Modified Blood Products (Washed, 
Irradiated, or Leukocyte-Removed Blood): Using, 
SKILL 12.1

3

Gastric Lavage: Performing, SKILL 10.8 452

Genitals and Inguinal Area: Assessing,  
SKILL 1.15

49

Glasgow Coma Scale: Using, SKILL 7.1 362

(continued on next page)
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xvi  Skills List by Key Word

Infusion Pump and “Smart” Pump: Using,  
SKILL 5.11

320

Infusion Syringe Pump: Using, SKILL 5.12 324

Infusion: Initiating, SKILL 5.9 313

Infusion: Maintaining, SKILL 5.10 318

Initiating Hemodialysis with Arteriovenous Fistula or 
Graft: Assessing and Assisting, SKILL 4.27

284

Injection Sites for Medication, Parenteral Routes: 
Selecting (text)

161

Injection, Intradermal: Administering, SKILL 2.30 162

Injection, Intramuscular: Administering, 
SKILL 2.31

164

Injection, Subcutaneous Anticoagulants: 
Administering, SKILL 2.33

168

Injection, Subcutaneous: Administering,  
SKILL 2.32

166

Injection, Z-Track Method: Using, SKILL 2.34 170

Inserting and Removing the Arterial Cannula: 
Assisting, SKILL 12.19

35

Insulin Injection: Using a Syringe, Pen, or Pump, 
SKILL 2.35

172

Insulin Types and Therapeutic Actions: Using, 
SKILL 2.35

173

Intake and Output: Measuring, SKILL 5.1 293

Intermittent Self-Catheterization at Home: 
Teaching, SKILL 4.12

252

Intracranial Pressure: Monitoring and Caring for, 
SKILL 7.2

364

Intrapartum Vaginal Examination: Assisting, 
SKILL 14.14

609

Intrapartum, Maternal and Fetal: Assessing, 
SKILL 14.13

606

Intubation, Maintenance, Extubation: Assisting, 
SKILL 11.13

497

Irrigating the Colostomy at Home: Teaching, 
SKILL 4.19

267

Isolation Precautions: Performing(text) 345

Isolation, Attire: Donning and Doffing, SKILL 6.3 346

Isolation, Double-Bagging: Using, SKILL 6.5 352

Isolation, Equipment, Specimens: Removing, 
SKILL 6.6

352

Isolation, Patient and Others: Caring for, 
SKILL 6.4

350

Isolation, Transporting Patient Outside Room, 
SKILL 6.7

355

Jackson-Pratt or Hemovac Drain: Managing, 
SKILL 16.3

665

Laboratory Tests for Endocrine Disorders: 
Assessing, SKILL 8.1

375

Large-Volume and Small-Volume Enemas for 
Pediatric Patients: Administering, SKILL 4.20

267

Leg Drainage Bag or Urinary Drainage System: 
Applying, SKILL 4.14

256

Lifestyle/Behavioral Modification Strategies, 
Endocrine Disorders: Teaching, SKILL 8.2

377

Lipid Side Effects with Lipid Infusion: Assessing, 
SKILL 10.13

464

Lipids, IV Infusion: Providing, SKILL 10.13 463

Lochia Amount Guide: Using, SKILL 14.17 616

Lochia: Evaluating, SKILL 14.17 615

Locking Catheters, Saline or Heparin Solution: 
Using, SKILL 5.8

312

Logrolling Patient in Bed, SKILL 9.5 398

Long-Term Mechanical Ventilation at Home: 
Teaching, SKILL 11.10

492

Lumbar Puncture: Assisting, SKILL 7.3 366

Maintain Infusion System: Teaching, SKILL 5.10 320

Maintaining Fluid Intake: Teaching, SKILL 5.1 293

Massage for Boggy Uterine Fundus: Performing, 
SKILL 14.20

620

Mealtime Fluid Portions: Assessing, SKILL 5.1 293

Mealtime: Complementary Health Approaches, 
SKILL 10.4

442

Mean Arterial Blood Pressure: Obtaining, 
SKILL 12.19

35

Medication Ampules: Removing, SKILL 2.13 132

Medication by Enteral Tube: Administering, 
SKILL 2.18

140

Medication Safety at Home: Teaching (text) 131

Medication Safety Measures: Performing,  
SKILL 2.11

129

Medication to Intravenous Fluid Containers: 
Adding, SKILL 2.36

177

Medication Using a Secondary Set: Administering 
Intermittent Intravenous, SKILL 2.37

179

Medication Using IV Push: Administering 
Intravenous, SKILL 2.38

182

Medication Vials: Removing, SKILL 2.16 136

Medication: Ear, Administering SKILL 2.17 138

Medication: Eye, Administering SKILL 2.19 142

Medication: Inhaler, Dry Powder, Administering, 
SKILL 2.20

144

Medication: Inhaler, Metered-Dose, Administering, 
SKILL 2.21

145

Medication: Nasal, Administering, SKILL 2.22 147

Medication: Nebulized, Non-Pressurized Aerosol 
(NPA), Administering, SKILL 2.23

148

Medication: Oral, Administering, SKILL 2.24 149

Medication: Preparing and Administrating,  
SKILL 2.11

126

Medication: Rectal, Administering, SKILL 2.25 153

Medication: Sublingual, Administering,  
SKILL 2.26

154

Medication: Topical, Applying, SKILL 2.27 156

Medication: Transdermal Patch, Applying  
SKILL 2.28

157

Medication: Vaginal, Administering, SKILL 2.29 158

Medications to Relieve Pain: Administering, 
SKILL 3.5

204

Medications Using One Syringe: Mixing!,  
SKILL 2.15

134

Minimize Pain of Intradermal, Intramuscular, 
Subcutaneous Injections: Administering (text)

161

Modifications to Help Maintain Therapeutic Diets: 
Applying, SKILL 10.2

438

Moist Pack and Tepid Sponges: Applying,  
SKILL 3.10

214

Moist Wound Dressings: Selecting and Using, 
SKILL 16.11

684
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Skills List by Key Word  xvii 

Moisture-Retentive Dressings: Comparing, 
SKILL 16.11

685

Monitor Fluid Intake and Output: Assessing, 
SKILL 5.1

294

Monitor for Complications: Assessing, SKILL 5.4 302

Monitor IV Fluid Type, Tubing, Infusion Rate, 
Leaking: Assessing, SKILL 5.10

318

Monitor IV Site for Complications: Assessing, 
SKILL 5.10

319

Mouth and Oropharynx: Assessing, SKILL 1.18 58

Mouth: Regular and for the Unconscious or 
Debilitated Patient, Caring for, SKILL 2.7

117

Moving Patient Up in Bed, SKILL 9.6 400

Moving, Turning, and Lifting Body Mechanics: 
Using, SKILL 9.1

389

Musculoskeletal Changes That Affect ROM: 
Supporting, SKILL 9.2

393

Musculoskeletal System: Assessing, SKILL 1.19 61

Nail Care, SKILL 2.4 112

Nails: Assessing, SKILL 1.20 64

Narcotic Control System: Using, SKILL 2.12 130

Nasal Cannula, Simple Face Mask, Partial 
Rebreather Mask, Nonrebreather Mask, Venturi 
Face Mask, Face Tent: Applying and Monitoring, 
SKILL 11.8

485

Nasal Speculum: Using, SKILL 1.23 76

Nasogastric Tube: Feeding, SKILL 10.9 453

Nasogastric Tube: Flushing and Maintaining, 
SKILL 10.10

455

Nasogastric Tube: Inserting, SKILL 10.11 457

Nasogastric Tube: Removing, SKILL 10.12 461

Neck: Assessing, SKILL 1.21 65

Negative Pressure Wound Therapy: Using, 
SKILL 16.14

690

Neonatal Incubator and Infant Radiant Warmer: 
Using, SKILL 3.11

216

Neurologic Status: Assessing, SKILL 1.22 67

Newborn Thermoregulation: Assisting, 
SKILL 14.25

628

Newborn, Initial Bathing, SKILL 14.24 627

Newborn: Assessing, SKILL 14.23 623

Newborn’s or Infant’s Head, Chest, and 
Abdomen: Measuring, SKILL 1.3

8

NG Tube Feedings at Home: Teaching, 
SKILL 10.9

455

Nonpharmacological Approaches to Pain: 
Teaching (text)

202

Nonstress Test Interpretation: Assessing,  
SKILL 14.5

595

Nose and Sinuses: Assessing, SKILL 1.23 75

Nose and Throat Specimen: Collecting, 
SKILL 11.1

473

Nutrition: Assessing, SKILL 10.5 443

Nutritional Assessment Parameters: Using, 
SKILL 10.5

444

Ongoing Care During Hemodialysis: Performing, 
SKILL 4.27

285

Open Bladder Irrigation with Two-Way Indwelling 
Catheter: Performing, SKILL 4.8

243

(continued on next page)

Open-Suction and Closed-Suction System 
(In-Line Catheter): Using, SKILL 11.15

502

Oral Suctioning, SKILL 11.14 499

Orthopneic and Tripod Positions for Dyspnea: 
Using (text)

477

Otoscope for Examination: Using, SKILL 1.13 41

Oxygen Delivery Systems: Using, SKILL 11.8 484

Oxygen Hood or Tent for Pediatric Patients: 
Using, SKILL 11.8

488

Oxygen Therapy: Assessing and Monitoring, 
SKILL 11.8

488

Oxygen, Portable Cylinder: Using, SKILL 11.9 488

Pacemaker Failure: Assessing, SKILL 12.14 27

Pacemaker, Insertion: Assisting, SKILL 12.12 550

Pacemaker, Permanent: Teaching, SKILL 12.13 552

Pacemaker, Temporary: Maintaining, SKILL 12.14 553

Pain Daily Diary: Using, SKILL 3.1 196

Pain in Newborn, Infant, Child, or Adult: 
Assessing, SKILL 3.1

190

Pain Rating Scales: Using, SKILL 3.1 195

Pain Relief: Back Massage, SKILL 3.2 196

Pain Relief: Complementary Health Approaches, 
SKILL 3.3

198

Pain Relief: Transcutaneous Electrical Nerve 
Stimulation (TENS) Unit, Using, SKILL 3.4

201

Paracentesis: Assisting, SKILL 8.3 378

Parts of Medication Orders: Using, SKILL 2.11 129

PASS: Using a Fire Extinguisher, SKILL 15.6 647

Patient with Dysphagia or Dementia: Assisting, 
SKILL 10.3

441

Patient-Controlled Analgesia (PCA) Pump: Using, 
SKILL 3.5

203

Peak Expiratory Flow Rate: Measuring, 
SKILL 11.2

474

Penrose Drain: Managing, SKILL 16.9 680

Percutaneous Central Vascular Catheterization: 
Assisting, SKILL 5.13

325

Perineal-Genital Area: Caring for: SKILL 2.8 122

Peripheral Vascular System: Assessing,  
SKILL 1.24

77

Phototherapy Preparation to Newborn or Infant: 
Performing, SKILL 14.26

630

Phototherapy, Newborn, Infant: Providing, 
SKILL 14.26

630

Physiological Tolerance and Contraindications to 
Heat and Cold Therapies: Using (text)

207

PICC Line Dressing: Changing, SKILL 5.14 327

Pneumatic Compression Device: Applying, 
SKILL 12.6

537

Positioning Child for Injections or Intravenous 
Access (text)

166

Positioning Patient in Bed, SKILL 9.7 401

Post Procedure Amniotomy Care: Assessing and 
Monitoring, SKILL 14.7

598

Postmortem Care: Providing, SKILL 3.14 221

Postoperative Care, Surgical Amputation: 
Providing, SKILL 16.17

699

Postpartum, Maternal: Assessing, SKILL 14.18 617
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xviii  Skills List by Key Word

Postpartum, Perineum: Assessing, SKILL 14.19 618

Powdered Medications: Reconstituting,  
SKILL 2.16

138

PPE, Clean Gloves: Donning and Doffing, 
SKILL 6.8

356

PPE, Face Masks: Donning and Doffing, 
SKILL 6.9

357

Preoperative and Postoperative Care: Providing 
(text)

567

Preoperative Care, Surgical Amputation: 
Providing, SKILL 16.17

699

Preoperative Patient Teaching, SKILL 13.1 568

Pressure Dressing: Applying, SKILL 12.4 533

Pressure Injury: Preventing and Caring for,  
SKILL 16.15

693

Presurgery Hair Removal: Providing, SKILL 13.3 575

Preventing Complications with Immobility: 
Teaching, SKILL 9.18

429

Preventing Constipation: Teaching, SKILL 4.17 262

Preventing Postoperative Complications: 
Teaching, SKILL 13.1

570

Prevention of Central Line-Associated Blood-
stream Infection (CLABSI): Applying, SKILL 5.13

326

Prolapsed Cord: Caring for Patient, SKILL 14.15 611

Promoting Healthy Bowel Training: Teaching, 
SKILL 4.17

262

Promoting Healthy Breathing: Teaching,  
SKILL 11.6

481

Promoting Healthy Skin at Home: Teaching, 
SKILL 16.10

683

Promoting Self-Care, Comfort, Safety: Teaching, 
SKILL 9.17

427

Promoting Sleep at Home: Teaching, SKILL 3.6 206

Proper NG Tube Placement: Determining,  
SKILL 10.11

459

Protective Isolation Precautions: Using (text) 344

Pulse Oximeter: Using, SKILL 1.7 21

Pulse, Apical, and Peripheral: Obtaining, 
SKILL 1.6

16

Pursed-Lip Breathing, SKILL 11.6 481

Quick-Result Urine Tests: Performing, SKILL 4.5 237

RACE: Priorities for Fire Safety, SKILL 15.6 647

Radiant Warmer for Newborn: Using, 
SKILL 14.25

629

Range-of-Motion Exercises: Assisting, SKILL 9.2 390

Reactions to Blood Transfusion: Assessing and 
Treating, SKILL 12.2

5

Rectal Tube: Inserting, SKILL 4.23 276

REEDA Scale to Evaluate Perineum: Using, 
SKILL 14.19

619

Reflex Grading Scale: Using, SKILL 14.4 594

Removal of Cord Clamp: Performing, 
SKILL 14.27

632

Rescue Breathing: Performing, SKILL 11.23 521

Respirations: Newborn, Infant, Child, Adult, 
Obtaining, SKILL 1.8

22

Restraints and Alternatives: Caring for, 
SKILL 15.11

651

Restraints for Infant or Child: Applying (text) 656

Restraints, Torso and Belt: Applying, SKILL 15.12 653

Restraints, Wrist and Ankle: Applying, 
SKILL 15.13

654

Rh Immune Globulin: Administering, SKILL 14.6 596

Rights of Medication Administration: Performing, 
SKILL 2.11

128

Risk Factors of Skin Care: Teaching, SKILL 2.1 102

Risk Level Assessment for Safety: Using,  
SKILL 15.4

643

Risk of Patient for Skin Breakdown: Assessing, 
SKILL 16.15

693

Safety, Before, During, After Seizure Activity: 
Applying, SKILL 15.3

640

Salem Sump Tube: Using, SKILL 10.11 461

Saline Lock Care at Home: Teaching, SKILL 5.8 313

Saline Lock: Using, SKILL 2.37 181

Seizure Precautions at Home: Teaching,  
SKILL 15.3

642

Seizure Precautions: Implementing, SKILL 15.3 640

Self-Administration of Insulin by Patient: Teaching, 
SKILL 2.35

175

Self-Care of Urinary Suprapubic Catheter at 
Home: Teaching, SKILL 4.16

260

Sequential Compression Devices: Applying, 
SKILL 12.7

538

Shampooing Hair, SKILL 2.5 114

Shaving: Male Patient, SKILL 2.9 124

Sitting on Side of Bed (Dangling): Assisting, 
SKILL 9.8

406

Sitz Bath: Assisting, SKILL 3.12 217

Skin Lesions: Assessing, SKILL 1.25 81

Skin: Assessing, SKILL 1.25 79

Skull and Face: Assessing, SKILL 1.26 84

Sleep Promotion: Assisting, SKILL 3.6 205

Spacer with Metered-Dose Inhaler: Using,  
SKILL 2.21

146

Sputum Specimen: Collecting, SKILL 11.3 476

Staff Recovery from Patient Suicide: Supporting, 
SKILL 15.4

643

Staging a Pressure Injury: Performing, 
SKILL 16.15

694

Standard Precautions: Performing (text) 340

Staple and Suture: Removing, SKILL 16.16 696

Sterile Field: Maintaining, SKILL 13.4 576

Sterile Gown and Gloves: Donning (Closed 
Method), SKILL 13.5

578

Stool Specimen, Routine, Culture, and Ova, 
Parasites: Obtaining SKILL 4.2

229

Straight Catheter for Urine Specimen: Performing, 
SKILL 4.12

251

Stump: Positioning and Exercising, SKILL 16.17 698

Stump: Shrinking and Molding, SKILL 16.18 700

Suctioning at Home: Teaching, SKILL 11.14 501

Suctioning at Home: Teaching, SKILL 11.15 503

Suctioning, Oropharyngeal and Nasopharyngeal: 
Newborn, Infant, Child, Adult, SKILL 11.14

498

Suctioning, Tracheostomy or Endotracheal Tube, 
SKILL 11.15

502
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Universal Protocol for Preventing Wrong Site, 
Wrong Procedure, and Wrong Person Surgery: 
Using, SKILL 13.6

582

Urinal: Assisting, SKILL, 4.10 245

Urinary Catheter: Caring for and Removing, 
SKILL 4.11

246

Urinary Catheterization, Female and Male 
Patients: Performing, SKILL 4.12

250

Urinary Catheterization: Performing, SKILL 4.12 248

Urinary Diversion Pouch: Applying, SKILL 4.13 253

Urinary External Device: Applying, SKILL 4.14 255

Urinary Ostomy: Caring for, SKILL 4.15 257

Urinary Stoma and Skin: Assessing, SKILL 4.13 254

Urinary Suprapubic Catheter: Caring for,  
SKILL 4.16

259

Urine Specimen Bag for Newborn or Infant: 
Using, SKILL 4.5

236

Urine Specimen, Clean-Catch, Closed Drainage 
System for Culture and Sensitivity: Obtaining, 
SKILL 4.3

232

Urine Specimen, Ileal Conduit: Obtaining, 
SKILL 4.4

235

Urine Specimen, Routine, 24-Hour: Obtaining, 
SKILL 4.5

236

Using Restraints at Home: Teaching (text) 656

Using the Incentive Spirometer at Home: 
Teaching, SKILL 11.5

480

Uterine Contractions: Monitoring, SKILL 14.13 24

Uterine Fundus, After Vaginal or Caesarean Birth: 
Assessing, SKILL 14.20

619

Velcro Collar, One-Strip or Two-Strip Twill Ties 
Method: Using, SKILL 11.17

507

Venipuncture Site: Selecting, SKILL 5.15 330

Venipuncture: Initiating, SKILL 5.15 329

Ventilator Control Modes: Monitoring, 
SKILL 11.10

491

Ventilator, Mechanical: Caring for Patient,  
SKILL 11.10

490

Ventilator-Associated Pneumonia (VAP) 
Precautions: Applying, SKILL 11.10

493

Visual Acuity: Screening, SKILL 1.14 47

Volume-Control Infuser: Using, SKILL 2.37 181

Walker: Assisting, SKILL 9.15 421

Wearing Antiembolic Stockings at Home: 
Teaching, SKILL 12.5

11

Weight: Newborn, Infant, Child, Adult Measuring, 
SKILL 1.4

10

Wound Care at Home: Teaching, SKILL 16.9 681

Wound Cleansing or Irrigation: Performing, 
SKILL 16.4

666

Wound Debridement: Performing, SKILL 16.6 672

Wound Drainage Specimen: Obtaining, 
SKILL 16.1

661

Wound: Irrigating, SKILL 16.19 701

Y-Set Infusion Tubing Set-Up: Preparing,  
SKILL 12.2

4

Skills List by Key Word  xix 

Suicide: Caring for Suicidal Patient, SKILL 15.4 642

Supportive Devices for Patient Alignment: Using, 
SKILL 9.7

405

Surgical Asepsis: Maintaining, SKILL 13.4 577

Surgical Bed: Bedmaking, SKILL 2.2 109

Surgical Hand Antisepsis and Scrubs, SKILL 13.2 572

Surgical Patient: Preparing, SKILL 13.6 580

Surgical Safety Checklist: Using, SKILL 13.6 581

Surgical Site: Preparing, SKILL 13.3 574

Surgical Wound: Caring for, SKILL 16.9 679

Temperature: Newborn, Infant, Child, Adult, 
Obtaining, SKILL 1.9

24

Temperatures for Heat and Cold Applications: 
Using (text)

208

Temporary Cardiac Pacing, Transvenous, 
Epicardial: Monitoring, SKILL 12.15

554

Terminating Hemodialysis Session: Assisting, 
SKILL 4.27

285

Test for Fluid Leakage, Intrapartum: Assessing, 
SKILL 14.14

609

Testicular Self-Examination: Teaching, SKILL 1.15 53

Testing for Pinworms at Home: Teaching, 
SKILL 4.2

232

Thermal and Electrical Injuries: Preventing, 
SKILL 15.7

647

Thoracentesis: Assisting, SKILL 11.7 482

Thorax and Lungs: Assessing, SKILL 1.27 85

Tonicity of IV Fluids: Using, SKILL 5.9 314

Topical Glue for Wound Closure: Using, 
SKILL 16.16

698

Total Parental Nutrition (TPN), IV Infusion: 
Providing, SKILL 10.14

465

TPN Differences with Partial Parenteral 
Nutrition(PPN): Applying, SKILL 10.14

465

Tracheal Tube: Inflating the Cuff, SKILL 11.16 504

Tracheostomy Care at Home: Teaching, 
SKILL 11.17

509

Tracheostomy: Caring for, SKILL 11.17 505

Traction Care at Home: Teaching, SKILL 9.18 431

Traction, Skin and Skeletal: Caring for, SKILL 9.18 428

Transcutaneous Pacing (TCP): Assessing, 
SKILL 12.15

29

Transferring Patient Between Bed and Chair, 
SKILL 9.9

408

Transferring Patient Between Bed and Stretcher, 
SKILL 9.10

410

Transporting: Newborn, Infant, Toddler, SKILL 9.11 411

Troubleshooting Infusion Pump Alarm: Assessing, 
SKILL 5.7

307

Turning Patient: Lateral or Prone Position in Bed, 
SKILL 9.12

413

Two-Insulin Solutions Mixed in One Syringe, 
SKILL 2.35

177

Types of Wounds: Assessing (text) 660

Umbilical Cord Clamp: Caring for, SKILL 14.27 631
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Chapter 1 

Assessment

General Assessment
SKILL 1.1  Appearance and Mental Status: Assessing
SKILL 1.2  Height: Newborn, Infant, Child, Adult, 

Measuring
SKILL 1.3  Newborn’s or Infant’s Head, Chest, and 

Abdomen: Measuring
SKILL 1.4  Weight: Newborn, Infant, Child, Adult, 

Measuring

Vital Signs
SKILL 1.5  Blood Pressure: Newborn, Infant, Child, Adult, 

Obtaining
SKILL 1.6  Pulse, Apical and Peripheral: Obtaining
SKILL 1.7  Pulse Oximeter: Using
SKILL 1.8  Respirations: Newborn, Infant, Child, Adult, 

Obtaining
SKILL 1.9  Temperature: Newborn, Infant, Child, Adult, 

Obtaining

Physical Assessment
SKILL 1.10  Abdomen: Assessing
SKILL 1.11  Anus: Assessing

SKILL 1.12  Breasts and Axillae: Assessing
SKILL 1.13  Ears: Hearing Acuity, Assessing
SKILL 1.14  Eyes: Visual Acuity, Assessing
SKILL 1.15  Genitals and Inguinal Area: Assessing
SKILL 1.16  Hair: Assessing
SKILL 1.17  Heart and Central Vessels: Assessing
SKILL 1.18  Mouth and Oropharynx: Assessing
SKILL 1.19  Musculoskeletal System: Assessing
SKILL 1.20  Nails: Assessing
SKILL 1.21  Neck: Assessing
SKILL 1.22  Neurologic Status: Assessing
SKILL 1.23  Nose and Sinuses: Assessing
SKILL 1.24  Peripheral Vascular System: Assessing
SKILL 1.25  Skin: Assessing
SKILL 1.26  Skull and Face: Assessing
SKILL 1.27  Thorax and Lungs: Assessing

Chapter at a Glance

>>>> The Concept of Assessment
Assessment provides nurses with information about the psy-
chological, cognitive, and emotional well-being of patients that 
they can use to analyze the data critically, interpret it, and make 
clinical judgments to implement interventions for the best patient 
outcomes. Assessment includes many nursing skills and 
actions. It is the ability to observe and pay attention to signifi-
cant signs that are seen, heard, smelled, and sensed by touch. 
Nurses use the techniques of palpation, auscultation, and per-
cussion to perform physical assessment examinations. Nurses 
can measure and monitor temperatures, pulses, respirations, 

blood pressure readings, oxygen saturation, and pain. They can 
record and report data about the patient’s history and current 
state of health, illness, home medications, cultural and spiritual 
beliefs, and acute and chronic conditions. Assessment tools 
can be scales and indexes (e.g., the Braden Scale to assess for 
risk of pressure injury, the Glasgow Coma Scale to assess con-
sciousness, or a pain scale). Other tools such as the stetho-
scope, pulse oximeter, tape measure, thermometer, 
sphygmomanometer, and Doppler ultrasound (DUS) help 
nurses obtain assessment data.

Learning Outcomes
1.1 Summarize the role of observation when performing a gen-

eral assessment.
1.2 Differentiate between normal and abnormal temperatures 

over the lifespan.

1.3 Support the reasoning of using a pulse oximeter for the 
patient with a respiratory problem.

1.4 Explain the examination procedures when doing a physical 
assessment using a head-to-toe framework.
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2  Chapter 1  Assessment

1.5 Give examples of maneuvers used to test muscle strength 
throughout the body.

1.6 Explain lifespan considerations when performing a neuro-
logic assessment on the older adult.

1.7 Differentiate between normal and abnormal breath 
sounds.

1.8 Demonstrate peripheral pulse assessment of an extremity.

The following feature links some, but not all, of the concepts 
related to assessment. They are presented in alphabetical order.

Concepts Related to
Assessment

CONCEPT
RELATIONSHIP TO 
ASSESSMENT NURSING IMPLICATIONS

Caring Interventions Individualize patient care to best 
meet needs of patient

■■ Provide competent and compassionate nursing care to all patients
■■ Build awareness of self-care

Clinical Decision 
Making

Utilize assessment data to make 
clinical judgments about patient and 
set priorities of care

■■ Provide data to analyze, interpret, and implement nursing 
interventions to meet patient needs

■■ Clarify priority order of care to provide a variety of patients

Health, Wellness, and 
Illness

Build self-awareness of health, 
wellness, and illness status

■■ Provide support and encouragement to help patient change level 
of health, wellness, and illness

Safety Support recognition of safety and 
quality care for patients and others

■■ Provide data to ensure correction of unsafe conditions for patient 
and others in maintaining a safe environment

■■ Include assessment techniques for patient and nurse safety

Skin Integrity Observe any skin breakdown and 
monitor surgical wounds

■■ Provide data to recognize skin integrity alterations
■■ Monitor and evaluate healing progression resulting from nursing 

interventions

Health assessment, which is the collection and interpreta-
tion of data regarding the patient’s previous and cur-

rent health status, is one of the most important professional 
responsibilities of the registered nurse. Vigilance in perform-
ing relevant assessment techniques, determining the mean-
ing of the findings, and taking appropriate action based on 
the evaluation of the data are central aspects of effective 
nursing care and cannot be delegated to those without the 
requisite skills and knowledge.

A holistic approach to assessment focuses on all aspects 
of the patient’s mind and body to identify concerns that 
need to be addressed, including psychological, social, cul-
tural, and spiritual health. Nurses gather subjective data 
from talking with the patient and or family and objective 
data from examining the patient. Experienced nurses may 
also use intuitive skills to notice significant cues about the 
patient.

Nurses can perform a comprehensive physical assess-
ment of each individual body system. In practice, how-
ever, the generalist nurse performs a screening assessment 
of all systems (sometimes referred to as a head-to-toe 
assessment) when first encountering the patient and then 
more detailed focused assessments of particular systems 
as indicated by the patient’s condition. Independent clini-
cal judgment drives the selection of those components for 
which an assessment is indicated. Box 1–1 >> presents the 

order generally followed in performing a head-to-toe assess-
ment. Advance practice nurses such as nurse practitioners 
may perform much more in-depth assessments of specific 
systems.

The traditional vital signs are body temperature, pulse, 
respirations, and blood pressure. Some healthcare facili-
ties refer to pain as a fifth vital sign. Remembering that 
pain is an individual experience for patients relative to 
their medical history and current health status, nurses 
individualize their interventions for each patient. In addi-
tion, the effectiveness of respirations and circulation is 
commonly measured noninvasively through pulse oxime-
try (see Skill 1.7) at the same time as other vital signs. 

All these signs, when looked at both individually and 
collectively, enable nurses to monitor the functions of the 
body. Vital signs can reflect changes that otherwise might 
not be observed. Monitoring a patient’s vital signs should 
not be an automatic or routine procedure; it should be a 
thoughtful scientific assessment. Vital signs should be 
evaluated with reference to the patient’s present and prior 
health status and compared to accepted standards 
(Box 1–2 >>). If findings appear inconsistent with those 
anticipated, they should immediately be rechecked. Some 
of the vital signs that are confirmed to vary from expected 
values may require nursing interventions, and a few rep-
resent medical emergencies.
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Box 1–1 
Head-to-Toe Framework

GENERAL SURVEY INCLUDING VITAL SIGNS

Areas below are assessed and include a determination of current 
complaints and inspection. Palpation, percussion, and ausculta-
tion are used if indicated.

■■ Head
■● Hair and face
■● Eyes and vision
■● Ears and hearing
■● Nose
■● Mouth and oropharynx

■■ Neck
■● Muscles
■● Lymph nodes
■● Trachea
■● Thyroid gland
■● Carotid arteries
■● Neck veins

■■ Upper extremities
■● Skin and nails
■● Muscle strength and tone
■● Joint range of motion

■● Brachial and radial pulses
■● Sensation

■■ Chest and back
■● Skin
■● Thorax shape and size
■● Lungs
■● Heart
■● Spinal column
■● Breasts and axillae

■■ Abdomen
■● Skin
■● Abdominal sounds
■● Femoral pulses

■■ External genitals
■■ Anus
■■ Lower extremities

■● Skin and toenails
■● Gait and balance; muscle strength and tone
■● Sensation
■● Joint range of motion
■● Popliteal, posterior tibial, and dorsalis pedis pulses

Expected Outcomes
1. Assessment data of the patient’s appearance reveal expected 

normal findings.
2. Height and weight are obtained and recorded.
3. Patient’s weight shows expected losses, gains, or stabilization.

>> General Assessment

SKILL 1.1 Appearance and Mental Status: Assessing

This skill provides an overall initial impression or review of well-
being by observing a patient for acute distress, general physi-
cal appearance, body structure, mobility, behavior, nonverbal 
communication, and body measurements. Measurements can 
be compared to standard expected measurements for age 
and gender across the lifespan.

Delegation or Assignment

The initial general survey assessment is completed by the nurse 
and not delegated or assigned to unlicensed assistive person-

nel (UAP). However, signs and symptoms of problems may be 
observed during usual care and may be recorded by individu-
als other than the nurse. Abnormal findings must be validated 
and interpreted by the nurse.

Unlicensed Assistive Personnel (UAP) are unlicensed 
healthcare workers trained to perform certain tasks dele-
gated or assigned by nurses to help provide patient care as 
determined by facility policy. Nurses assess and evaluate the 
UAP’s ability to complete a skill safely and accurately. The 
nurse remains responsible for the assessment, evaluation, 
and interpretation of abnormal findings and the  determination 

Box 1–2 
Times to Assess Vital Signs

■■ On admission to a healthcare facility to obtain baseline data
■■ When a patient has a change in health status or reports symp-
toms such as chest pain or feeling hot or faint

■■ Before and after surgery or an invasive procedure

■■ Before and/or after the administration of a medication that could 
affect the respiratory or cardiovascular systems; for example, 
before giving a digitalis preparation

■■ Before and after any nursing intervention that could affect the 
vital signs (e.g., ambulating a patient who has been on bedrest)

(continued on next page)
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4  Chapter 1  Assessment

■■ It may be helpful to have parents hold older infants and very 
young children for part of the assessment.

■■ Allow extra time for older patients to answer questions.
■■ Adapt questioning techniques as appropriate for older 
patients with hearing or visual limitations.

Procedure

1. Prior to performing the procedure, introduce self and ver-
ify the patient’s identity using two identifiers. Explain to the 
patient and parent (if appropriate) what you are going to 
do, why it is necessary, and how the patient can partici-
pate. Discuss how the results will be used in planning fur-
ther care or treatments.

2. Perform hand hygiene and observe appropriate infection 
control procedures.

3. Provide for patient privacy.
4. Complete a general survey.

of appropriate responses. There are many job titles for those 
considered a UAP, such as Patient Care Attendants, Home 
Health Aides, Certified Nursing Assistants, Medication Tech-
nicians, and Resident Assistants. Licensed Practical Nurses 
(LPN) and Licensed Vocational Nurses (LVN) are not UAPs. 
They are licensed nurses who work under a Registered Nurse 
(RN) and are regulated by state Boards of Nursing.

Equipment

■■ No equipment is required.

Preparation

■■ Observation of children’s behavior can provide important 
data for the general survey, including physical development, 
neuromuscular function, and social and interactional skills.

■■ Safety for newborns, infants, and children includes having 
an adult attending the child on an examination table or bed 
to avoid falls during the assessment.

ASSESSMENT NORMAL FINDINGS DEVIATIONS FROM NORMAL

5. Observe body build, height, and weight in 
relation to the patient’s age, lifestyle, and 
health.

Proportionate, varies with lifestyle Excessively thin or obese

6. Observe patient’s posture and gait, standing, 
sitting, and walking.

Relaxed, erect posture; coordinated 
movement

Tense, slouched, bent posture; 
uncoordinated movement; tremors, 
unbalanced gait

7. Observe patient’s overall hygiene and 
grooming.

Clean, neat Dirty, unkempt

8. Note body and breath odor in relation to activity 
level.

No body odor or minor body odor 
relative to work or exercise; no breath 
odor

Foul body odor; ammonia odor; acetone 
breath odor; foul breath

9. Observe for signs of distress in posture or facial 
expression.

No apparent distress Bending over because of abdominal pain, 
wincing, frowning, or labored breathing

10. Note obvious signs of health or illness (e.g., in 
skin color or breathing).

Well developed, well nourished, intact 
skin, easy breathing

Pallor (paleness), weakness, lesions, 
cough

11. Assess the patient’s attitude (frame of mind). Cooperative, able to follow instructions Negative, hostile, withdrawn, anxious

12. Note the patient’s affect/mood; assess the 
appropriateness of the patient’s responses.

Appropriate to situation Inappropriate to situation, sudden mood 
changes, paranoia

13. Listen for speech quantity (amount and pace) 
and quality (loudness, clarity, inflection).

Understandable, moderate pace; clear 
tone and inflection

Rapid or slow pace; overly loud or soft

14. Listen for relevance and organization of 
thoughts.

Logical sequence, relevant answers, 
has sense of reality

Illogical sequence, flight of ideas, 
confusion, generalizations, vague

15. When procedure is completed, perform hand 
hygiene and leave patient safe and 
comfortable.

Complete documentation using forms, 
checklists, or electronic dropdown lists 
supplemented by nurse’s notes or additional 
comments as appropriate ❶.

SKILL 1.1 Appearance and Mental Status: Assessing (continued)
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19

None

❶ Nursing assessment form.

SKILL 1.1 Appearance and Mental Status: Assessing (continued)

(continued on next page)
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6  Chapter 1  Assessment

SKILL 1.1 Appearance and Mental Status: Assessing (continued)

❶ Nursing assessment form (continued)
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