
taBle of Contents

Features xiii

Educator Resources xvi

Mapping to the NMBA Registered
Nurse Standards for Practice xviii

Volume one

Unit 1 The Nature of Nursing 1

1 Historical and Contemporary nursing Practice 2

Historical Perspectives 3
Contemporary Nursing Practice 9
Roles and Functions of the Nurse 13
Criteria of a Profession 14
Socialisation to Nursing 16
Factors Influencing Contemporary Nursing Practice 17
Nursing Organisations 19

2 nurse education, research and  
evidence-based Practice 23

Nurse Education 25
Types of Education Programs 26
Nursing Research and Evidence-based Practice 29
Critiquing Research  35

3 nursing theories and Conceptual  
Frameworks 38

Introduction to Theories 39
The Metaparadigm for Nursing 40
Purposes of Nursing Theory 41
Overview of Selected Nursing Theories 42
Nursing Theorists in Australia 51
Critique of Nursing Theory 51

4 Legal aspects of nursing 55

Legal Aspects of Nursing 56
General Legal Concepts 56
Regulation of Nursing Practice 64
Contractual Arrangements in Nursing 67
Selected Legal Aspects of Nursing Practice 71
Areas of Potential Liability in Nursing 77
Legal Protections in Nursing Practice 81
Reporting Crimes, Torts and Unsafe Practices 83
Legal Responsibilities of Students 83

5 values, ethics and advocacy 88

Attitudes 89
Beliefs 89
Values 89

Morals  93
Ethics 94
Nursing Ethics 95
Specific Ethical Issues 99
Advocacy 102

Unit 2 Contemporary Health Care 107

6 Health Care delivery systems 108

Types of Health Care Services 109
Types of Health Care Agencies and Services 110
Providers of Health Care 115
Factors Affecting Health Care Delivery 117
The Australian Health System 118
Frameworks for Care 120
Financing Health Care 122

7 Community Health 127

Health Care Reform 128
Community-based Health Care 132
Community Health 132
Community Health and Primary Health Care 134
Community-based Nursing 138

8 Home Care 141

Home Health Nursing 143
The Home Health Care System in Australia  144
Roles of the Home Health Nurse 148
Perspectives of Home Care 148
Selected Dimensions of Home Health Nursing 149
Nurse Safety 150
The Practice of Nursing in the Home 152
The Future of Home Health Care 153

9 regional, rural and remote nursing  157

Overview 158
What is Regional, Rural and Remote Nursing? 160
The Regional, Rural and Remote Nursing  
Workforce 160
Primary Health Care 162
The Health of Regional, Rural and Remote  
Australia 163
Access to Health Services in Regional, Rural  
and Remote Areas 164
Indigenous Health and Indigenous Communities  
in Regional, Rural and Remote Australia 165
Challenges of Distance in Health 166

10 Health informatics 173

Health Informatics 174
Health Information 179



viii Table of Contents

Technology in Nursing and Midwifery Practice 180
Computers in Nursing and Midwifery  
Education 183
Computers in Administration 185
Computers in Nursing and Midwifery Research 186
The Future: Technology and Health Care 186

UNIT 3 The Nursing Process 191

11 Critical Thinking and the Nursing Process 192

Critical Thinking Uses 193
Skills in Critical Thinking 194
Attitudes for Critical Thinking 195
Applying Critical Thinking to Nursing Practice 196
Developing Critical-thinking Skills 200

12 Assessing 204

Overview of the Nursing Process 205
Assessing 209

13 Diagnosing 221

Nursing Diagnoses 222
The Diagnostic Process 224

14 Planning 230

Introduction to Care Planning 231
Types of Care Planning  231
Developing Nursing Care Plans  232
The Planning Process  235
Concept Map: Amanda Szirom  240

15 Implementing and Evaluating 244

Implementing 245
Evaluating 248

16 Documenting and Reporting 258

Ethical and Legal Considerations 259
Purposes of Patient Records 259
Documentation Systems 260
Documenting Nursing Activities 268
Documentation in Residential Aged  
Care Facilities 270
Home Care Documentation 270
General Guidelines for Recording 271
Reporting 274

UNIT 4 Health Beliefs and Practices 279

17 Health Promotion 280

Individual Health 281
Applying Theoretical Frameworks 282
Defining Health Promotion  285
Sites for Health Promotion Activities 286
Health Promotion Model 287
Stages of Health Behaviour Change  289
The Nurse’s Role in Health Promotion  291
NURsINg MANAgEMENT 294

18 Health, Wellness and Illness 306

Concepts of Health, Wellness  
and Wellbeing 307

Models of Health and Wellness 309
Variables Influencing Health Status, Beliefs  
and Practices 312
Health Belief Models 315
Health Care Concordance 316
Illness and Disease 317

19 Culture, Nursing and Indigenous Health 323

National Organisations and Trends 324
Cultural Nursing Care 326
Concepts Related to Cultural Nursing Care 327
Heritage Consistency 328
Selected Parameters for Cultural Nursing Care 330
Indigenous Australian Health Issues  335
Providing Cultural Nursing Care 340
NURsINg MANAgEMENT 340

20 Complementary and Alternative Therapies 348

Basic Concepts 349
Ethnocentrism 350

UNIT 5 Lifespan Development 365

21 Concepts of growth and Development 366

Factors Influencing Growth and Development 367
Stages of Growth and Development 369
Growth and Development Theories 370
Applying Growth and Development Concepts  
to Nursing Practice 382

22 Promoting Health from Conception through  
to Adolescence 385

Conception and Prenatal Development 386
Neonates and Infants (Birth to 1 Year) 387
Toddlers (1 to 3 Years) 393
Preschoolers (4 and 5 Years) 398
School-age Children (6 to 12 Years) 401
Adolescents (12 to 18 Years) 404

23 Promoting Health in Young and  
Middle-aged Adults 413

Young Adults (20 to 40 Years) 414
Middle-aged Adults (40 to 65 Years) 421

24 Promoting Health in Older Adults 430

Characteristics of Older Adults in Australia 431
Attitudes Towards Ageing 432
Gerontological Nursing 433
Care Settings for Older People 435
Physiological Ageing 437
Psychosocial Ageing 443
Cognitive Abilities and Ageing 445
Moral Reasoning 445
Spirituality and Ageing 446
Health Problems 446
Health Assessment and Promotion 449

25 Promoting Family Health 455

Family Health 456



table of Contents ix

Applying Theoretical Frameworks to Families 459
nUrsing management 460

Volume two

Unit 6 Integral Aspects of Nursing 469

26 Caring 470

Professionalisation of Caring 471
Nursing Theories on Caring 471
Types of Knowledge in Nursing 474
Caring Encounters 475
Maintaining Caring Practice 477

27 Communicating  484

Communicating 485
Therapeutic Relationships 499
Communication and the Nursing Process 503
nUrsing management 503

Group and Team Communication 507
Communication with Colleagues 508

28 teaching and Learning 516

Teaching 517
Learning 520
The Internet and Health Information 525
Nurse as Educator 525
nUrsing management 525

29 Leading and managing 541

The Nurse as Leader and Manager 542
Global Leadership and Policy 542
Leadership 543
Management 546
Cultural Diversity 549
Clinical Governance 549
Change and the Nurse Manager 549

Unit 7 Assessing Health 555

30 vital signs 556

Respiration 559
Oxygen Saturation 562
Blood Pressure 563
Pulse or Heart Rate 568
Body Temperature 572

31 Health assessment 586

Physical Health Assessment 587
General Assessment 594
skiLL 31.1 assessing aPPearanCe and  
mentaL statUs 595

The Integumentary System 599
skiLL 31.2 assessing tHe skin 602

skiLL 31.3 assessing tHe Hair 604

skiLL 31.4 assessing tHe naiLs 606

The Head 607
skiLL 31.5 assessing tHe skULL and FaCe 608

skiLL 31.6 assessing tHe eye strUCtUres  
and visUaL aCUity 610

skiLL 31.7 assessing tHe ears and Hearing 615

Upper Airways  617
skiLL 31.8 assessing tHe nose and sinUses 618

skiLL 31.9 assessing tHe moUtH and oroPHarynx 620

The Neck 622
skiLL 31.10 assessing tHe neCk 624

Lower Airways  625
skiLL 31.11 assessing tHe tHorax and LUngs 629

The Cardiovascular and Peripheral Vascular Systems 631
skiLL 31.12 assessing tHe Heart and CentraL vesseLs 634

skiLL 31.13 assessing tHe PeriPHeraL vasCULar  
system 636

The Breasts and Axillae 638
skiLL 31.14 assessing tHe breasts and axiLLae 639

The Abdomen 642
skiLL 31.15 assessing tHe abdomen 643

The Musculoskeletal System 647
skiLL 31.16 assessing tHe mUsCULoskeLetaL system 647

The Neurological System 651
skiLL 31.17 assessing tHe neUroLogiCaL system 654

The Female Genitals and Inguinal Area 659
skiLL 31.18 assessing tHe FemaLe genitaLs  
and ingUinaL area 659

The Male Genitals and Inguinal Area 662
skiLL 31.19 assessing tHe maLe genitaLs  
and ingUinaL area 662

The Rectum and Anus 665
skiLL 31.20 assessing tHe reCtUm and anUs 665

Unit 8 Integral Components of Individualised Care 669

32 infection Prevention and Control 670

Micro-organisms 671
Pathogens: Colonisation and Infection 671
Types of Infection 673
Chain of Infection 673
Body Defences Against Infection 676
Types of Specific Immunity 678
Factors Increasing Susceptibility to Infection 678
Infection Control and Health Care 684
Standard Precautions 685
skiLL 32.1 Hand wasHing teCHniqUe 687

skiLL 32.2 donning and removing PersonaL  
ProteCtive eqUiPment (gLoves, gown,  
mask, eyewear)  690

Asepsis and Aseptic Technique 693
Transmission-based Precautions 697
Health-care-associated Infections 697
nUrsing management 704

skiLL 32.3 estabLisHing and maintaining a  
CritiCaL asePtiC FieLd 706

skiLL 32.4 donning and removing steriLe gLoves  
(oPen metHod) 711

skiLL 32.5 donning a steriLe gown and gLoves  
(CLosed metHod) 712

Infection Control for Health Care Workers 715
Role of the Infection-control Nurse 715



x table of Contents

33 safety 721

National Safety and Quality Health Service 722
Factors Affecting Safety 723
Aboriginal and Torres Strait Islander Health 729
nUrsing management 730

skiLL 33.1 Using a bed or CHair exit saFety  
monitoring deviCe 741

skiLL 33.2 imPLementing seizUre PreCaUtions 743

skiLL 33.3 aPPLying restraints 756

34 Hygiene 763

Hygiene Care 764
Skin 764
nUrsing management 765

skiLL 34.1 batHing an adULt, CHiLd or yoUng Person 769

skiLL 34.2 Providing PerineaL–genitaL Care 776

Feet 778
nUrsing management 779

skiLL 34.3 Providing Foot Care 782

Nails 783
nUrsing management 783

Mouth 784
nUrsing management 785

skiLL 34.4 brUsHing and FLossing tHe teetH 788

skiLL 34.5 Providing sPeCiaL oraL Care For  
tHe UnConsCioUs Person 792

Hair 794
nUrsing management 794

skiLL 34.6 Providing Hair Care 796

skiLL 34.7 sHamPooing tHe Hair oF a Person  
ConFined to bed 798

Eyes 800
nUrsing management 800

Ears 802
skiLL 34.8 removing, CLeaning and inserting  
a Hearing aid 803

Nose 804
Supporting a Hygienic Environment 804
Making Beds 806
skiLL 34.9 CHanging an UnoCCUPied bed 807

skiLL 34.10 CHanging an oCCUPied bed 810

35 diagnostic testing 815

Diagnostic Testing Phases 816
Blood Tests 816
skiLL 35.1 obtaining a CaPiLLary bLood sPeCimen  
to measUre bLood gLUCose 825

Specimen Collection 828
skiLL 35.2 CoLLeCting a Urine samPLe For  
CULtUre and sensitivity by midstream sPeCimen  
oF Urine (msU) 831

Visualisation Procedures 836
Aspiration/Biopsy 839

36 medications 849

Drug Standards 850
Legal Aspects of Drug Administration 850
Effects of Drugs 852
Drug Misuse 854

Actions of Drugs on the Body 854
Factors Affecting Medication Action 856
Routes of Administration 858
Medication Orders 860
Systems of Measurement 865
Administering Medications Safely 869
Oral Medications 875
skiLL 36.1 administering oraL mediCations 875

Nasogastric and Gastrostomy Medications 879
Parenteral Medications 880
skiLL 36.2 PreParing mediCations From amPoULes 886

skiLL 36.3 PreParing mediCations From viaLs 887

skiLL 36.4 mixing mediCations Using one syringe 888

skiLL 36.5 administering an intradermaL  
inJeCtion For skin tests 890

skiLL 36.6 administering a sUbCUtaneoUs inJeCtion 893

skiLL 36.7 administering an intramUsCULar inJeCtion 899

skiLL 36.8 adding mediCations to intravenoUs  
FLUid Containers 902

skiLL 36.9 administering intravenoUs mediCations  
Using iv PUsH 906

Topical Medications 910
Ophthalmic Medications 911
skiLL 36.10 administering oPHtHaLmiC instiLLations 911

Otic Medications 914
skiLL 36.11 administering otiC instiLLations 914

Nasal Medications 916
Vaginal Medications 917
skiLL 36.12 administering vaginaL instiLLations 917

Rectal Medications 919
Respiratory Inhalation 920
Irrigations 922

37 skin integrity and wound Care 926

Skin Integrity 927
Types of Wounds 927
Pressure Ulcers 928
Wound Healing 932
nUrsing management 935

skiLL 37.1 obtaining a woUnd drainage sPeCimen  
For CULtUre 938

skiLL 37.2 irrigating a woUnd 949

38 Perioperative nursing 963

The Perioperative Workforce 964
Standards and Guidelines 964
Types of Surgery 965
The Surgical Pathway 967
Preoperative Phase 967
nUrsing management 968

skiLL 38.1 teaCHing moving, Leg exerCises,  
deeP breatHing and CoUgHing 970

skiLL 38.2 aPPLying anti-emboLiC stoCkings 977

Intraoperative Phase 978
nUrsing management 980

Postoperative Phase 980
nUrsing management 982

skiLL 38.3 managing gastrointestinaL sUCtion 989



table of Contents xi

skiLL 38.4 CLeaning a sUtUred woUnd and  
aPPLying a steriLe dressing 994

Volume tHree

Unit 9 Promoting Psychosocial Health 1005

39 sensory Perception 1006

Components of the Sensory Experience 1007
Factors Affecting Sensory Function 1008
Sensory Alterations 1009
nUrsing management 1010

40 self-concept 1028

Self-concept 1029
Formation of Self-concept 1030
Components of Self-concept 1031
Factors that Affect Self-concept 1033
nUrsing management 1034

41 sexuality 1044

Development of Sexuality 1045
Sexual Health 1049
Varieties of Sexuality 1050
Factors Influencing Sexuality 1052
Sexual Response Cycle 1053
Altered Sexual Function 1054
nUrsing management 1058

42 spirituality 1069

Spirituality and Religion Contrasted 1070
Spiritual Needs 1071
Spiritual Wellbeing 1072
Spiritual Distress 1072
Related Concepts 1073
Spiritual Development 1073
Spiritual Self-awareness for the Nurse 1073
Spiritual Practices Affecting Nursing Care 1073
Spiritual Health and the Nursing Process 1077
nUrsing management 1078

43 stress and Coping 1089

Concept of Stress 1090
Sources of Stress 1090
Effects of Stress 1090
Models of Stress 1091
Indicators of Stress 1093
Coping 1097
nUrsing management 1099

44 Loss, grieving and death 1111

Loss and Grief 1112
nUrsing management 1118

Dying and Death 1121
nUrsing management 1125

45 mental Health nursing 1135

Holistic Mental Health Care 1136

Mental Health and Mental Illness 1136
The Role of the Mental Health Nurse 1142
Mental Health Nursing in Practice 1142
Mental Health Legislation 1143
Mental State Assessment (MSA) 1145
Types of Mental Illness 1147
Suicide 1151
Treatments in Mental Health 1153
Mental Health Care Models 1155
Mental Health Care Policy 1157
Recovery vs Rehabilitation 1158

Unit 10 Promoting Physiological Health 1161

46 activity and exercise 1162

Normal Movement 1165
Exercise 1171
Factors Affecting Body Alignment  
and Activity 1175
Effects of Immobility 1178
nUrsing management 1182

skiLL 46.1 Person-assisted bed sLide: one nUrse 1197

skiLL 46.2 Person-assisted bed sLide: two nUrses 1198

skiLL 46.3 Person-assisted LateraL sHiFt  
and roLL: two nUrses 1198

skiLL 46.4 LogroLLing: two to FoUr nUrses 1199

skiLL 46.5 Person-assisted bed to CHair sLide: one or  
two nUrses 1199

skiLL 46.6 bed to CHair (4-Point Frame): two nUrses 1200

skiLL 46.7 assisting tHe Person to sit on tHe side  
oF tHe bed 1200

skiLL 46.8 assisting tHe Person to ambULate 1205

47 sleep 1219

Physiology of Sleep 1220
Functions of Sleep 1222
Normal Sleep Patterns and Requirements 1222
Factors Affecting Sleep 1226
Common Sleep Disorders 1228
nUrsing management 1230

48 Pain management 1243

The Nature of Pain 1244
Physiology of Pain 1247
nUrsing management 1253

skiLL 48.1 Providing a baCk massage 1276

49 nutrition 1286

Essential Nutrients 1287
Energy Balance 1290
Body Weight and Body Mass Standards 1292
Factors Affecting Nutrition 1293
Nutritional Variations Throughout  
the Life Cycle 1299
Standards for a Healthy Diet 1303
Altered Nutrition 1309
nUrsing management 1310

skiLL 49.1 inserting a nasogastriC tUbe 1322

skiLL 49.2 removing a nasogastriC tUbe 1325

skiLL 49.3 administering a tUbe Feeding 1328



xii table of Contents

skiLL 49.4 administering a gastrostomy  
or JeJUnostomy Feeding 1330

50 Urinary elimination 1339

Physiology of Urinary Elimination 1340
Factors Affecting Voiding 1343
Altered Urine Production 1346
Altered Urinary Elimination 1347
nUrsing management 1349

skiLL 50.1 diPstiCk UrinaLysis 1352

skiLL 50.2 aPPLying an externaL Urinary sHeatH 1361

skiLL 50.3 PerForming Urinary CatHeterisation 1366

skiLL 50.4 PerForming bLadder irrigation 1374

51 Faecal elimination 1384

The Digestive System 1385
Physiology of Defecation 1386
Factors that Affect Defecation 1389
Faecal Elimination Problems 1391
nUrsing management 1396

skiLL 51.1 administering an enema 1405

Bowel Diversion Ostomies 1408
skiLL 51.2 CHanging a boweL diversion stoma  
aPPLianCe 1413

52 oxygenation 1421

Structure and Function of the Respiratory System 1422
Respiratory Regulation 1426
Factors Affecting Respiratory Function 1426
Alteratons in Respiratory Function 1428
nUrsing management 1429

skiLL 52.1 administering oxygen by CannULa,  
FaCe mask, non-rebreatHer mask or FaCe tent 1442

skiLL 52.2 Providing traCHeostomy Care 1448

skiLL 52.3 oroPHaryngeaL and nasoPHaryngeaL  
sUCtioning 1452

skiLL 52.4 sUCtioning a traCHeostomy  
or endotraCHeaL tUbe 1455

53 Circulation 1467

Physiology of the Cardiovascular System 1468
Lifespan Considerations 1473
Factors Affecting Cardiovascular Function 1474
Alterations in Cardiovascular Function 1477
nUrsing management 1480

skiLL 53.1 seqUentiaL ComPression deviCes 1484

54 Fluid, electrolyte and acid–base balance 1491

Body Fluids and Electrolytes 1492
Acid–Base Balance 1500
Factors Affecting Body Fluid,  
Electrolytes and Acid–Base Balance 1501
Disturbances in Fluid Volume,  
Electrolyte and Acid–Base Balances 1503
nUrsing management 1513

skiLL 54.1 starting an intravenoUs inFUsion 1530

skiLL 54.2 monitoring an intravenoUs inFUsion 1536

skiLL 54.3 CHanging an intravenoUs Container,  
tUbing and dressing 1538

skiLL 54.4 disContinUing  
an intravenoUs inFUsion 1540

skiLL 54.5 CHanging an intravenoUs CannULa  
to an intermittent inFUsion LoCk 1541

skiLL 54.6 initiating, maintaining and terminating 
a bLood transFUsion 1545

Glossary G-1

Index I-1



features  xiii

features 

982 Unit 8  Integral Components of Individualised Care

Preparing for ongoing care of the 
postoperative person
While the person is in the operating suite, the person’s bed and 
room are prepared for the postoperative phase. Some of the 
time the person is brought back to the unit on a trolley and 
transferred to their bed in the room. On other occasions, the 
person’s bed is brought to the surgery suite and the person is 
transferred onto their bed from the operating table. In the latter 
situation, the bed needs to be made with clean linens as soon 
as the person goes to surgery so that it can be taken to the 
operating suite when needed. In addition, the nurse must 
obtain and set up any special equipment, such as an intrave-
nous pole, suction, oxygen equipment and orthopaedic appli-
ances (e.g. traction). If these are not requested on the person’s 
record, the nurse should consult with the perioperative nurse 
or surgeon.

The most common position for a person during a surgical procedure is the supine position. This position allows approach to the cra-
nial, thoracic peritoneal and pelvic body cavities, as well as to all four extremities and the perineum. Correct body alignment and pad-
ding of areas for potential pressure injury are essential to preventing the individual’s risk of injury during surgery.

The potential areas for pressure injury are the occiput, scapula, olecranon, sacrum, coccyx and calcaneus. The nursing intervention 
is to pad and protect bony prominences, pressure sites and vulnerable nerves with pressure-reducing devices made of foam or gel. 
Proper positioning must provide optimal exposure to the surgical site as well as provide for the individual’s comfort and safety.

ANATOMY & PHYSIOLOGY REVIEW
Positioning

A

Calcaneus Sacrum
and coccyx

Thoracic
vertebrae

Olecranon OcciputScapulae

B

Questions
A 78-year-old male scheduled for a colon resection is brought to the operating suite. He weighs 90 kg and has type 2 diabetes and a 
history of arthritis in his hips and shoulders.

1. What baseline assessments would you gather before taking this person to the operating room?
2. What areas on this adult are most likely to be injured as a result of poor positioning or inadequate padding?
3. What are the priority nursing interventions and evaluation for this person?

NURSING MANAGEMENT

assEssiNg
As soon as the person returns to the nursing unit, the nurse 
conducts an initial assessment. The sequence of these activities 
varies with the situation. For example, the nurse may need to 
check the surgeon’s immediate postoperative orders before 
conducting the initial assessment; in such a case, nursing inter-
ventions to implement the orders can be carried out at the same 
time as assessment.

The nurse consults the surgeon’s postoperative orders to 
learn the following:

• permitted oral intake (food and fluids)
• intravenous solutions and intravenous medications
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anatomy & physiology reviews 
provide students with a quick 
review of the human bioscience 
that is fundamental to competent 
practice. 
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Enhancing the team’s performance
Several ways to enhance employee performance are available to 
nurse leaders, who are responsible for facilitating their team’s 
development by providing appropriate learning opportunities 
through in-service education, attendance at professional work-
shops and conferences, or encouraging achievement of advanced 
education such as diplomas or higher degrees. Nursing leaders 
empower others by the provision of information, support, 
resources and opportunities to participate; empowered staff 
have greater commitment to the institution, are more effective in 
their role, have increased self-esteem and are better able to meet 
their goals. Factors identified by nurses as motivation to per-
form well include autonomous practice, good working relation-
ships, resource accessibility, individual nurse characteristics 
and leadership practices (Germain & Cummings 2010).

Staff satisfaction
Nursing leaders and managers are responsible for enhancing 
teamwork within the organisation. They therefore need to be 
familiar with group processes. Groups develop in stages, dur-
ing which roles and relationships are established. The purposes 
of the team as a whole and the role of each member must be 
clear: every member must feel that their contributions are rec-
ognised and valued by the manager and the other members. 

Nursing leaders and nurse managers’ thoughtful attention to 
levels of staff satisfaction is crucial to attracting and retaining 
quality nursing staff. Some of the factors linked to staff satis-
faction have been summarised by Duffield et al. (2009) as feel-
ing valued, working autonomously, being able to provide 
person-centred care and having strong nursing leadership, a 
cohesive working environment, a fair and appropriate work-
load and meaning and purpose in one’s work.

Clinical leadership
While there is strong agreement that clinical leadership is crit-
ical, there is no agreed definition (Mannix, Wilkes & Luck 
2009). Clinical nursing leadership has as its priority continuous 
improvement through influencing others (Cook 2001). Davidson, 
Elliott and Daly (2006) summarise some of the qualities of 
effective clinical leaders as those who promote health, have the 
capacity to build effective teams, are effective role models and 
value clinical excellence. 

Preparation for clinical leadership should begin in under-
graduate nursing programs as anyone who is coordinating 
another person’s care is in a leadership role. There is recogni-
tion that clinical leadership is required of all nurses, not just 
those in positions of power (Brown, Crookes & Dewing 2016). 
Clinical leadership requires knowledge of the role of the nurse, 
safety, care planning, ethics, understanding of the work context, 

All students, 
nurses and other registered or non-nursing health care 
providers are responsible for their own actions; anyone who 
feels unqualified to perform a delegated task must decline to 
do so.

➤ CLINICAL CONSIDERATION

•	 When	I	am	involved	in	conflict	with	another	person,	to	what	
extent do I accurately listen to, consider and represent 
viewpoints I disagree with?

•	 Do	I	behave	in	accordance	with	what	I	say	I	believe,	or	do	I	
tend to say one thing and do another?

•	 To	what	extent	do	I	expect	the	same	of	myself	as	I	expect	of	
others?

➤ CLINICAL CONSIDERATION

cultural diversity and group dynamics (Brown et al. 2016), as 
well as skills such as written and verbal communication, ability 
to deal with change, computer literacy and conflict manage-
ment. Clinical leaders are expected to behave responsibly and 
be accountable, appropriately assertive and honest (Brown et al. 
2016, p. 110).

Managing conflict
Nurse leaders frequently find themselves in a position of hav-
ing to manage conflict between people, groups or teams with 
differing values, philosophies or personalities. In health care, 
conflict can arise also from competition for resources, the pres-
sure for change, interdisciplinary issues and role confusion.

There are many approaches the manager can use to manage 
conflict and each has its advantages and disadvantages. Many 
nurses have these demands to deal with in addition to shift work 
and continued study. Simple initiatives include scheduling 
meetings in normal working hours, encouraging nurses to have 
a say in rostering arrangements and flexibility in working hours.

Managing time
The competent leader uses time effectively and assists others to 
do the same. Many factors inhibit the good use of time, such as 
a preference for doing things the way ‘they have always been 
done’ rather than considering and embracing new approaches, 
doing things nurses like to do before things they would prefer 
not to have to do, emergencies or crises that divert one’s atten-
tion and unrealistic demands from others. Strategies for the 
manager and for all nurses for profitable use of time involve 
setting goals and priorities, delegating appropriately, examin-
ing how time is used, minimising paperwork, instituting regu-
lar schedules to avoid interruption and setting time limits on 
activities (Sullivan & Decker 2009).

Some helpful strategies include the following:

• Ensure that you agree on priorities with your manager.
• Decide on the top three goals in your life and take care to 

spend the majority of your time working towards these goals.
• Schedule time in your day to answer emails; opening them 

the minute they arrive can lead to constant interruptions to 
your train of thought.

• Distinguish between urgent and important items, and set 
aside time to work on high-priority tasks.

• Write a list before you go home of what you need to do the 
following day.

•	 Think about what time of day you concentrate best and use 
that time to work on important documents.

M29_KOZI7416_04_SE_C29.indd   548 12/07/17   7:18 AM

Clinical considerations highlight 
relevant information and important 
‘tips’ as they apply to clinical 
practice. 
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Preventing HAIs 
Many HAIs can be prevented using proper hand hygiene 
techniques and environmental controls, and implementing 
standard and transmission-based precautions and ANTT® 
when warranted. Other considerations include identification 
and management of individuals at risk of infection, antibi-
otic stewardship, monitoring incidence and managing 
 outbreaks.

NURSING MANAGEMENT

ASSESSINg

During the assessing phase of the nursing process, the nurse 
obtains the person’s history, conducts the physical assessment 
and gathers laboratory data.

Health history

During a health history, nurses assess (a) the degree to which 
an individual is at risk of developing an infection, and (b) any 
reports from the person suggesting the presence of an infec-
tion. To identify individuals at risk, nurses review the individu-
al’s chart and structure the nursing interview to collect data 
regarding factors influencing the development of infection, 
especially existing disease process, history of recurrent infec-
tions, current medications and therapeutic measures, current 
emotional stressors, nutritional status and history of immunisa-
tions and travel to remote areas of Australia or overseas (see the 
Assessment interview).

Physical assessment

Clinical manifestations of an infection vary according to the 
body area involved. For example, sneezing, watery or mucoid 
discharge from the nose and nasal stuffiness commonly occur 
with an infection of the nose and sinuses; urinary frequency 
and possible cloudy or discoloured urine often occur with a 
urinary infection. Commonly the skin and mucous mem-
branes are involved in a local infectious process, resulting in 
the following:

• localised swelling
• localised redness
• pain or tenderness with palpation or movement
• palpable heat at the infected area
•	 loss of function of the body part affected, depending on the 

site and extent of involvement.

In addition, open wounds may exude drainage of various 
colours.

Clinical manifestations of systemic infection include the 
following:

• fever
• increased pulse and respiratory rate if the fever is high
• malaise and loss of energy

• anorexia and, in some situations, nausea and vomiting
•	 enlargement and tenderness of lymph nodes draining the 

area of infection.

Laboratory data

The use of laboratory data to indicate the presence of an infec-
tion can include the following:

• elevated leukocyte (white blood cell or WBC) count (4.5 to 
11 3 106 /ml normal range)

• increases in specific types of leukocytes as revealed in the 
differential WBC count; specific types of white blood cells 
are increased or decreased in certain infections. See Chapter 
35 for normal values for the adult

• elevated erythrocyte sedimentation rate (ESR); red blood 
cells normally settle slowly but the rate increases in the pres-
ence of an inflammatory process.

• urine, blood, sputum or other drainage cultures (laboratory 
cultivations of micro-organisms in a special growth 
medium).

ASSESSMENT INTERVIEW 

FOR INDIVIDUAL AT RISK OF INFECTION

■	 When were you last immunised for diphtheria, tetanus, 
poliomyelitis, rubella, measles, influenza, hepatitis and pneu-
mococcal pneumonia?

■	 When did you last have a tuberculin skin test?
■	 What infections have you had in the past and how were 

these treated?
■	 Have any of these infections recurred?
■	 are you taking any antibiotics, anti-inflammatory medica-

tions such as aspirin or ibuprofen, or medications for  
cancer?

■	 Have you had any recent diagnostic procedure or therapy 
which penetrated your skin or a body cavity?

■	 What past surgeries have you had?
■	 How would you describe your eating habits? Do you eat a 

variety of different types of foods?
■	 Do you take vitamins, nutritional supplements or herbal 

medications?
■	 On a scale of 1 to 10, how would you rate the stress you 

have experienced in the past 6 months?
■	 Have you experienced any loss of energy, loss of appetite, 

nausea, headache or other signs associated with specific 
body systems (e.g. difficulty urinating, urinary frequency or a 
sore throat)?

■	 Have you travelled to remote areas of australia or overseas? 
When?

 Note: as with all history taking, nurses must individualise 
the specific terms used, examples given to the person 
and teaching techniques used to validate agreement on 
the meaning of words according to the individual’s cul-
ture, language spoken and education or intellectual  
abilities.
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assessment interviews show 
students how to ask appropriate 
questions in their clinical 
encounters. 
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CONCEPT MAP
The grieving person

Nurse: ‘Have 
you thought 
about what 
might happen 
if he does 
not get well 
again?’ 

Ensure other 
persons are 
available to 
provide 
support 
to the wife
(clergy, 
family). 

Provide accurate explanation of
the person’s condition, e.g. ‘His 
heart is no longer able to keep 
his blood pressure up.’

Anticipate 
her anger 
and portray
a calm
demeanour.

Remind him that 
all persons have
both good and 
bad in them.

Possible nursing
intervention

Use silence 
and presence
to demonstrate 
acceptance.

Encourage her 
to talk about 
her feelings: 
‘You are really 
angry. Tell me 
about it.’

Consider 
requesting 
medical
treatment if 
their own 
health becomes 
at risk.

Reassure her that 
her reactions are 
part of the process 
of learning to 
accept her loss.

Note: All nursing actions must be individualised to the person and the stage of the grieving process.

Possible nursing
intervention

Possible
nursing

intervention

Possible
nursing

intervention

Possible nursing
intervention

Example behaviourExample behaviour
Example behaviourExample behaviour

Possible nursing
intervention

Possible
nursing

intervention
Possible
nursing

intervention

Possible
nursing

intervention

Idealisation stage

The son of an 89-year-old
mother who has just died 
tells everyone he sees 
about how wonderful she 
always was and what 
a terrible son he was to her.

Shock stage

Parents of a stillborn 
baby cry continously, 
cannot eat, experience
chest pains.

Teenage girl 
with a spinal 
cord injury
yells at all 
caregivers.

Wife of dying person states: 
‘Next year, we are going to 
move to a warmer climate.’

Denial stage Anger stage

Chapter 44 review

CHAPTER HIGHLIGHTS
•	 Nurses	help	people	deal	with	all	kinds	of	losses,	including	

loss of body image, loss of a loved one, loss of a sense of 
wellbeing and loss of a job.

•	 Loss,	especially	loss	of	a	loved	one	or	a	body	part/function,	
can be viewed as either a situational or a developmental loss 
and may also be an actual or a perceived loss (both of which 
can be anticipatory).

•	 Grieving	is	a	normal,	subjective	emotional	response	to	loss;	
it is essential for mental and physical health. Grieving allows 
the bereaved person to cope with loss gradually and to 
accept it as part of reality.

•	 Knowledge	of	different	stages	or	phases	of	grieving	and	fac-
tors that influence the loss reaction can help the nurse 
understand the responses and needs of people.

•	 How	an	individual	deals	with	loss	is	closely	related	to	the	
individual’s stage of development, personal resources and 
social support system.

•	 Caring	for	the	dying	and	the	bereaved	is	one	of	the	nurse’s	
most complex and challenging responsibilities.

•	 Nurses’	attitudes	about	death	and	dying	directly	affect	their	
ability to provide care.

•	 Nurses	must	consider	the	entire	family	as	requiring	care	in	
situations involving loss, especially death.

•	 People	who	are	dying	require	open	communication,	physi-
cal help and emotional and spiritual support to ensure a 
peaceful and dignified death. They need to maintain a sense 
of control in managing the events preceding death.
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Concept maps reinforce the steps 
of the nursing process by using 
different colours and by mapping 
diffi cult concepts diagrammatically. 
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Evaluating
Using data collected during care (vital signs, lung sounds, skin 
status, characteristics of urine or other drainage, laboratory 
blood values), nurses can determine whether the individual’s 
outcomes have been achieved. 

If outcomes are not achieved, nurses may need to consider 
the following questions:

• Were appropriate measures implemented to prevent skin 
breakdown and lung infection?

• Was appropriate aseptic technique implemented for invasive 
procedures?

• Are prescribed medications affecting the immune system?
• Is the person’s placement appropriate to reduce the risk of 

transmission of micro-organisms?
•	 Did the person and family misunderstand or fail to comply 

with necessary instructions?

Mrs antonio is an independent 76-year-old woman living alone 
who prefers not to rely on others unless absolutely necessary. 
She was active and healthy until about 6 months ago, at which 
time she developed a persistent upper respiratory infection. 
Because she was unable to obtain or prepare foods, she lost 
weight and became very weak. Mrs antonio finally sought medi-
cal attention but she has not yet fully recovered. Her general 
practitioner admitted Mrs antonio to the acute care facility for 
shortness of breath, productive cough, dehydration and nutri-
tional deficiency.

1. Mrs antonio’s doctor suspects Mrs antonio has pneumonia. 
What data support Mrs antonio’s increased risk of such an 
infection?

2. What other information or assessment data would be 
helpful to you when planning care for Mrs antonio?

3. You recognise that standard precautions are instituted for 
all hospitalised individuals. explain why the use of such 
precautions may not prevent the spread of Mrs antonio’s 
respiratory infection to other susceptible individuals.

4. What can you do to prevent the spread of Mrs antonio’s 
infection to other hospitalised individuals and at the same 
time prevent Mrs antonio from getting infections from 
others?

5. You see the nursing assistant leaving Mrs antonio’s room. 
The assistant stops to wash her hands. She turns on the 
water handles and soaps and rubs her hands together 
under running water for about 5 seconds. She then turns 
off the taps with her bare hands and proceeds with 
drying her hands. Should you intervene and, if so, what 
should you do?

CASE STUDY

Chapter 32 review

CHAPTER HIGHLIGHTS
•	 Micro-organisms	are	everywhere.	Most	are	harmless	and	some	

are beneficial; however, many can cause infection in susceptible 
people.

•	 Effective	control	of	 infectious	disease	is	an	international,	
national, community and individual responsibility.

•	 Asepsis	is	the	freedom	from	infection	or	infectious	material.
•	 The	incidence	of	health-care-acquired	infections	is	signifi-

cant. Major sites for these infections are the respiratory and 
urinary tracts, the bloodstream and wounds.

•	 Factors	 contributing	 to	 health-care-acquired	 infection	
risks are invasive procedures, medical therapies, the 
existence of a large number of susceptible people, inap-
propriate use of antibiotics and insufficient hand cleans-
ing after person-to-person contact and after contact with 
body substances.

•	 An	infection	can	develop	if	the	links	in	the	chain	of	infec-
tion—infectious agent, reservoir, portal of exit, mode of 
transmission, portal of entry and susceptible host—are not 
interrupted.

•	 Intact	skin	and	mucous	membranes	are	the	body’s	first	line	
of defence against micro-organisms.

•	 Some	normal	body	flora	release	bacteriocins	and	antibiotic-
like substances that inhibit microbial growth and destroy 
foreign bacteria.

•	 Some	body	secretions	(e.g.	saliva	and	tears)	contain	enzymes	
that act as antibacterial agents.

•	 The	inflammatory	response	limits	physical,	chemical	and	
microbial injury and promotes repair of injured tissue.

•	 Immunity	is	the	specific	resistance	of	the	body	to	infectious	
agents.

•	 Acquired	immunity	is	active	or	passive	and	in	either	case	
may be naturally or artificially induced.

•	 Especially	 at	 risk	 of	 acquiring	 an	 infection	 are	 the	 very	
young or old; those with poor nutritional status, a deficiency 
of serum immunoglobulins, multiple stressors, insufficient 
immunisations or an existing disease process; and those 
receiving certain medical therapies.

•	 Preventing	infections	in	healthy	or	ill	people	and	preventing	
the transmission of micro-organisms from infected people 
to others are responsibilities of all health care professionals.

•	 Nurses	must	be	knowledgeable	about	sources	and	modes	of	
transmission of micro-organisms.
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Case studies at the end of the 
chapter provide students with 
an opportunity for practical 
application: a brief scenario is 
introduced, and is then followed by 
questions that encourage students 
to analyse, compare, contemplate, 
interpret and evaluate information. 
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as he also says it can be treated, I can accept that’. Fantasies 
can be destructive and non-productive if a person uses them to 
excess and retreats from reality.

COPING
Coping may be described as dealing with change—successfully 
or unsuccessfully. A coping strategy (coping mechanism) is a 
natural or learned way of responding to a changing environ-
ment or specific problem or situation. According to Folkman 
and Lazarus (1991), coping is ‘the cognitive and behavioural 
effort to manage specific external and/or internal demands that 
are appraised as taxing or exceeding the resources of the per-
son’ (p. 210).

Two types of coping strategies have been described: prob-
lem-focused and emotion-focused coping. Problem-focused 
coping refers to efforts to improve a situation by making 
changes or taking some action. Emotion-focused coping 
includes thoughts and actions that relieve emotional distress. 
Emotion-focused coping does not improve the situation, but 
the person often feels better. The two types of strategies usually 
occur together (Lazarus 2006).

charge. When self-control prevents panic and harmful or non-
productive actions in a threatening situation, it is a helpful 
response that conveys strength. Self-control carried to an 
extreme, however, can delay problem solving and prevent a 
person from receiving the support of others who may per-
ceive the person as handling the situation well as cold or as 
unconcerned.

Suppression is consciously and wilfully putting a thought or 
feeling out of mind: ‘I won’t deal with that today. I’ll do it 
tomorrow’. This response relieves stress temporarily but does 
not solve the problem.

Fantasy or daydreaming is likened to make-believe. Unful-
filled wishes and desires are imagined as fulfilled, or a threat-
ening experience is reworked or replayed so that it ends 
differently from reality. Experiences can be relived, everyday 
problems solved and plans for the future made. The outcome of 
current problems may also be fantasised. For example, a 
woman who is awaiting the results of a breast biopsy may fan-
tasise the surgeon as saying, ‘You do not have cancer’. Fantasy 
responses can be helpful if they lead to problem solving. For 
example, the woman awaiting breast biopsy results might say 
to herself, ‘Even if the doctor says, “You have cancer”, as long 

The person taking anti-anxiety medication
Sertraline is approved to treat depression, social anxiety disor-
der, post-traumatic stress disorder (PTSD), panic disorder, obses-
sive  compulsive disorder (OCD) and premenstrual dysphoric 
disorder (PMDD) in adults over age 18. It is also approved for 
OCD in children and adolescents aged 6 to 17 years. It prevents 
serotonin from being reabsorbed by the sending nerve cells so 
that more serotonin is available for acceptance by the receiving 
nerve cells.

Nursing responsibilities
■ Sertraline may be given with or without meals but with 

sufficient water. The concentrate must be diluted after 
measurement.

■ Sertraline (Zoloft) is available as 50 mg and 100 mg tablets. It 
is taken once per day.

■ This medication should not be taken if the person is already 
taking monoamine oxidase inhibitors (MAOI). Use with caution 
in people taking anticoagulant medications. Always check the 
list of medications for possible interactions. Adverse effects 
may include dry mouth, insomnia, sexual side effects, diar-
rhoea, nausea and sleepiness.

■ As improvement in the person’s depression may not occur 
for weeks after commencing medication, they should be 
educated about the need to monitor for worsening signs, 
suicidal ideation and self-harming behaviours and to seek 

medical help immediately if symptoms appear. The person’s 
support people should also be educated about the need 
to monitor for the emergence of agitation, irritability, 
unusual changes in behaviour, as well as the emergence 
of suicidality.

■ Prescriptions for sertraline should be written in the smallest 
quantity of tablets to reduce the risk of overdose.

Educating the person and family: essential points
■ This medication is not habit forming and does not cause 

weight gain (as do some medications prescribed for similar 
 purposes).

■ Do not stop taking this medication without consulting the 
doctor. Some symptoms might start to improve within 1 to 2 
weeks, but it could take up to 8 weeks, depending on the per-
son. Treatment may last 6 months to 1 year.

■ Sertraline comes in different dose strengths and the doctor 
may need to adjust the dosage to find the correct amount.

■ Avoid alcohol while taking sertraline.

■ Take at the same time every day, either morning or evening.

■ Store at room temperature; below 30°C.

■ Use caution when driving, operating machinery or perform-
ing other hazardous activities until you know how sertraline 
affects you.

Note: prior to administering any medication, review all aspects with a current drug handbook or other reliable source.

Source: NPSMedicineWise (2015). Zoloft Tablets: Consumer Medicine Information (CMI) Leaflet, August 2014. Retrieved from <www.nps.org.
au/__data/cmi_pdfs/CMR09308.pdf>.

DRUG CAPSULE
Selective serotonin reuptake inhibitor (SSRI) sertraline HCl (Zoloft)
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drug capsule boxes help students 
learn the implications of certain 
medications that they may see in 
their clinical encounters. 
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Physical preparation

Preoperative preparation includes the following areas: nutrition 
and fluids, elimination, hygiene, medications, rest, care of 
valuables and prostheses, special orders and surgical skin prep-
aration. In most organisations a preoperative checklist is used 
on the day of surgery. The nurse completes the checklist fol-
lowing appropriate documentation protocols. It is essential that 
all pertinent records (laboratory records, x-ray films, consents) 
be available for perioperative personnel for referral and that all 
physical preparation is completed to meet legal and safety 
requirements.

Nutrition and fluids. Adequate hydration and nutrition pro-
motes healing. Nurses need to identify and record any signs of 
malnutrition or fluid imbalance. If the person is receiving intra-
venous fluids or a measured fluid intake, nurses must ensure that 
the fluid intake and output is accurately measured and recorded.

The order ‘NBM from midnight’ has been a long-standing tra-
dition because it was believed that anaesthetic agents suppress 
gastrointestinal functioning, thus creating an increased risk of vom-
iting and aspiration during the administration of a general anaes-
thetic. Re-evaluation and research does not support this tradition 
and, as a result, the American Society of Anesthesiologists (ASA) 

Preoperative teaching

Children
■ Parents need to know what to expect and to be able to 

express their concerns.
■ Separation from parents often is the child’s greatest fear; the 

time of separation should be minimised and parents allowed 
to interact with the child both immediately preceding and 
following the surgery, once it is safe to facilitate this.

■ Teaching/communicating with children (both timing and 
content) should be geared to the child’s developmental level 
and cognitive abilities and use age-appropriate language. 
Play is an effective teaching tool with children (e.g. the child 
can put a bandage on an incision on a doll).

Older adults
■ Assess hearing ability to ensure the older adult hears the 

necessary information.
■ Assess short-term memory. Presenting one focused idea at a 

time and repeating or reinforcing information may be necessary.

■ Older adults are at greater risk for postoperative compli-
cations, such as pneumonia. Reinforce moving and 
deep-breathing and coughing exercises.

■ Assess potential postoperative needs at this time. Arrange-
ments can be made preoperatively to obtain necessary items. 
Examples are medical equipment, such as walkers, raised 
toilet seats and bed trapezes; Meals on Wheels; and help 
with transportation.

■ If the older adult will need to be in extended care for a 
period of time after surgery, this is the time to initiate these 
plans.

■ Assess the person for risk of pressure injury development and 
be extra attentive to the use of proper paddings and support 
devices to prevent injury during positioning and transfers in 
the operating room. Risks are:
– older age
– poor nutritional status
– history of diabetes or cardiovascular problems
– history of taking steroids, which cause increased bruising 

and skin breakdown.

Lifespan considerations

HOME CARE CONSIDERATIONS

POSTOPERATIVE INSTRUCTIONS

Adults want information about activities they normally perform in 
advance of their recovering at home. This is important informa-
tion for all people undergoing surgery, particularly for those 
 having the surgery as an outpatient. Discuss the following areas: 

■ Food. Eat small portions at first because anaesthetic medica-
tions and analgesics slow gastric emptying.

■ Elimination. Constipation occurs frequently as a result of 
decreased gastrointestinal mobility due to factors such as 
anaesthesia, decreased activity and opiates. Discuss strategies 
to prevent constipation.

■ Sexual activity. Intimacy such as gentle hugging and kissing is 
non-harmful to the healing process. The resumption of sexual 
intercourse will depend on wound healing and level of sore-
ness or tenderness. It is recommended most people wait until 
approximately 2 to 4 weeks following minor surgery. The per-
son should discuss recommendations with the surgeon with 
regards to the resumption of intercourse following gynaeco-
logical procedures.

■ Wound care. Discuss wound strength and care, including 
the signs and symptoms of infection and when to notify the 
surgeon.

■ Lifting. Be specific about weight limits, if appropriate. Relate 
the weight limit to everyday items (e.g. a litre of milk weighs 
approximately 1 kg).

■ Pain. Provide information about the person’s analgesic regi-
men. Ask the person to describe their daily activities and dis-
cuss ways to avoid or reduce painful activities.

■ Bathing. Check with the surgeon with regards to prefer-
ences for keeping the wound dry. There is no evidence that 
water on a closed wound is harmful or interferes with 
wound healing. If allowed, inform the person to shower, let-
ting the warm water wash over the incision and gently pat 
the incision dry.

■ Activities. Advise the person that they will tire easily and to 
plan short activities with frequent rest breaks.
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Home care considerations instruct 
students to consider adaptation for 
performing the skill in the home. 
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aPPlying tHeoretiCal 
FrameWorKS to FamilieS
A variety of theoretical frameworks provide the nurse with a 
holistic overview of health promotion for families across the 
lifespan. Major theoretical frameworks that nurses use in pro-
moting the health of families are systems theory and struc-
tural–functional theory.

Systems theory
A system is a set of interacting identifiable parts or compo-
nents. The basic concepts of general systems theory were pro-
posed in the 1950s. One of its major proponents, von 
Bertalanffy (1980), introduced systems theory as a universal 
theory that could be applied to many fields of study. Nurses are 
increasingly using systems theory to understand not only bio-
logical systems but also systems in families, communities, and 
nursing and health care. General systems theory provides a 
way of examining interrelationships and deriving principles.

Systems may be complex and the systems components are 
often studied as subsystems. For family systems, the subsys-
tems would be individuals. Looking back up the hierarchy, the 
systems above other systems are referred to as suprasystems—
the family is the suprasystem of the individual. See Figure 25.3 
for a hierarchy of the human system.

A system depends on the quality and quantity of its input, 
throughput, output and feedback. Input consists of informa-
tion, material or energy that enters the system. After the input is 
absorbed by the system, it is processed in a way useful to the 

Family-centred care involves encompassing the entire fam-
ily dynamic when providing care, especially for newborns and 
children. It provides an opportunity for both parties to work in 
partnership to ensure the optimal outcome is achieved for all 
involved. As health professionals we need to look at the whole 
picture, not just a small section, to truly understand the situation 
to provide holistic care. We need to provide opportunities for the 
invested family members to participate in the care and treatment 
to achieve the desired outcomes. 

The following is an example of family-centred care. Jane and 
her baby Cooper drop in to a community baby clinic for a weight 
check. During this encounter, the nurse observes that Jane is 
quick to hand over Cooper and appears disinterested when dis-
cussing his milestones, feeding and sleeping patterns. It is noted 
that Cooper has mild plagiocephaly (asymmetrical head shape) 
but Jane does not easily engage when discussing this and 
appears more interested in her phone. Initially, the nurse could 
assume that Jane is disinterested and reluctant to take on board 
the nurse’s information and recommendations for Cooper. Con-
sequently, the nurse may feel frustrated with Jane as her behav-
iour is not what the nurse thinks it should be. 

If approached with family-centred care in mind, the nurse will 
take the time to talk to Jane and find out more information about 
her family’s situation. When talking to Jane, the nurse discovers 

REAL-WORLD PRACTICE

that Cooper is Jane’s first baby and she has no private transport 
available to her so she walks to the clinic. Additionally, the nurse 
discovers that Jane has just moved to this town, her husband 
works away and all of Jane’s support networks are down south. 
Jane divulges that she does not know what she should be doing 
with Cooper and feels very lonely and isolated. Jane then states 
that her mother calls around this time every day to speak to her 
and she does not like to miss her calls. 

This information sheds a completely new light on the assump-
tions made by the nurse. Knowing this information allows the 
nurse to create opportunities to engage Jane with local support 
services and activities to assist her with her parenting. Thus, a 
therapeutic relationship is established between Jane and the 
nurse. This mutual respect facilitates Jane and the nurse to set 
achievable, realistic goals for Cooper. In turn, this increases Jane’s 
compliance with ongoing treatment recommendations as they 
are individualised to her family’s needs. 

In summary, by adopting a family-centred care approach, the 
nurse creates an environment where family members feel heard 
and can be involved in key aspects of care, thereby facilitating 
optimal care outcomes for all involved. 

Tamlyn Brice, RN, RM, BNSc, PGDipMid, PGCertCHN
The Townsville Hospital, Queensland

system. This transformation is called throughput. For exam-
ple, food is input to the digestive system; it is digested (through-
put) so that it can be used by the body. Output is energy, matter 
or information given out by the system as a result of its pro-
cesses. Output from the digestive system includes caloric 
energy, nutrients, urine and faeces.

Figure 25.3 A common system hierarchy.
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real-world practice provides 
students with a real-world 
perspective of practice. 
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Indigenous health promotion
Expanding and strengthening comprehensive primary health 
care for Aboriginal and Torres Strait Islander people has been 
recognised as a priority by all levels of government. At a federal 
level, the Department of Health’s vision for the future is health 
outcomes and health services for Aboriginal and Torres Strait 
Islander peoples equal to that of the general Australian commu-
nity. The Department of Health and the Office for Aboriginal 
and Torres Strait Islander Health (OATSIH) provide resources for 
health promotion. OATSIH programs include:

■ Primary Health Care Access Program (PHCAP). This program 
provides funding for the expansion of comprehensive primary 
health care services in Aboriginal and Torres Strait Islander 
communities.

PHCAP supports communities through clinical care, 
illness prevention and early intervention activities and 
management support systems. It provides for new services 
in areas identified as having the highest relative need and 
the community capacity to manage funding and service 
delivery.

Sites for expanding services are identified through 
consultation in regional health forums. The partners of the 
forums are the federal government and state and terri-
tory governments, as well as peak bodies representing the 
Aboriginal Community Controlled Health Services. The 
forums provide a way to identify regional needs and plan 
services and include both mainstream and Indigenous-
specific health services as a means of better meeting local 
needs.

■ Eye Health Program. This is in recognition of the importance 
of eye health to Indigenous people.

■ Healthy for Life. This Australian government program 
provides $102.4 million, over 4 years, to improve the 
health of Aboriginal and Torres Strait Islander families  
with a focus on mothers, babies and children. It also  
aims to improve the quality of life for people with a 
chronic condition and, over time, to reduce the incidence 
of adult chronic disease. Between 2014 and 2015 the 
Australian government committed over $920 million for 
the provision of health programs for Indigenous Australian 
health.

■ Petrol Sniffing Prevention Program. This program provides a 
range of strategies to address petrol sniffing in Indigenous 
communities.

■ Sexual Health and Blood Borne Virus Strategy. The strategy 
provides a comprehensive approach to preventing the spread 
of HIV, other STIs and blood-borne viruses (BBV) in Aboriginal 
and Torres Strait Islander communities.

■ Social and Emotional Well Being. This is a 5-year plan to 
guide improvements in the mental health and social and 
emotional wellbeing of Indigenous people.
In 2013, the National Aboriginal Community Controlled Health 

Organisation began further locally relevant priority programs with 
funds to address issues such as support for greater investment in  
Aboriginal community controlled health, greater investment  
in primary health care, greater Aboriginal leadership in health and 
wider health care reform for Aboriginal people.

Source: Department of Health (Aboriginal and Torres Strait Islander Health) (2016). Retrieved from <www.health.gov.au/Indigenous>.

Lifespan considerations

Falls in Indigenous infant mortality rates, 
but wide disparity still exists
A joint report released by the Australian Bureau of Statistics 
(ABS) and Australian Institute of Health and Welfare (AIHW) 
(AIHW 2008) shows that there have been some improvements in 
the health and welfare of Indigenous Australians. This view is 
supported by the Australian Indigenous HealthInfoNet’s (2015) 
Overview of Aboriginal and Torres Strait Islander Health Status 
2015 report. The report stated that although significant falls in 
mortality rates for Indigenous babies were evident, the infant 
mortality rate for Aboriginal and Torres Strait Islanders was still 
twice as high as for non-Indigenous Australians. It also reported 
that death rates for Indigenous people were highest in Western 
Australia and the Northern Territory with slight falls in the mor-
tality rates of all Indigenous people in other states. Despite 

these gains, the health status of Indigenous Australians remains 
considerably below that of non-Indigenous Australians; for 
example, non-Indigenous Australian adults are likely to live 
10–11 years longer than Indigenous adults. Other findings were 
that Indigenous adults were more than 17 times more likely to 
die from diabetes than non-Indigenous adults; are more likely  
to smoke regularly; more than half (57%) of Indigenous people 
were overweight or obese; and Indigenous people face barriers 
in accessing health services, in particular primary health care.

In a 2009 media release (AIHW 2009a) it was noted that 
Indigenous Australian children are two to three times more likely 
than non-Indigenous Australian children to die, be of low birth 
weight and have dental decay. They are five times more likely to 
be born to teenage mothers, eight to nine times more likely to 
be in the child protection system and 24 times more likely to be 
under the juvenile justice system.

Sources: AIHW (2008). Retrieved from <www.aihw.gov.au/mediacentre/2008/mr20080429>; AIHW (2009a). Retrieved from <www.aihw.gov.au/
mediacentre/2009/mr20090617.cfm>; and Australian Indigenous HealthInfoNet (2015). Retrieved from <www.healthinfonet.ecu.edu.au/health-
facts/overviews>.

Indigenous health considerations 

•	 current positive health practices
•	 spirituality
•	 sources of life stress and ability to handle stress
•	 social support systems
•	 information needed to enhance health care practices.

DIAgNOSINg

Nursing diagnoses generally focus on impaired or imbalanced 
health patterns or problems. However, a diagnosis of ‘well-
ness’ could describe a human response to levels of wellness in 
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lifespan considerations alert 
students to the needs of people of 
different ages. 
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Home care
The biggest provider of home care services is the not-for-
profit sector, such as religious, charitable and community-
based organisations (AIHW 2016a). The Australian 
government provides a number of Home Care Packages that 
providers help older individuals to access so they can stay in 
their home longer; for example, help with showering, dressing 

The purpose of this study was to explore the levels of stress, anxiety 
and depression experienced by caregivers who are caring for some-
one with dementia in a rural setting. Thirty-nine participants were 
recruited through a variety of health service agencies in rural Victo-
ria. Participants had to be informal carers of people with dementia 
but did not have to live with the person they were caring for.

Participants were requested to complete a survey containing 
demographic questions, such as age, gender, length of time as a 
carer, duration of symptoms and the type of dementia. The survey 
also included 21 questions that specifically measured the carer’s 
emotional wellbeing; these questions were taken from the Depres-
sion Anxiety Stress Scales (DASS). A score was assigned and, 
depending on the overall score, the person’s emotional wellbeing 
was categorised as normal, mild, moderate, severe or extremely 
severe. The survey also contained 12 questions that comprised the 
Neuropsychiatric Inventory Questionnaire (NPI-Q), which assessed 
the presence and severity of behavioural and psychological symp-
toms of the person with dementia and the effects on the carer. The 
NPI-Q asked the carer to rate the severity of the symptoms that the 
person with dementia displayed using mild, moderate and severe 
as the scale. The carer was also asked to rate the impact on them 
using a five-point scale. Zero was not at all distressing and five was 
extremely distressing and unable to cope.

Results revealed that of the 39 carers who participated in the 
study, 30 participants were female, with 24 participants identify-
ing as either a daughter or wife to the person with dementia. 

Scores on the DASS revealed that nearly half (48%) reported 
stress levels in the moderate to the extremely severe range; 38% 
reported moderate to extremely severe depression; and 28% 
reported above moderate anxiety levels. Results of the NPI-Q 
revealed the most prevalent (70%) symptoms displayed by care 
recipients were anxiety, apathy/indifference and aggression. 
More than half of the care recipients exhibited irritability, appe-
tite disorder, depression and nocturnal disturbance. Carers 
reported that apathy of the care recipient was extremely distress-
ing to them, as well as irritability, nocturnal disturbance and agi-
tation being reported by carers as being highly stressful.

Implications In recognition of the high level of care required 
for people with dementia, the Australian government has 
increased funding for people with dementia in aged care facili-
ties and those receiving home care. Regular screening of a 
carer’s emotional wellbeing should be carried out by health 
care professionals, with the purpose of implementing timely 
interventions as required, such as respite care, to help ease 
carer stress.

K. Ervin, J. Pallant & C. Reid (2015). Caregiver distress in dementia in rural Victoria. Australasian Journal on Ageing, 34(4), 235–240. Doi: 10.1111/
ajag.12158.

RESEARCH NOTE
Caring for the caregiver—is it necessary?

Working in an aged care facility has offered some of the most 
poign ant moments of my nursing career. It is a place that, as a 
nurse, you need to be able to make considered autonomous 
 decisions and it is a place that has great joy and great sorrow.

Recently, while holidaying with my family, I took a number of 
pictures and videos of the stunning landscape we visited, which 
included running waterfalls, lush rainforests and historical build-
ings. I did this with the purpose of sharing these images and vid-
eos with the residents of the aged care facility where I work, 
particularly the residents who were unable to travel any longer. 
The sounds and sights of the waterfalls and the various other 
images of the holiday, many of which depicted places the resi-
dents had visited themselves in their earlier lives, brought them 
such delight and curiosity; it was a wonderful moment shared. 

Caring for the older person helps you as a nurse to become an 
advocate for that person in a strong and ‘person-centred’ way. It 
is easy to say that you will be an advocate for ‘patients’, but in 

reality it is often challenging to do. When you look after someone 
long term and develop a therapeutic relationship with them, it 
provides you with the courage to be an advocate when needed. 

Recently I received a card from the daughter of one of our 
beautiful residents who passed away and in her card she said, ‘I 
knew this place was special—more a family than a nursing home’. 
There are immense opportunities in aged care nursing to make a 
difference to a person’s and their family’s life and to be part of a 
team that provides the human touch and care that our older pop-
ulation deserves. I hope you find a nursing career that will provide 
you with the rewards, challenges, excitement, decision making 
and leadership opportunities that aged care nursing has pro-
vided for me.

—Michelle Yanner, RN, RM, BNSc,  
PGDipMid, GradDipNurs (Dementia)

Loreto Home for the Aged, Townsville, Queensland

REAL-WORLD PRACTICE

and mobility or help with house cleaning and basic home 
maintenance activities (MyAgedCare 2016). Since 1 July 
2015, all Home Care Packages are delivered on a consumer-
directed care basis. This promotes greater autonomy for the 
older person and takes a person-centred approach to providing 
resources that are ideally suited to the person’s situation. In 
2013–14, 2.4% (83 481) of people aged 65  years or older 
received home care (SCRGSP 2015).
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research notes introduce students 
to the concept of evidence-based 
nursing practice by reviewing 
relevant nursing research and 
discussing the implications for 
nursing practice. 
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Mr W, a 50-year-old professional man, has pneumonia and is cur-
rently being treated with antibiotics. He smokes two packs of 
cigarettes a day. Since this bout of pneumonia, he voices con-
cern about his smoking and wonders if he should try to quit 
again. He states, ‘I’ve tried everything and nothing works. The 
longest I last is about a month’. He admits to being 13.6 kg over-
weight and states that he and his wife have started walking for 
30 minutes every evening. His wife has also started making low-
fat meals. He is concerned that if he quits smoking he will gain 
more weight.

1. What information/knowledge is important for the nurse to 
remember when assisting a person to advance to the next 
stage of change?

2. Each contact between a nurse and an individual is an oppor-
tunity for health promotion. Based on the knowledge or key 
concepts listed above, what question(s) would you ask Mr W?

3. Mr W is in which stage of change relating to his cigarette 
smoking? What strategies could you, the nurse, consider?

CASE STUDY

Chapter 17 review

CHAPTER HIGHLIGHTS
•	 Nursing	involves	viewing	each	individual	in	a	holistic	way.
•	 To	ensure	holistic	health	care,	the	nurse	considers	all	com-

ponents of health (health promotion, health maintenance, 
health education and illness prevention, and restorative–
rehabilitative care) and recognises that disturbance in one 
part of a person affects the whole being.

•	 Homeostasis	is	the	tendency	of	the	body	to	maintain	a	state	
of relative balance or constancy in response to a changing 
internal and external environment.

•	 Physiological	 homeostasis	 is	maintained	 by	 coordinated	
functioning of the autonomic nervous, endocrine, respira-
tory, cardiovascular, renal and gastrointestinal systems.

Establish rapport
■ Provide privacy and a perception of a collaborative, equal-

power relationship.
■ If time allows, ask the person to describe a ‘typical’ day. Usu-

ally, the problematic behaviour is described; however, even if 
it is not, listening will strengthen rapport and the personal 
information may be helpful in understanding the person’s cur-
rent situation.

Set agenda
■ Allow the individual to identify concerns. If there are multiple 

concerns (e.g. smoking, exercise, diet, stress), it is best to 
focus on one specific behaviour at a time. Ask the person 
which behaviour they feel most ready to think about changing. 

Assess importance, confidence and readiness
■ A person’s readiness to change is often influenced by their 

perception of importance and confidence.
■ Importance refers to the personal value of change. Questions 

that obtain this information can include: ‘How do you feel at 
the moment about [state the change]?’, ‘How important is it  
to you to [state the change]?’, ‘On a scale of 1 to 10, with  
1 being not important and 10 very important, what number 
would you give yourself?’.

■ Confidence relates to mastering the skills needed to achieve 
the behaviour and the situations in which behaviour change 
will be challenging to the person. A potential question to use 
to assess confidence is ‘If you decided right now to change, 
how confident would you feel about succeeding?’.

Exchange information and reduce resistance
■ These two tasks are performed throughout the various stages 

of behaviour change.
■ Ask people if they would like information and about what.
■ Present information in a neutral tone of voice and avoid using 

the word ‘you’ too much. Referring to other people (versus 
‘you’) and what happens to them makes the information less 
threatening to the person.

■ After presenting the information, ask for the person’s inter-
pretation of the information.

■ Three traps that increase resistance and strategies to avoid 
the traps include:
1. taking control away—instead, emphasise personal choice 

and control
2. misjudging importance, confidence or readiness—often 

this results in talking about action before the person is 
ready. It is important to re-examine the individual’s feel-
ings about importance and confidence as they influence 
readiness to make a specific change

3. meeting force with force—instead of attacking or defend-
ing through argument, sit back and use reflective listening. 
Try to understand how the person is feeling. The resis-
tance usually subsides and the discussion can move in a 
different direction. 

PRACTICE GUIDELINES
Enhancing behaviour change

Source: P. Mason & C. Butler (2010). Health Behavior Change: A Guide for Practitioners (2nd ed.). © 2010 Elsevier. Reproduced with permission.
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Practice guidelines provide instant 
summaries of clinical dos and 
don’ts. 
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PLANNING

Delegation
Preparing medications from ampoules and vials involves 
knowledge and use of sterile technique. Therefore, these 
techniques are not delegated to AINs.

Equipment
■	 MAR or computer printout
■	 Ampoule of sterile medication

■	 File (if ampoule is not scored) and small gauze square or plastic 
ampoule opener

■	 Antiseptic swabs
■	 Syringe
■	 Needle for administering the medication
■	 Access needle (to draw up the medication from the ampoule)
■	 Filter needle (check organisation policy)

IMPLEMENTATION

Preparation
1. Check the medication administration record (MAR).

■	 Check the label on the ampoule carefully against the MAR 
to make sure that the correct medication is being prepared.

■	 Follow the three checks for administering medications. 
Read the label on the medication (1) when it is taken 
from the medication trolley, (2) before withdrawing the 
medication, and (3) after withdrawing the medication.

2. Organise the equipment.

Performance
1. Perform hand hygiene and observe other appropriate 

infection-control procedures.
2. Prepare the medication ampoule for drug withdrawal.

■	 Flick the upper stem of the ampoule several times with a 
fingernail. Rationale: this will bring all medication down to 
the main portion of the ampoule.

■	 Use an ampoule opener or place a piece of sterile gauze or 
alcohol wipe between your thumb and the ampoule neck or 
around the ampoule neck and break off the top by bending 
it towards you to ensure the ampoule is broken away from 
yourself and away from others. Rationale: the sterile gauze 
protects the fingers from the broken glass and any glass 
fragments will spray away from the nurse. ❶

or
■	 Place the antiseptic wipe packet over the top of the 

ampoule before breaking off the top. Rationale: this 
method ensures that all glass fragments fall into the packet 
and reduces the risk of cuts.

■	 Dispose of the top of the ampoule in the sharps container.

3. Withdraw the medication.
■	 Place the ampoule on a flat surface.
■	 Attach the access needle to the syringe.
■	 If using a filter needle, attach this to the syringe at this stage 

in the process. Rationale: the filter needle prevents glass 
particles from being withdrawn with the medication.

■	 Remove the cap from the access (or filter) needle and insert 
the needle into the centre of the ampoule. Do not touch the 
rim of the ampoule with the needle tip or shaft. Rationale: 
this will keep the needle sterile. Withdraw the amount of 
drug required for the dosage.

■	 With a single-dose ampoule, hold the ampoule slightly 
on its side, if necessary, to obtain more than the ordered 
amount of medication. ❷

■	 Dispose of the access (or filter) needle by placing it in a 
sharps container.

■	 Attach a new needle suitable for injection to the syringe.

Skill 36.2 Preparing medications from ampoules

❶	Breaking the neck of an ampoule
Source: Jenny Thomas. 

❷	Withdrawing a medication from an ampoule
Source: Patrick Watson.
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step-by-step skills help students 
understand techniques and 
practice sequence. they include a 
complete equipment list and full-
colour photos and illustrations for 
critical steps. 
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tHe teaCHing and learning PaCKage

A full suite of additional supplementary materials is provided with this textbook to assist teaching and learning. The 
educator resources contains a variety of useful features including:

test BaNK of questions, available in Microsoft Word format as well as in Moodle, Canvas and Blackboard-compatible 
formats. Each chapter contains multiple-choice, short-answer and essay-type questions featuring problems of varying 
complexity. They are structured by Learning objective and mapped to the NMBA Standards for the educator’s 
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including Concept check, Critical thinking and Case study questions.

PoWeRPoiNt sLides Contain selected images, fi gures and tables from the book. 

838 Unit 8  Integral Components of Individualised Care

Computed tomography
Computed tomography (CT), also called CT scanning, com-
puterised tomography or computerised axial tomography 
(CAT), is a painless, non-invasive x-ray procedure that has the 
unique capability of distinguishing minor differences in the 
density of tissues. The CT produces a three-dimensional image 
of the organ or structure, making it more sensitive than the 
x-ray machine.

Magnetic resonance imaging
Magnetic resonance imaging (MRI) is a non-invasive diag-
nostic scanning technique in which the person is placed in a 
magnetic field. People with implanted metal devices (e.g. pace-
maker, metal hip prosthesis) cannot undergo an MRI because 
of the strong magnetic field. There is no exposure to radiation. 
If a contrast media is injected during the procedure, it is not an 
iodine contrast. Another advantage to the MRI is that it pro-
vides a better contrast between normal and abnormal tissue 
than the CT scan. It is, however, more costly.

The MRI is commonly used for visualisation of the brain, 
spine, limbs and joints, heart, blood vessels, abdomen and pel-
vis. The procedure involves the person lying on a platform that 
moves into either a narrow, closed, high-magnet scanner or an 
open, low-magnet scanner. The person must lie very still. A 
two-way communication system is used to monitor the per-
son’s response and to help relieve feelings of claustrophobia. 
Earplugs are offered to the person to reduce the discomfort 
from the loud noises that occur during the test. The procedure 
lasts between 60 and 90 minutes (see Figure 35.10).

Nuclear imaging studies
Nuclear scans use radioactive substances to visualise structures 
and functions inside the body, unlike other studies (e.g. CT, 

Prior to undergoing an MRI procedure, the person must 
 complete a screening tool to ensure that there are no known 
risks for an adverse event due to the procedure. Safety assess-
ment largely depends on the person’s recall, and they may for-
get or not recognise the importance of some information that is 
essential to their safety. Although the ultimate responsibility for 
ensuring that a person can safely undertake an MRI scan lies 
with the doctor, the nurse has an important role in  educating 
the person about the MRI scan and the risks involved.

■ Many patients suffer a fear of enclosed spaces and cannot 
tolerate being enclosed within the MRI scanner.

■ Devices or implants may be a contraindication for MRI and all 
devices and implants need to be declared.

■ Any metal fragments that may have been retained in the body 
(shrapnel, splinters of steel) can cause damage to the person.

■ Tattoo pigments may contain metal substances which create 
an electric current that can cause redness and swelling similar 
to a first degree burn at the site of the tattoo. For large 

 tattoos, a cold compress on that area may need to be 
applied to prevent heating.

■ Metal body-piercing jewellery should be removed before an 
MRI scan.

■ Permanent cosmetics (e.g. tattooed eyeliner, eyebrows, lip 
liner) may cause a similar problem to those of tattoos.

■ Make-up, which may have a component of iron oxide, can 
cause artifact around the orbit of the eye, making the MRI 
result difficult to interpret. There also have been cases of 
inflammation and eye irritation when eye make-up has been 
heavily applied.

■ Many transdermal patches contain a foil backing which cre-
ates an electric current that can lead to intense heat and a 
burn, so the person should be instructed to remove the patch 
and apply a new one after the MRI scan.

■ Use of metals (such as silver and copper) in clothing is com-
mon and therefore a person should wear a gown for the MRI 
scan (Ott 2015).

PATIENT EDUCATION
MRI safety

Figure 35.10 MRI lab.
Source: © James Steidl/Fotolia.com.

MRI, x-ray), which are only useful for visualising anatomical 
structures. The person undergoing a nuclear test is given a 
small amount of radiopharmaceutical (a pharmaceutical 
substance labelled with a radioisotope) that is targeted to a 
specific organ. The radiopharmaceutical may be ingested, 
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Patient education gives students 
a guide for what to do when 
educating patients. 
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In general, the nurse assesses the person prior to administering 
any medication to obtain baseline data by which to evaluate the 
effectiveness of the medication.

The medication history includes information about the 
drugs the person is taking currently or has taken recently. This 
includes prescription drugs; over-the-counter drugs such as 
antacids, alcohol and tobacco; and illicit drugs such as mari-
juana. Sometimes an incompatibility with one or more of these 
drugs affects the choice of a new medication.

Older people often take vitamins, herbs and food supple-
ments and/or use folk remedies that they do not list in their 
medication history. Many of these have unknown or unpredict-
able actions and side effects and they need to be noted, with 
attention paid to possible incompatibilities with other pre-
scribed medications.

An important part of the history is the person’s knowledge of 
their drug allergies. The person may be able to tell a nurse, ‘I am 
allergic to penicillin, adhesive tape and curry’. The nurse should 
clarify with the person any side effects, adverse reactions or 
allergic responses due to medications. Other people may not be 
sure about allergic reactions. An illness occurring after a drug 
was taken may not be identified as an allergy, but the person 
may associate the drug with an illness or unusual reaction. The 
person’s doctor can often give information about allergies. Dur-
ing the history, the nurse tries to elicit information about drug 
dependencies. How often drugs are taken and the person’s per-
ceived need for them are measures of dependence.

Also included in the history are the person’s normal eating 
habits. Sometimes the medication schedule needs to be coordi-
nated with mealtimes or the ingestion of foods. Where a medi-
cation must be taken with food on a specified schedule, people 
can often adjust their mealtime or have a snack (e.g. with a 
bedtime medication). In addition, certain foods are incompati-
ble with certain medications; for example, milk is incompatible 
with tetracycline.

It is also important for the nurse to identify any problems the 
person may have in self-administering a medication. A person 
with poor eyesight, for example, may require special labels for 
the medication container; older people with unsteady hands may 
not be able to hold a syringe to inject themselves or another per-
son. Obtaining information as to how and where a person stores 
their medications is also important. If a person has difficulty 
opening certain containers, they may change containers but leave 
old labels on, which increases the risk of medication errors.

The nurse needs to consider socioeconomic factors for all 
people but especially for older adults. Two common problems 
are lack of transportation to obtain medications and inadequate 
finances to purchase medications. When aware of these prob-
lems, the nurse can refer proper resources for the person.

Medication reconciliation
Another safety issue that affects the nurse is to ensure that a 
person receives the appropriate medications and dosages on 
admission, during transfer and at discharge. A study conducted 
at Mayo Health System identified that poorly communicated 
medical information at admission and other health care transi-
tion points is responsible for as many as 50% of all medication 
errors in hospitals (Greenwald et al. 2010, p. 3). Furthermore, 
approximately 1 out of 5 medication administration errors that 
arise from inadequate reconciliation result in harm (Barnsteiner 
2008, pp. 2–459). 

As a result, the Institute for Healthcare Improvement cam-
paigned for medication reconciliation and the Joint Commis-
sion on Accreditation of Healthcare Organizations (JCAHO) 
incorporated medication reconciliation into its National Patient 
Safety Goals. The JCAHO defined medication reconciliation 
as ‘the process of comparing a patient’s medication orders to all 
of the medications that the patient has been taking. This recon-
ciliation is done to avoid medication errors such as omissions, 

LINKS TO
NATIONAL PATIENT
SAFETY STANDARDS

NSQHS Standard 4:

Medication Safety 

‘The intention of this standard is to ensure that clinicians are competent to safely pre-
scribe, dispense and administer medicines to informed patients, and monitor use of 
the medicines.’ (ACSQHC 2016, p. 30)

Implementing this standard is achieved by the establishment of organisation-wide systems to 
support and promote safe medication management. These systems include clinical govern-
ance and quality improvement to support medication management, processes facilitating 
complete documentation of patient information and continuity of medication management. 
Organisational processes from the Partnering with Consumers Standard should also be used 
to promote safe medication management by actively involving people in their own care, by 
meeting the person’s information needs and by sharing decision making.

Medicines are the most common treatment used in health care and they are associated 
with both a signifi cant improvement in health outcomes and the risk of harm. Medication 
errors are the second most common type of incident reported in Australian hospitals, and 
38% of medication errors occur at the administration stage (Roughead & Semple 2009). 
Medication errors affect the health outcome of the consumer and have an impact on 
health care costs. Nurses play a major role in the process of medication management, and 
the standardisation and systemisation of this processes can improve medication safety by 
preventing medication incidents. 
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links to national Patient safety 
standards give the relevant 
standards from the Australian 
Commission on Safety and Quality 
in health Care as they relate to 
patient safety.

maPPing to tHe nmBa 
RegisteRed NuRse 
staNdaRds foR PRactice
autHor: trish Burton

Unit 1
the nature of nursing

Chapter standard Criteria
evidence-based examples 
(including page no.)

1  3: Maintains the capability 
for practice

3.4 accepts accountability for 
decisions, actions, behaviours and 
responsibilities inherent in their 
role, and for the actions of others 
to whom they have delegated 
responsibilities

Questions own capability and 
preparedness for practice, in 
Research Note, p. 16

 4: Comprehensively 
conducts assessments 

 5: develops a plan for 
nursing practice

 6: Provides safe, appropriate 
and responsive quality 
nursing practice 
 

 7: evaluates outcomes to 
inform nursing practice

4.1 conducts assessments that 
are holistic as well as culturally 
appropriate

5.1 uses assessment data and best 
available evidence to develop a plan

6.1 provides comprehensive, safe, 
quality practice to achieve agreed 
goals and outcomes that are 
responsive to the nursing needs of 
people

7.1 evaluates and monitors progress 
towards the expected goals and 
outcomes

Implements affective attitudes, 
technical knowledge and clinical 
skills effectively, in Real-World 
Practice, p. 16

2  1: thinks critically and 
analyses nursing practice

1.1 accesses, analyses and uses the best 
available evidence, that includes 
research findings, for safe, quality 
practice

uses mental health resources, in 
Real-World Practice, p. 33

 2: engages in therapeutic 
and professional 
relationships

2.7 actively fosters a culture of safety 
and learning that includes engaging 
with health professionals and others, 
to share knowledge and practice 
that supports person-centred care 

Works to have an inclusive 
multidisciplinary approach to mental 
health care, in Real-World Practice, 
p. 33

3  2: engages in therapeutic 
and professional 
relationships

2.2 communicates effectively, and is 
respectful of a person’s dignity, 
culture, values, beliefs and rights

Considers the person’s preference 
not to take opium when providing 
care, in Case Study, p. 52

2.5 advocates on behalf of people in a 
manner that respects the person’s 
autonomy and legal capacity

2.6 uses delegation, supervision, 
coordination, consultation and 
referrals in professional relationships 
to achieve improved health 
outcomes

Advocates for the person by 
maintaining that the prognosis for 
the first AIdS infection is better than 
the prognosis for advanced cancer, 
in Case Study, p. 52

2.6 uses delegation, supervision, 
coordination, consultation and 
referrals in professional relationships 
to achieve improved health 
outcomes

focuses on primary goal of stopping 
diarrhoea, in Case Study, p. 52
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mapping to the nmBa 
Registered Nurse standards for 
Practice maps examples from 
the text to relevant Registered 
Nurse Standards for Practice, 
thereby aligning the content to 
contemporary professional practice 
in Australia. 



xvi educator resources

MyLab Nursing Kozier and Erb’s 
Fundamentals of Nursing, 4th edition

A guided tour for students and educators

auto-generated tests 
and assignments  
each MyLab™ comes with 
pre-loaded assignments, 
all of which are 
automatically graded. 

assignable content 
educators can select 
content from the Study 
Plan and/or test Bank 
and assign to students as 
homework or quizzes. 



educator resources xvii

MyLab Nursing www.mylabsandmastering.com

learning resources 
to further reinforce 
understanding, Study 
Plan problems link to 
additional learning 
resources. Videos and 
flashcards are also 
available for students. 

study plan  
A personalised Study 
Plan is generated from 
each student’s results 
on assignments or 
sample tests. the Study 
Plan indicates Learning 
objectives where they 
need more practice, and 
helps them work towards 
mastery. 




