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INTRODUCTION

Welcome! By using Kaplan Nursing resources, you’ve taken an important step toward passing the National Council Licensure Examination for Practical Nurses (NCLEX-PN®).

Our many years of experience indicate that your success on the NCLEX-PN® examination is keyed to two specific factors: your educational background and your exam preparation. The amount and intensity of study you devote will bring about the greatest benefits from these resources. The best results come to those who actively participate in exam preparation. We will show you how the NCLEX-PN® examination works, what you do and don’t need to know, and the smartest way to take the NCLEX-PN® examination. We provide you with data to help you analyze your practice performance and determine where you need to make improvements. We will give you all the help, advice, and encouragement we can—but only you can do the work. Get to know all the benefits that Kaplan Nursing has to offer so you can make the most of your study time.

After you complete your resources and take the NCLEX-PN® examination, please tell us how you did. Kaplan’s Research and Curriculum Development Team works hard to ensure that our course materials employ the most effective and innovative teaching methods. In order to evolve and improve, we need your help. Please take a few moments to share your thoughts on how the materials helped you. Thank you in advance for choosing Kaplan for your studies.

KAPLAN
750 Third Avenue
New York, NY 10017
Attn: NCLEX® Curriculum

customer.care@kaplan.com (kaptest.com)
integrated.support@kaplan.com (nursing.kaplan.com)

Our best wishes for an interesting and satisfying nursing career.

*NCLEX® is a trademark of N.C.S.B.N., Inc.

Please note: All Kaplan lectures, web content, and printed and electronic media are the property of Kaplan Nursing and are copyrighted under law.
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SECTION 1

THE NCLEX-PN® EXAMINATION

Have you talked to LPN/LVNs about their experiences taking the NCLEX-PN® examination? If so, they probably told you it was unlike any nursing test they have ever taken. How can that be? Let’s talk in detail about the NCLEX-PN® examination.

NCLEX-PN® stands for National Council Licensure Examination for Practical Nurses and is prepared by the National Council of State Boards of Nursing (NCSBN). The purpose of the exam is to determine if you are safe to begin practice as an entry-level practical/vocational nurse. The NCLEX-PN® examination is a test of minimum competency, and is based on the required knowledge and behavior for the entry-level practice of practical/vocational nursing. This exam tests not only your knowledge, but also your ability to make decisions.

The NCLEX-PN® examination is a computer adaptive test, which means each test is assembled interactively based on the accuracy of the candidate’s responses to the questions. This ensures that the question you are answering will not be “too hard” or “too easy” for your skill level. The first question will be near the level of minimum competency (also referred to as the passing line). If you answer the question correctly, the next question will be slightly higher in critical thinking. If you miss the question, the next question will be slightly lower. As you answer questions, the computer is able to calculate your level of competence, as well as select questions that represent all areas of practical/vocational nursing as defined by the NCLEX-PN® test plan.

Taking the Exam

You have a maximum of 5 hours to complete the exam, which includes the beginning tutorial, a break reminder after the first two hours of testing, a break reminder after an additional 90 minutes of testing, and any additional breaks you may take.

There is no time limit for each question. The NCLEX-PN® examination is a variable-length adaptive test, which means that your test will be anywhere from 85 questions to 150 questions. Of the first 70 questions, 15 are experimental items that are not scored. Your test will end when the computer has determined your ability and you have taken at least 85 questions, or when you have reached the maximum testing time of 5 hours, or when you have answered 150 questions.

What Behaviors does the NCLEX-PN® Examination Test?

The NCLEX-PN® exam does not want to test your body of nursing knowledge; it assumes you have a body of knowledge because you have graduated from nursing school. Likewise, it does not want to test your understanding of the material; it assumes you understand the nursing knowledge you learned in nursing school. So what does this exam test?

The NCLEX-PN® exam primarily tests your nursing judgment and discretion. It tests your ability to think critically and solve problems. Specifically, the NCLEX-PN® exam seeks to validate that each candidate can recognize concerning cues, analyze the significance or implications of the cues, determine what the priority concern or topic is, determine solutions so you can plan your client’s care, take action and implement the care you have planned, and evaluate if the nursing interventions you took improved the client’s condition. You will be given an opportunity to practice these cognitive skills in the end-of-chapter Thinking Exercises in this book. The test writers recognize that as a beginning practitioner, you will be managing nursing assistants to provide care to a group of clients. As a member of the nursing team, you are expected to make safe and competent judgments about client care.

Critical Thinking and Clinical Judgment

What does the term “critical thinking” mean? Critical thinking is problem solving that involves thinking creatively.

Using clinical judgment, you successfully solve problems every day in the clinical area. You are probably comfortable with this concept when actually caring for clients. Although you’ve had lots of practice critically thinking in the clinical area, you may have had less practice thinking critically and using clinical judgment on test questions. Why is that?

During nursing school, you take exams developed by nursing faculty to test a specific body of content. Many of these questions are at the knowledge level, which involves recognition and recall of ideas or material that you read in your nursing textbooks and discussed in class. This is the most basic level of testing.

In nursing school, you are also given test questions written at the comprehension level. These questions require you to understand the meaning of the material. If you are answering minimum competency questions on the NCLEX-PN® exam, you will not see many comprehension-level questions. The test writers assume you know and understand the facts you learned in nursing school.

Minimum competency questions on the NCLEX-PN® exam are written at the application and/or analysis level. Remember, the exam tests your ability to make safe judgments about client care. Your ability to solve problems is not tested with knowledge- or comprehension-level questions. Application involves taking the facts that you know and using them to make a nursing judgment. You must be able to answer questions at the application level to prove your competence on the NCLEX-PN® exam.

Strategies that don’t Work on the NCLEX-PN® Examination

Whether you realize it or not, you developed a set of strategies in nursing school to answer teacher-generated test questions that are written at the knowledge/comprehension level. These strategies include:


	“Cramming” hundreds of facts about disease processes and nursing care

	Recognizing and recalling facts rather than understanding the pathophysiology and the needs of a client with an illness

	Knowing who wrote the question and what is important to that faculty

	Predicting answers based on what you remember

	Selecting the response that is a different length compared with the other choices

	Selecting the answer choice that is grammatically correct

	When in doubt, choosing answer choice C



Critical Thinking and Clincial Judgment on the NCLEX-PN® Examination


	The NCLEX-PN® exam is not a test about recognizing facts.

	You must be able to correctly identify what the question is asking.

	Only focus on background information that is necessary to answer the question.



Remember, the NCLEX-PN® exam is testing your ability to think critically. Critical thinking for the nurse involves:


	Observation

	Deciding what is important

	Looking for patterns and relationships

	Identifying the problem

	Transferring knowledge from one situation to another

	Applying knowledge

	Discriminating between possible choices and/or courses of action

	Evaluating according to established criteria



Facts About the NCLEX-PN® Examination

The Purpose of the Exam


	To determine if you are a safe and competent practical/vocational nurse

	To safeguard the public

	To test for minimum competency to practice practical/vocational nursing



The Test Content


	Based on the knowledge and activities of an entry-level practical/vocational nurse

	Written by nursing faculty and clinical specialists

	Majority of questions are self-contained, multiple-choice questions with 4 possible answer choices

	Some questions reference a case study that is arranged in tabs of a medical record

	Some questions may ask you to select all answers that apply, fill in the blank, or highlight text with the cursor

	Some questions may ask you to use the mouse to identify a location on a graphic or drag and drop answers from an unordered answer column to an ordered answer column

	Based on integrated nursing content, not on the medical model of medical, surgical, obstetrics, pediatrics, and psychiatric nursing

	Includes 15 experimental questions being tested for future exams; these questions do not count



Administration of the CAT


	The CAT (Computer Adaptive Test) adapts to your knowledge, skills, and ability level.

	The question sequence is determined interactively.

	The computer selects questions based on the item difficulty (level of critical thinking) and the test plan.

	You individually schedule a date and time to take the exam at a testing center.

	You sit at an individual computer station.



Taking the Exam


	Computer knowledge is not required to take this exam.

	You use a mouse to highlight and lock in your answer.

	You receive instructions and a practice exercise before beginning the exam.

	Any necessary background information appears on the screen with the question.

	The computer selects the initial question near the level of passing.

	The computer selects the next question on the basis of your response to the first question.

	If your answer is correct, the next question is slightly higher in critical thinking.

	If your answer is incorrect, the next question is slightly lower.

	Questions are selected to precisely measure your ability in each area of the test plan.



Timing


	There is no time limit for each individual question.

	You will answer a minimum of 85 questions to a maximum of 150 questions.

	The maximum time for the exam is 5 hours, including the practice exercise and all breaks.

	A pop-up window appears offering an optional 10-minute break after 2 hours and 3.5 hours of testing.



The exam will end:


	When the computer has determined your ability, or

	When a maximum of 5 hours of testing is reached, or

	When a maximum of 150 questions have been answered.



Scoring


	It is a pass/fail exam.

	There is no penalty for guessing.

	The 15 experimental questions are not counted.



Concerns


	You cannot change answers after you select NEXT. Questions are selected by the computer according to the accuracy of your previous responses.

	You cannot go back to a previous question.

	You cannot skip a question. You must answer the question to go on.



Advantages


	Testing is available year-round, 15 hours a day, 6 days a week, in 5-hour time slots.

	Results are released by the individual State Board; time will vary by State Board.

	If you fail, your state will determine when you can re-test.



What the NCLEX-PN® Examination Tests: Client Needs


	Safe and Effective Care

	Coordination of Care (18–24%) 21%

	Safety and Infection Control (10–16%) 13%





	Health Promotion and Maintenance (6–12%) 9%

	Psychosocial Integrity (9–15%) 12%

	Physiological Integrity

	Basic Care and Comfort (7–13%) 10%

	Pharmacological Therapies (10–16%) 13%

	Reduction of Risk Potential (9–15%) 12%

	Physiological Adaptation (7–13%) 10%







Registration

Registration information is available from your State Board of Nursing or your nursing school senior advisor. To obtain the address and phone number of an individual State Board of Nursing, contact:

National Council of State Boards of Nursing

111 E. Wacker Drive, Suite 2900

Chicago, IL 60601-4277

www.ncsbn.org
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This chapter is for students enrolled in a Kaplan NCLEX-PN® Prep Course.


If you are interested in the Kaplan NCLEX-PN® Course, start at www.kaptest.com.







SECTION 1

KAPLAN’S NCLEX-PN® COURSE MATERIALS

You have chosen the best course to prepare for the NCLEX-PN® examination. It is important that you take advantage of all the resources found in Kaplan’s Prep Course to ensure your success on the NCLEX-PN® examination.

Familiarize yourself with all of the material so you can prepare a study plan that fits into your schedule. Access to online study center resources start after payment has been received and for 3 months after your class begins. Since most students test within 8 weeks of graduation, Kaplan has designed a schedule that continues for 8 weeks after class ends.

Materials for Kaplan’s NCLEX-PN® Prep Course

(Available 24-hours, 7-days-a-week during your enrollment period)

Phase One: Content Review

Orientation to Kaplan’s NCLEX-PN® Prep Course


	Learn about Kaplan’s NCLEX-PN® Prep Course

	Explains how to use online assets



Pathway to Success Videos


	Learn how to think your way through the types of questions you will see on the NCLEX-PN® exam

	Establish a way to approach application- and analysis-level questions



Kaplan’s Strategy Seminar for the NCLEX-PN® Examination


	Learn what you need to know about the NCLEX-PN® exam




NCLEX-PN® Content Review Guide



	Review frequently tested, minimum-competency nursing content

	Read content sections before class or study session



Videos of Essential Nursing Content and Channel Presentations


	Guided review of essential nursing content for success on the NCLEX-PN® exam

	Review the content as often as required



Question Trainer 1 and 2


	Follows the NCLEX® test plan

	Provides practice with 70 to 100 exam-style questions

	Review the explanations for correct and incorrect answers

	Includes alternate question types



Phase Two: Learn How to Answer High-Level Critical Thinking Questions

PN Decision Tree


	Kaplan’s critical thinking framework based on clinical nursing judgment

	Enables candidates to correctly answer application/analysis questions utilizing critical thinking



Class Lessons


	Learn how to apply your nursing knowledge to answer questions similar to those on the actual exam

	Discuss critical thinking and clinical judgment specific to the NCLEX-PN® exam

	Review exam-style questions using Kaplan’s Decision Tree to ensure success on the NCLEX-PN® examination



Review of Questions


	Guided review of questions using Kaplan’s PN Decision Tree; includes explanations of correct and incorrect responses

	Master critical thinking by repeating and/or reviewing the questions at your own pace



NCLEX-PN® Practice Test


	70-question test (70 questions is the minimum for a computer decision. Remember: 15 of the first 85 on the NCLEX-PN® examination are pretest, non-scored items.)

	Designed using the NCSBN test plan



Roadmap to Success


	Understand the importance of self-regulation

	Develop your study plan



Phase Three: Practice

PN Readiness Exam


	130-question online exam that evaluates your strengths and weaknesses

	Indicates areas of the NCLEX-PN® test plan in which you will need concentrated study



Question Trainer 3 and 4


	Follows the NCLEX® test plan

	Provides practice with 125 to 150 exam-style questions

	Review the explanations for correct and incorrect answers

	Includes alternate question types



Qbank


	Over 1000 exam-style questions

	Create customized practice tests

	Sample tests (one with all alternate-format-style questions)

	Receive immediate on-screen feedback

	Review detailed explanations of correct and incorrect answers









SECTION 2


HOW TO USE KAPLAN’S NCLEX-PN® PREP COURSE


Whether you take the Kaplan NCLEX-PN® Live, Live Online, or On Demand, Kaplan’s NCLEX-PN® course offers many resources to ensure your success on the exam. These resources include the NCLEX-PN® Content Review Guide, review of exam-style questions, and the online study center. To make the best use of your NCLEX-PN® course, follow these steps and keep track of what you have accomplished.


This is the recommended study plan for utilizing the Kaplan NCLEX-PN® Prep resources. These resources are designed to give you plenty of realistic practice for success on test day. As you begin your preparation, please keep in mind that preparing for the NCLEX-PN® is a marathon, not a sprint! It is important to not rush your studies, but also not to procrastinate.


While you are utilizing the Kaplan NCLEX-PN® Prep resources, it is important that you follow these steps: analyze, review/remediate, think, study, and then continue practicing. Thoughtful review is the key to your NCLEX-PN® success.


Phase One: Prior to Your Kaplan NCLEX® Prep Course


Phase one of the Course is designed to help you establish and review the essential nursing knowledge content. This content provides the base for you to move to the higher-level critical thinking questions.


As you are completing tests, look at your Analysis page to see how you performed on the test. Aim for scores of 65 percent or higher (Institutional students: your school may require higher). Use the test analysis to identify the client need categories where you scored the lowest. Use the Test Reflection Worksheet as you ask yourself the following, and assess how you are thinking:




	Did I change any answers? Which way? Correct to incorrect, or incorrect to correct?


	Did I take enough time on each question or did I take too much time on each question?


	Did I lose concentration, and if so, is there a pattern? Did I need to take a break?





Review all questions. Ask yourself the following:




	Did I not know the content of the question?


	For questions I answered incorrectly, why did the author of this question choose one answer, and why did I choose another?





Use the Essential Nursing Content/Review of Content Videos/Channel Presentations and your NCLEX-PN® Content Review Guide eBook to fill in any knowledge gaps, working from your content need area of greatest weakness toward your area of greatest strength.


Remember the goal of this phase: build and review essential nursing content.


Phase Two: Decision Tree, Kaplan NCLEX® Prep Course


Kaplan’s Prep Course consists of four 3.5-hour sessions led by one of our expert nurse educators. Your review will concentrate on helping you answer passing-level NCLEX® questions utilizing the PN Decision Tree and your clinical judgment skills in order to ensure success on test day.


While the structure of the lectures is not content focused, you will receive high-yield content tips while reviewing NCLEX®-style questions in class.


Two additional online sessions (NCLEX-PN® Practice Test and the Roadmap to Success) allow you to apply what you have learned in the course and develop your individualized study plan.


Remember the goal of this phase: learn and review the Decision Tree Process to answer high level critical thinking questions. These questions are the passing-level questions of the NCLEX-PN® examination.


Phase Three: After Attending the Kaplan NCLEX® Prep Course


The goal of phase three is practice, practice, practice. The key to your practice is to take the time to review, remediate, and think about how you performed on the test you completed. Identify patterns that you need to change to become more successful on the next test.


Continue to look at your Analysis page to see how you performed on each of these tests and continue to review/remediate all questions. For Trainers 2–4 and the Qbank, aim for scores of 65 percent or higher (Institutional students: your school may require higher on any of these resources).


Use the Test Reflection Worksheet and ask yourself:




	Did I use the PN Decision Tree?


	Am I seeing improvement as I progress from test to test?


	Am I assessing how I am thinking?



	Did I take a break at the best time for me?





Continue to use the Essential Nursing Content/Review of Content Videos/Channel Presentations and your NCLEX-PN ® Content Review Guide eBook to fill in any knowledge gaps, working from your content need area of greatest weakness toward your area of greatest strength.


You should complete all Question Trainers, Qbank questions, and review/remediate all questions before you take the NCLEX®.


The day before your test, rest your mind and exercise your body. You are embarking upon the final step towards beginning your exciting new career as a nurse!


Additional Resources


The Orientation, PN Decision Tree, and Review Class Questions/Review of Questions videos revisit information covered in the Prep Course. Additional guidance on formulating your study plan leading up to your NCLEX® test date can be found in Chapter 2 of the NCLEX-PN® Content Review Guide eBook. You can chat with our NCLEX® Experts within your online syllabus for specific questions on the Decision Tree or using critical thinking to answer the question correctly.


Study Schedule


Designing your study schedule is a process that only you can do. Consideration of your work, family, and personal time mixed with your study time can only be determined by you. We provide you with a process of creating the schedule, but you have to prioritize your time and fill in the calendar.


Plan a test date that allows you adequate time to complete all of Kaplan’s questions prior to testing. Stick closely to your schedule. Delaying test dates can negatively affect your outcome on the NCLEX-PN® exam. (See research at https://www.ncsbn.org/delaystudy2006.pdf)


Not completing all the recommended requirements also may affect your outcome.


Timing for Kaplan NCLEX-PN® Resources:


















	RESOURCE

	APPROXIMATE TIME TO COMPLETE

	APPROXIMATE TIME TO REVIEW










	Phase 1

	

	






	Trainer 1 (70 questions)

	1.4 hr

	4.2 hr






	Content Videos

	

	30 hr






	Kaplan Nursing Channel

	Determine how long it will take you to review the sessions for this resource

	






	Content Review Guide

	

	Determine how long it will take you to read this resource






	Trainer 2 (100 questions)

	2 hr

	6 hr






	Phase 2

	

	






	Sessions 1–4 and Roadmap to Success

	17 hr

	






	NCLEX-PN® Practice Test

	1.4 hr

	4.2 hr






	Phase 3

	

	






	Readiness Test (130 questions)

	2.6 hr

	7.8 hr






	Trainer 3 (125 questions)

	2.5 hr

	7.5 hr






	Trainer 4 (150 questions)

	3 hr

	9 hr






	(12) 85q Qbank tests

	20.4 hr (1.7 hr each)

	61.2 hr (5.1 hr each)






	Total

	50.3 hr

	129.9 hr






	Do NOT study the 24 hr before your test. Let your mind rest!









How to create your study plan (This process is also in the last session of your class videos.):


There are two methods for setting up the time frame for preparation.


FIRST METHOD: Choose your date based on how much time you require to prepare. This is the method we recommend.




	How many days/week can you study? Example: 5 days/week



	How many hours/day can you focus on studying? Example: 6 hours/day



	Multiply your answer from #1 by #2. Example: 5 × 6 = 30 hours/week



	Divide the total number of hours from the study guide table by the numbers of hours you have a week. Example: 180/30 = 6 weeks needed to prepare



	Set your date that many weeks from now. Example: 6 weeks from now






SECOND METHOD: If you have a date picked out, use this method to determine how many hours a week you have to prepare.




	How many weeks from today until your test date?



	Example: My test is in 3 weeks








	Divide the total hours needed for preparation by the number of weeks you have until your test date.



	Example: 180/3 weeks = 60 hours/week


	Ask yourself, can you study 60 hours/week?


	If not, consider moving your test date.








	Divide the hours/week you got in step 2 by the number of days/week you have available to study.



	Example: I can study 5 days/week.


	60 hours per week/5 days = 12 hours/day


	Ask yourself, can you study 12 hours/day?


	If not, consider moving your test date.



































	Sun

	Mon

	Tues

	Wed

	Thurs

	Fri

	Sat






	OFF

	study 9–12

study 1–4

	study 9–12

study 1–4

	study 9–12

study 1–4

	study 9–12

study 1–4

	study 9–12

study 1–4

	study 9–12

study 1–4









Your study plan will look different from everyone else’s because you have different work and family needs and study preferences. Use your critical thinking to achieve the best study plan for you.


Reviewing Questions


Use the Test Reflection Worksheet to help you review and remediate each test and every question. Make sure to review the rationales to all the questions answered. Review the questions you answered correctly to reinforce successful critical thinking. Review the questions you missed to learn from your mistakes. To identify why you missed questions, ask yourself these questions:




	
Did you miss the question because you did not know the content?

If so, look up the content immediately. Focus on understanding the concepts and principles rather than trying to memorize content.




	
Did you miss the question because you did not correctly identify the topic of the question?

You know you have misidentified the topic if you are reading the rationale and it is about a topic you did not consider. Look carefully at the stem of the question and the answers to determine the topic. Refer to the PN Decision Tree.




	
Did you miss the question even though you correctly identified the topic?

Use all the steps of the PN Decision Tree. Many times students will choose the second best answer because they did not recognize the patterns found in the answer choices. Another reason students answer questions incorrectly is because they do not thoughtfully consider each answer choice. Slow down and THINK!







Money-Back Guarantee


If you are a graduate of an ACEN-accredited PN/VN nursing program taking the exam for the first time within six months of graduation and do not pass the NCLEX-PN® exam, you are eligible to receive either a 100% tuition refund OR a free 3-month repeat of your enrollment. (Refund does not include shipping or installment billing fees).


To claim the guarantee, you must meet the following eligibility criteria:




	Attend all class sessions live, live online, or online. Up to two live class sessions can be made up online as directed by Kaplan.


	Take the Kaplan Readiness Test from your online account.


	Answer at least 900 questions on your Online Question Bank before your exam date.





To qualify for the 100% tuition refund, you must not access the Online Study Center resources after the date of your NCLEX-PN® exam. If you choose to repeat the program, you will not be eligible for the money-back option. You must call 1-800-KAP-TEST within 20 days of the date of your NCLEX-PN® exam to select the repeat or money-back option and for further instructions.









SECTION 3


KAPLAN’S PN DECISION TREE®


Kaplan has developed Kaplan’s PN Decision Tree® as a critical thinking framework specifically for passing questions on the NCLEX-PN® examination. It is important to master the Decision Tree and use it consistently. Use these pages or print the Decision Tree poster from your site and use it when practicing the Decision Tree.
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SECTION 4


GUIDE FOR TEST TAKERS REPEATING THE NCLEX-PN® EXAMINATION


Some people may never have to read this section, but it’s a certainty that others will. The most important advice we can give to repeat test takers is don’t despair. There is hope. Kaplan can get you through the NCLEX-PN® examination. Contact a Kaplan NCLEX® Expert by using the chat feature located within your online syllabus if you took the Kaplan Course to begin the next path to success.


You Are Not Alone


Think about that awful day when your envelope arrived. You just couldn’t believe it. You had to tell family, friends, your supervisor, and coworkers that you didn’t pass. When this happens, each unsuccessful candidate feels like they are the only person who failed the exam.


Should You Test Again?


Absolutely! You completed your nursing education to become a practical/vocational nurse. The initial response of many unsuccessful candidates is to declare, “I’m never going back! That was the worst experience of my life! What do I do now?” When you first received your results, you might have gone through a period of grieving—the same stages that you learned about in nursing school. But usually, three to four weeks later, you find that you want to begin preparing to retake the exam.


How to Interpret Unsuccessful Test Results


Most unsuccessful candidates on the NCLEX-PN® examination will usually say, “I almost passed.” Some of you did almost pass, and some of you weren’t very close. If you fail the exam, you will receive a Candidate Performance Report from National Council. In this report, you will be told how many questions you answered on the exam. The more questions you answered, the closer you came to passing. The only way you will continue to get questions after you answer the first 85 is if you are answering questions close to the level of difficulty needed to pass the exam. If you answered questions far below the level needed to pass, your exam will end at 85 questions.


Figure 1 shows a representation of what happens when a candidate fails in 85 questions. This student does not come close to passing. In 85 questions, this student demonstrates an inability to consistently answer questions correctly at or above the level of difficulty needed to pass the exam. This usually indicates a lack of nursing knowledge, considerable difficulties with taking a standardized test, or a deficiency in critical thinking skills.




[image: image]

Figure 1.





Figure 2 shows what happens when a candidate takes all 150 questions and fails. This candidate “almost passed.” If the candidate’s final ability estimate is at or above the passing standard after answering question 150, the candidate passes. If the final ability estimate is below the passing standard, the candidate fails.




[image: image]

Figure 2.





If you took a test longer than 85 questions and failed, you were probably familiar with most of the content you saw on the exam, but you may have had difficulty using critical thinking skills or taking a standardized test.


The information contained on the Candidate Performance Report helps you identify your strengths and weaknesses on this particular NCLEX-PN® examination. This knowledge will help you identify where to concentrate your study when you prepare to retake the exam.


Contact a Kaplan NCLEX®-Expert by using the chat feature located within your online syllabus for assistance with your continued preparation.


Common Problems with the NCLEX-PN®



I saw nursing topics that were not familiar to me.


Review the Candidate Performance Report and identify the client need areas where you were “below passing.” Review your Kaplan test results and identify client need areas where your scores were below the benchmark score. If you purchased the Kaplan Preparation Course review content, use the Essential Nursing Content Videos, Channel Presentations, and your NCLEX-PN® Content Review Guide, beginning with your weakest content areas and progressing to your stronger content areas.


I saw medications that were not familiar to me.


It is difficult to memorize individual medications. Organize your study of medications based on the classification system. The pharmacology section in your NCLEX-PN® Content Review Guide is organized according to medication classifications. You will need to be familiar with the generic names of medications in each classification. As you read topics in your guide, if a medication is mentioned, look it up so you understand its use in the context of what it is used for.


I prepared for the exam just like I prepared for tests in nursing school.


The purpose of the NCLEX-PN® examination is to test critical thinking and clinical judgment needed to safely care for clients in all health care settings. Passing-level questions on NCLEX-PN® are written at the application and analysis level. If you prepare for NCLEX-PN® by answering knowledge and comprehension questions, you are not using the type of thinking required. The PN Decision Tree, taught in the Kaplan Course, has been designed to act as a framework or guide to approach application and analysis level questions, but is used on all levels of questions.


I memorized facts without understanding the principles of client care.


If you memorize facts about a disease process, that may not help you answer the questions on NCLEX-PN®. NCLEX-PN® tests the candidate’s ability to prioritize, provide safe and effective nursing care, and evaluate the client’s response to care. Understanding, not memorization, allows you to approach, analyze, and determine the best clinical judgment for each question.


I was not sure about the type of questions I would see on NCLEX-PN®.


Go to www.nclex.com and review the candidate information about the alternate-format item questions and the test plan for the exam. When you take Kaplan nursing tests, the questions are written at the level of difficulty needed to pass NCLEX-PN®. The NCLEX-PN® examination is testing your ability to critically think in complex client care situations.


I did not understand Computer Adaptive Testing (CAT).


Review the candidate information on www.nclex.com about Computer Adaptive Testing. When taking the NCLEX-PN® examination, the next question depends on only two things: first, whether you answered the previous question correctly or incorrectly, and second, the area of the test plan from which the next question must come to maintain the percentages in each area.


I thought I would complete the exam with the minimum amount of questions.


It is possible to pass or fail the test with the minimum or maximum amount of questions or anywhere in between the minimum or maximum number. The computer will continue to give you questions as long as you are at or above the passing line. You need to prepare to take the maximum number of questions. Better to be prepared for longer and be short, than the reverse. If you are getting questions, you are still in the game. Stay focused!


I began to lose my concentration when the computer continued to give me questions.


If you lose your concentration, you need to recognize it and regain your ability to concentrate. Take a mental break while sitting at the computer or leave the computer station for a short time. In our course, longer tests allow you to get in mental shape for a longer test. Follow the guidelines given for each test.


I had difficulty identifying what the questions were asking.


Take your time and read each question and its answer choices. Do not try to answer a question without identifying the topic. Remember, you cannot answer the question until you are clear about what you are being asked.


I did not carefully consider each answer choice.


NCLEX® questions are written so that more than one answer might seem correct. It is important to consider each answer choice very carefully before selecting your final answer.


I did not eliminate answers when I considered the answer choices.


Eliminate answers you know are incorrect. If you are not sure about an answer, keep it under consideration.


I am not good at selecting answers that require me to establish priorities of care.


When you are answering questions, think about answers that provide for client safety or reduce the risk of injury. Is gathering more data or implementation the best and most important action for the nurse to take? Does Maslow’s hierarchy or the ABCs apply?


I answered the questions based on my “real world” experiences.


The NCLEX-PN® exam is based on “ivory-tower nursing.” When you answer a question, think about what the author of a nursing textbook would do. Do not consider what you do at work or what you see others doing.


When I thought two answer choices seemed correct, I did not know how to choose the correct one.


Read the question and then each answer choice. Think about priorities: client safety, Maslow, and the ABCs. There is only one best answer. If you can do only one thing and walk away, what will the outcome be for your client?


I began to believe I would not pass.


When you feel this coming on, you need to take a break and do some positive thinking. As long as the computer is still asking you questions, you are still in the running. Tell yourself you are doing okay. Repeat positive thinking statements. Refocus your brain on each question.


Evaluate Your CAT Experience


Some students attribute their failure to the CAT experience. Comments we have heard include:


“I didn’t like answering questions on the computer.”


“I looked up every time the door opened.”


“I should have taken a snack. I got so hungry!”


“After two and a half hours I didn’t care what I answered. I just wanted the computer to shut off!”


“I didn’t expect to be there for 4 hours!”


“I should have rescheduled my test, but I just wanted to get it over with!”


“I found the background noise distracting.”


Do any of these comments sound familiar? It is important for you to take charge of your CAT experience. Here’s how:




	Choose a familiar testing site.


	Select the time of day that you test your best. (Are you a morning or afternoon person?)


	Accept the earplugs when offered!


	Take a snack and a drink for your break.


	Take a break if you become distracted or fatigued during the test.


	Contact the proctors at the test site if something bothers you during the test.


	Plan on testing for 5 hours. If you get out early, it’s a pleasant surprise.


	Say to yourself every day, “I will be successful.”





After determining why you failed, the next step is to establish a plan of action for your next test. Remember, you should prepare differently this time. Consider the following when setting up your new plan of study:


You’ve Seen the Test


You may wish that you didn’t have to walk back into the testing center again, but if you want to be a practical nurse, you must go back. But this time you have an advantage over a first-time test taker: you’ve seen the test! You know exactly what you are preparing for, and there are no unknowns. The computer will remember what questions you took before, and you will not be given any of the same questions. But the content of the questions, the style of the questions, and the kinds of answer choices will not change. You will not be surprised this time.


Study Both Content and Test Questions


By the time you retest, you will be out of nursing school for 3–6 months or longer. Remember that old saying, “What you are not learning, you are forgetting”? Because this exam is based on nursing as it is practiced in the United States, you must remember all you can about nursing theory and use sound clinical judgment to select the correct answers.


You must also master exam-style test questions. It is essential that you be able to correctly identify what each question is asking. You will not predict answers. You will think about each and every answer choice to decide if it answers the reworded question. To master test questions, you must practice answering them. We recommend you answer hundreds of exam-style test questions, especially at the application level of difficulty. The Kaplan Course provides all the high-level critical thinking questions you will need to prepare.


Know All of the Words and Their Meanings


Some students who have to learn a great deal of material in a short period of time have trouble learning the extensive vocabulary of the discipline. For example, difficulty with terminology is a problem for many good students who study history. They enjoy the concepts, but find it hard to memorize all of the names and dates that allow them to do well on history tests. If you are one of those students who has trouble memorizing terms, you may find it useful to review a list of the terminology you must know to pass the NCLEX-PN® examination.


Practice Test-Taking Strategies


There is no substitute for mastering critical thinking and essential nursing content. This knowledge, combined with test-taking strategies, will help you select a greater number of correct answers. For many students, the strategies mean the difference between a passing test and a failing test. Using strategies effectively can also determine whether you take a short test (85 questions) or a longer test (up to 150 questions).


Test-Taking Strategies That Don’t Work on the NCLEX-PN® Examination


Whether you realize it or not, you developed a set of test-taking strategies in nursing school to answer teacher-generated test questions that are written at the knowledge/comprehension level of difficulty. These strategies include:




	“Cramming” hundreds of facts about disease processes and nursing care


	Recognizing and recalling facts, rather than understanding the pathophysiology and the needs of a client with an illness


	Knowing who wrote the question and what is important to that instructor


	Predicting answers based on what you remember or who wrote the test question


	Selecting the response that is a different length compared to the other choices


	Selecting the answer choice that is grammatically correct


	When in doubt, choosing answer choice C





These strategies will not work because the NCLEX-PN® examination tests your ability to make safe, competent decisions.


Successful Test Takers of the NCLEX-PN® Examination:




	Have a good understanding of nursing content


	Have the ability to tackle each test question with a lot of confidence because they assume that they can figure out the right answer


	Don’t give up if they are unsure of the answer; they are not afraid to think about the question and the possible choices in order to select the correct answer


	Possess the know-how to correctly identify the question


	Stay focused on the question


	Know how to pace themselves throughout the test





Unsuccessful Test Takers of the NCLEX-PN® Examination:




	Assume that they either know or don’t know the answer to the question


	Memorize facts to answer questions by recall or recognition


	Read the question, read the answers, read the question, and pick an answer


	Choose answer choices based on a hunch or a feeling instead of thinking critically


	Answer questions based on personal experience rather than nursing theory


	Give up too soon because they aren’t willing to think hard about questions and answers


	Don’t stay focused on the question


	Take the test too quickly or too slowly





Work to become a successful test taker!


Prepare to Retake the NCLEX-PN® Examination


(Some resources are only available in the Kaplan NCLEX-PN® Prep Course.)




	
Evaluate your content knowledge.

Compare your individualized results from the Kaplan PN Readiness Test (course only) with the Candidate Performance Report you received from the National Council of State Boards of Nursing. What similarities are there in the two results? What differences are there? In which areas did you do well? In which areas do you need more study?




	
Think about your strong and weak areas.

You will note that the Kaplan Readiness Test results (course only) and the National Council’s Diagnostic Profile are organized according to the Categories of Client Needs. In which areas did you do well? In which areas do you need more study?




	
Plan a study schedule.

Plan your study time to include all nursing content but emphasize areas identified as weaknesses on the Kaplan PN Readiness exam (course only) and on your Candidate Performance Report from the National Council. Preparation for retaking the NCLEX-PN® exam should include a minimum of 4–6 weeks of concentrated study. Establish specific daily goals and reward yourself when you accomplish them. Don’t let yourself fall behind.




	
Begin studying.

At first you may find it difficult to review the nursing content. You may find yourself saying, “I know this already.” You may find yourself remembering the questions that were on your NCLEX-PN® examination. FORGET THEM! You will not see any of the same questions when you retest. Focus your energy on understanding the nursing content.




	
Read the NCLEX-PN® Content Review Guide.

Begin with your areas of weakness and work toward your areas of strength. If you don’t understand a word or have a question about a topic, look it up in your nursing course books. Include these notes in your NCLEX-PN® Content Review Guide.




	
Watch the Essential Nursing Content Videos and Channel Presentations (course only).

Watch the essential nursing content video in the areas identified as weaknesses on your Candidate Performance Report. Take notes in the NCLEX-PN® Content Review Guide as you watch the content videos. Be aware that the RN scope of practice is discussed in the content videos; while much of the content is applicable to the PN/VN scope of practice, some of it is not. Think about the PN/VN scope of practice as defined by your state board of nursing as you are reviewing the content.




	
Review the PN Decision Tree (course only). (Interested in the course? Start at www.kaptest.com.)

Kaplan developed the PN Decision Tree to provide you with the critical thinking framework and clinical judgment required to successfully answer passing-level questions on the NCLEX-PN® examination. Make the commitment to use the Decision Tree when practicing questions in preparation for the NCLEX-PN® examination and when taking the actual exam.




	
Review Kaplan’s Path to Success Videos (course only).

These ideas/practices are not a substitute for knowledge of nursing content, but will provide you with tools to utilize your nursing knowledge and answer application-level questions correctly.




	
Review the class lessons when they are available on the website (course only).

The questions reviewed are exam-style and of varying levels of difficulty. The discussion of the explanations to the questions does three things: first, it gives you the correct answer; second, it reviews the knowledge and thought process that leads to the correct answer; third, it points out the wrong thinking behind the incorrect answer choices. If you have difficulty with a question, stop the recording and ask yourself why you missed the question. Did the question concern nursing knowledge you didn’t know? Did you misread the question? Did you make an assumption or base your answer on what you have seen in the “real world” instead of “ivory tower” nursing? Was it a test-taking problem?


If there is content that you don’t understand or don’t remember, look it up.




	
After you finish, go back and review your notes.

Do you have a complete understanding of the content areas? If not, more study is needed.




	
Practice with the Question Trainers (course only).

If your evaluation of your previous testing experience identified problems with the computer format of the exam, now is the time to work out any difficulties you experienced when taking the “real thing.” Use these 3 practice tests to evaluate your knowledge of nursing content, practice your critical thinking skills, and become comfortable with the testing format.




	
Practice with the Qbank (course only).

Build your confidence by using the Decision Tree to answer Qbank questions. You determine the content and select the number of questions contained in each test (a minimum of 85 questions). Build your Qbank test from all 8 client need areas. This will enable you to consistently review essential nursing content. Begin with areas of the test plan that most challenge you, and then work your way through to your strengths. To make the most of your Qbank experience, only answer questions using “timed test.” Typically, students who use “tutor mode” answer more questions correctly because they view explanations prior to selecting answers. This does not, however, give you accurate feedback about how you are answering questions.




	
Be confident!

Don’t schedule to retake the NCLEX-PN® examination until you have allowed yourself sufficient time to prepare for the exam. Then walk into the exam knowing that you are prepared and ready to pass. Take charge of your environment. Arrange the computer keyboard and light for comfort. View the exam like a marathon and ration your energy and effort. Be prepared to answer all 150 questions. If you lose your concentration, raise your hand and take a short break. Comprehensive preparation and a positive attitude are the ingredients for success on the NCLEX-PN® examination.
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SECTION 1

COORDINATION OF CARE

Legal/Ethics, Client Education: Providing

Nurse/Client Relationship


	Professionalism

	Specific knowledge and skills—foundation of nursing science

	Person-centered

	Autonomy and accountability—adheres to standards of practice and is responsible for care given

	Nurse practice act

	Ethical standards

	Respect for human dignity—give respectful service regardless of client’s personal characteristics

	Confidentiality—does not discuss condition with anyone not involved with care

	Competence—has knowledge and skills to provide care

	Advocacy—protects client from incompetent or unethical practice

	Research—participates in process of scientific inquiry

	Promotion of public health—committed to local and global goals for health of community









	Therapeutic nature of the nurse/client relationship

	Professional

	Client-centered

	Responsible

	Goal-oriented

	Ethical





	Characterized by genuineness

	Nurse acts as a role model

	Nurse copes with own feelings

	Protected relationship—nurse or client cannot be forced to reveal communication between them unless person who would benefit from relationship agrees to reveal it







Client’s Bill of Rights


	Privacy

	Right to be left alone without unwarranted or uninvited publicity

	Right to make personal choices without interference (e.g., contraception, abortion, right to refuse treatment)

	Right to have personal information kept confidential and distributed only to authorized personnel (consider the Health Insurance Portability and Accountability Act—HIPAA)

	Violated when confidential information revealed to unauthorized person(s), or unauthorized personnel directly or indirectly observes client without permission

	Authorized personnel—people involved in diagnosis and treatment (related to care of client)

	Health care team can’t use data, photographs, videotapes, research data without explicit permission of client

	Be cautious about release of information on the phone (difficult to identify caller accurately)

	Necessary to obtain client’s permission to release information to family members or close friends

	For employees, can only verify employment and comply with a legal investigation









	Respectful care

	Current information

	Informed consent

	Requirements

	Capacity—age (adult), competence (can make choices and understand consequences)

	Voluntary—freedom of choice without force, fraud, deceit, duress, coercion

	Information must be given in understandable form (lay terminology)

	Cannot sign informed consent if client has been drinking alcohol or has been premedicated

	Informed consent may not be required in emergency situations





	Minors who can provide own consent for treatment

	Married minors

	Over a specific age (e.g., 12) for STIs, HIV testing, AIDS treatment, drug and alcohol treatment

	Emancipated and mature minors

	Minors seeking birth control services

	Minors seeking outpatient psychiatric services or inpatient voluntary admissions to a psychiatric facility

	Pregnant minor

	Can sign consent for themselves and the fetus

	After delivery

	The mother retains right to provide consent for infant

	Mother cannot give own consent unless she fits into one of other exemptions













	Includes

	Explanation of treatment and expected results

	Anticipated risks and discomforts

	Potential benefits

	Possible alternatives

	Answers to questions

	Statements that consent can be withdrawn at any time





	Legal responsibility

	Rests with individual who will perform treatment

	When nurse witnesses a signature, it means that there is reason to believe that the client is informed about upcoming treatment









	Confidentiality

	Right to privacy of records

	Information used only for purpose of diagnosis and treatment

	Not released to others without permission; verify identity of persons asking for information





	Refusal of treatment

	Self-Determination Act—federal law requiring health care facilities to provide written information to adult clients about their rights to make health care decisions

	Aggressive treatment

	Extraordinary support measures used to maintain individual’s physiologic processes

	May be withheld to avoid prolonging life without dignity

	Supportive care is provided to promote comfort and reduce suffering





	Advance directives

	Living wills

	Legal document signed by competent individual indicates treatment or life-saving measures (e.g., surgery, CPR, antibiotics, dialysis, respirator, tube feedings) to be used if individual’s ability to make decisions is lost due to terminal illness or a permanently unconscious state

	Indicates who is authorized to make health care decisions if individual becomes incapacitated

	Legally binding in most states





	Durable power of attorney for health care

	Permits a competent adult to appoint surrogate or proxy in the event that the adult becomes incompetent

	Health care provider must follow decisions stated in documents

	In most states, proxy can perform all legal actions needed to fulfill adult’s wishes













	Reasonable response to a request for services

	Right to know hospital/clinic regulations



Restraints


	Restraints

	Omnibus Budget Reconciliation Act provides clients with the right to be free from physical and chemical restraints imposed for the purpose of discipline or convenience and not required to treat medical symptoms

	Mechanical restraint

	Needed to meet the client’s therapeutic needs or ensure safety

	Least restrictive type of restraint to meet needs

	Accurate and thorough documentation needed





	Chemical restraint

	Psychotropic drugs cannot be used to control behavior

	Can be used only for diagnoses-related conditions

	Inappropriate use causes deep sedation, agitation, combativeness





	Informed consent is needed to use restraints

	If client is unable to consent to use of restraints, then consent of proxy must be obtained after full disclosure of risks and benefits

	Restraint of client without informed consent or sufficient justification is false imprisonment





	Nursing considerations

	Observe and document need for restraints (risk for falls, risk of injury to others, potential for removal of IV lines or other equipment)

	Consider and document use of alternative measures

	Health care provider’s order is required specifying duration and circumstances under which restraints should be used

	Cannot order restraints to be used PRN

	Monitor client closely, periodically observe for continued need for restraints, document

	Remove for skin care and range of motion exercises

	Use alternative measures prior to use of restraints (reorientation, family involvement, frequent assistance with toileting)







Advocacy


	Nurse as client advocate should

	Actively support clients’ rights

	Defend clients’ participation in decisions affecting them

	Communicate clients’ needs to interdisciplinary team

	Safeguard clients’ autonomy and independence

	Provide clients with information about needs and available options so that clients can make informed decisions about health care







Legal Issues


	Negligence—unintentional failure of individual to perform an act that a reasonable person would or would not perform in similar circumstances; can be act of omission or commission

	Malpractice—professional negligence involving misconduct or lack of skill in carrying out professional responsibilities

	Required elements

	Duty—relationship between nurse and client

	Breach of duty

	Causation—nurse conduct causes injury

	Injury









	Invasion of privacy—release of information to an unauthorized person without the client’s consent

	Assault—intentional threat to cause harm or offensive unwanted contact; battery—intentional touching without consent

	False imprisonment

	Client is denied discharge from a health care facility

	Client is denied discharge after signing an against medical advice (AMA) document

	Client is placed in restraints without appropriate medical need





	Laws

	Rules of conduct established and enforced by authority

	Reflect public policy

	Indicates what society views as good and bad, right and wrong behavior





	Accountability

	Nurse is responsible for using reasonable care in practicing nursing

	To remain competent, nurse needs to participate in lifelong learning programs





	State laws

	Nurse practice acts—define “reasonable care” in each state; scope of nursing practice, roles, rules, educational requirements

	Licensure requirements—differ slightly in requirements among states

	Good Samaritan laws—limit the liability of professionals in emergency situations

	Tarasoff Act—duty to warn of threatened suicide or harm to others







Organ/Tissue Donation/Transplant


	Clients 18 years or older may choose to donate organs

	Clients have a right to decide to refuse organ donation or transplant

	Requests to the family are usually completed by the health care provider or a specially trained nurse

	Religious beliefs should be taken into consideration when approaching the family



Coordinated Care


	Health care focuses on individual client needs along the health continuum (wellness to illness)

	Managed care

	Goal is reduced health care costs

	Focuses on client outcomes and maintenance of quality

	Uses an interdisciplinary approach

	Emphasizes costs; approval needed for diagnostic tests

	Critical pathways (care maps) used as foundations for activities and guide services that clients receive for specific health conditions





	Continuous quality improvement (CQI; previously called quality assurance)

	Quality improvement is essential for all providers of client health care

	Prevention-focused approach provides basis for managing risk

	Involves organized incident reporting

	Focused team: group of 5–10 people

	Process

	Senior management establishes policy

	Coordinator provides for process and management health care team training

	Team, headed by a team leader, evaluates and improves the process









	Risk management

	Planned program of loss prevention and liability control

	Problem-focused

	Identifies, evaluates, develops plan, and takes corrective action against potential risks that would injure clients, staff, visitors

	Focuses on noncompliance, informed consent, right to refuse treatment





	Collaborative practice team

	Consists of clinical experts: nursing, medicine, physical therapy, social work

	Determines expected outcomes

	Determines appropriate interventions with a specified time frame

	Involves specific client diagnoses that are high-volume (frequently seen), high-cost, high-risk (frequently develop complications)





	For coordinated care to be successful, need

	Support from health care providers, nurses, administrators

	Qualified nurse managers

	Collaborative practice teams

	Quality management system

	All professionals are equal members of the team (one discipline doesn’t determine interventions for another discipline)

	Members agree on final draft of critical pathways, take ownership of client outcomes, accept responsibility and accountability for interventions and client outcomes





	Critical pathways

	Reduce complications

	Reduce cost

	Increase collaboration

	Improve quality of care

	Provide direction for care

	Orient staff to expected outcomes for each day

	If outcomes not achieved, case manager is notified and situation is analyzed to determine how to modify critical path

	Alteration in time frame or interventions is a “variance”

	All variances are tracked to note trends

	Variance—change in established plan that includes more, different, or fewer services to client to achieve desired outcome

	Interventions presented in modality groups (medications, nursing activities)

	Include

	Specific medical diagnoses

	Expected length of stay

	Client identification data

	Appropriate time frames (days, hours, minutes, visits) for interventions

	Clinical outcomes

	Client outcomes









	Variances

	Deviations from specific plans (individual receives more, less, or different services)

	Information is included in a database and is used to evaluate services provided

	Continuous quality improvement (CQI) strategies are used to monitor variances





	Case manager—usually has advanced degree and considerable experience

	Doesn’t provide direct client care

	Supervises care provided by licensed and unlicensed personnel

	Coordinates, communicates, collaborates, solves problems

	Facilitates client care for a group of clients (10–15)

	Follows client through the system from admission to discharge

	Notes “variances” from expected progress





	Case management

	Identifies, coordinates, monitors implementation of services needed to achieve desired outcomes within specified period of time

	Involves principles of CQI

	Promotes professional practice







Delegation and Care Teams


	Delegation

	Responsibility and authority for performing a task (function, activity, decision) is transferred to another individual who accepts that responsibility and authority

	Depending on state Nurse Practice Acts, LPN/LVNs may delegate tasks to unlicensed assistive personnel (UAP) (UAP includes the nursing providers excluding RNs, such as NAs, CNAs, etc.)

	Delegator remains accountable for task

	Delegatee is accountable to delegator for responsibilities assumed

	Can only delegate tasks for which that nursing care level is responsible

	Definitions

	Responsibility—obligation to accomplish a task

	Accountability—accept ownership for results or lack of results





	In delegation, responsibility is transferred; in accountability, it is shared

	Guidelines

	Can delegate only those tasks for which you are responsible

	Responsibility is determined by

	Nurse practice acts (defines scope of nursing practice)

	Standards of care (established by organization)

	Job description (defined by organization)

	Policy statement (from organization)





	Must transfer authority (the right to act) along with the responsibility to act

	Empowers delegatee to accomplish task





	Steps for delegation

	Define task to be delegated

	Can delegate only work for which you have responsibility and authority

	Delegate what you know best so you can provide guidance and feedback

	Routine tasks

	Tasks you don’t have time to accomplish

	Tasks with lower priority









	Determine who should receive delegated task

	Identify what the task involves, determine its complexity

	Match task to individual by assessing individual skills and abilities

	Evaluate capacity of individual to perform task

	Consider availability, willingness to assume responsibility





	Provide clear communication about your expectations regarding the task, answer questions





	To delegate

	Assume face-to-face position

	Establish eye contact

	Describe task using “I” statements

	Provide what, when, where, how of the task to be delegated

	State if delegatee needs to provide written or verbal report after the task is completed

	If written report is needed, inform delegatee where to put the report (e.g., table, chart, form)

	Identify what changes or incidents need to be brought to delegator’s attention (e.g., “If client’s BP is greater than 140/90, let me know immediately.”)

	Provide reason for task, give incentive for accepting responsibility and authority

	Tell delegatee how and how often task will be evaluated

	Describe expected outcome and timeline for completion of task





	Identify constraints for completing task and risks

	Identify variables that would change authority and responsibility (e.g., “Feed client if coherent and awake; if client is confused, do not feed and notify me immediately.”)

	Obtain feedback from delegatee to make sure he/she understands task to be performed and your expectations; ask for questions, give additional information

	Reach mutual agreement on task

	Monitor performance and results according to established goals

	Give constructive feedback to delegatee

	Confirm that delegated tasks are performed as agreed

	Delegator must remain accessible during performance of task

	Levels of delegation (in ascending order)

	Gather information for delegatee so you can decide what needs to be done

	List alternate courses of action and allow delegatee to choose course of action

	Have delegatee perform part of task and obtain approval before proceeding with the rest of the task

	Have delegatee outline entire course of action for the task and approve it before proceeding

	Allow delegatee to perform entire task using any preferred method, and report only results





	Rule for determining delegatee—delegate to lowest person on hierarchy who has the required skills and abilities and who is allowed to do the task legally and according to the organization

	Obstacles to delegation

	Nonsupportive environment—rigid organizational culture, lack of resources (limited personnel)

	Insecure delegator

	Fear of competition

	Fear of liability

	Fear of loss of control

	Fear of overburdening others

	Fear of decreased personal job satisfaction

	Unwilling delegatee

	Fear of failure

	Inexperience





	Ineffective delegation

	Under delegation

	Doesn’t transfer full authority

	Takes back responsibility

	Fails to equip or direct delegatee

	Questions competence of delegatee





	Reverse delegation—lower person on hierarchy delegates to person higher on hierarchy

	Over delegation—delegator loses control of the situation by delegating too much authority and responsibility to delegatee





	Rights of delegation

	Right task

	Right person (knowledge, skills, ability)

	Right time (not in a crisis)

	Right information

	Right supervision (Is task being performed correctly?)

	Right follow-up





	Delegation empowers others, builds trust, enhances communication and leadership skills, develops teamwork, increases productivity

	Failure to delegate and supervise properly can result in liability; need to consider delegatee’s competence and qualifications

	Delegator has the responsibility to make sure persons under their supervision perform consistently with established standards of nursing practice





	Care Teams

	Staff mixes—combination of registered nurses (RNs), licensed practical or vocational nurses (LPN/LVNs), assistive personnel (AP), and support staff combined to complement (not substitute for) professional staff

	RN

	Performs assessments

	Admits new clients

	Discharges clients

	Cares for complex clients

	Retains care of clients with diagnoses unique to the unit (particularly in situations of “pulled” or reassigned nurses)

	Performs client and family teaching about new diagnoses, diagnostic tests, medications, skills for self-care, and discharge/home care





	LPN/LVN

	Assist with implementation of defined plan of care

	Perform procedures according to protocol

	Differentiate normal from abnormal; report data to RN

	Care for physiologically stable clients with predictable conditions

	Has knowledge of asepsis and dressing changes

	Ability to administer medications varies with educational background and state nurse practice act





	Assistive personnel (APs)—includes all other nursing care personnel such as NA, CNA, etc.

	Assist with direct client care activities (bathing, transferring, ambulating, feeding, toileting, obtaining vital signs, height, weight, intake and output, housekeeping, transporting, stocking supplies)

	Includes nurses’ aides, assistants, technicians, orderlies, nurse extenders

	Scope of nursing practice is limited









	Hierarchy or chain of command

	Organizational hierarchy—designed to promote smooth functioning within a large and complex organization

	Hierarchy—employees are ranked according to their degrees of authority within an organization

	Chain of command—emphasis on vertical relationships (e.g., nurse reports to nurse manager who reports to nursing supervisor, etc.)

	Nurse reports variances, problems, and concerns to next person with authority in direct line in their area











Critical Thinking


	Involves creativity, problem-solving, decision-making

	Nursing responsibilities

	Observe

	Decide what data are important

	Validate and organize data

	Look for patterns and relationships

	State problem

	Transfer knowledge from one situation to another

	Decide on criteria for evaluation

	Apply knowledge

	Evaluate according to criteria established







Decision Making


	Purposeful and goal-directed; nurse identifies and selects options and alternatives

	Types of decision making

	Prescriptive

	Involves routine decisions with objective information

	Options are known and predictable

	Decisions made according to standard procedures or analytical tools





	Behavioral

	Involves the nonroutine and unstructured information

	Options are unknown or unpredictable

	Decisions made by obtaining more data, using past experiences, using creative approach





	Satisficing

	Solution minimally meets objectives

	Expedient; use when time is an issue





	Optimizing

	Goal is to select ideal solution

	Best decision comes from this process but is the most time consuming









	Phases

	Define objectives

	Generate options

	Analyze options

	Identify advantages and disadvantages

	Rank options





	Select option that will successfully meet the defined objective

	Implement the selected option

	Evaluate the outcome







Problem Solving


	Focus is trying to solve immediate problems; includes decision making

	Methods

	Trial and error

	Repeated attempts at different solutions until it is identified that one solution works best

	Used by inexperienced staff





	Experimentation

	Study problem using trial periods or pilot projects to determine best outcome

	Will have greater probability of achieving best outcome if sufficient time devoted to the process





	Purposeful inaction

	Do-nothing approach

	Use when problem is judged to be insignificant or outside a person’s control









	Steps

	Define the problem

	Gather data

	Analyze data

	Develop solutions

	Select and implement a solution

	Evaluate the results







Documentation


	Purpose

	Promotes communication

	Maintains a legal record

	Meets requirements of regulatory agencies

	Required for third-party reimbursement





	Characteristics of good documentation

	Legible

	Accurate, factual, no summarizing data

	Timely

	Thorough

	Well organized and concise (follow chronological order of events)

	Confidential

	Proper grammar and spelling

	Authorized abbreviations





	Documenting changes in client conditions

	Data Collection

	Client’s vital signs, symptoms, behaviors, reports from client, responses to treatments (PRN medications, dietary changes, I and O)

	Information from family members or significant other





	Notify RN or health care provider if client’s physiological status and functional abilities change significantly

	Notify family or significant other about changes in client’s condition and plan of care

	Nature of change

	Why changes were made

	Actions undertaken to provide needed care for client

	Help family to take active part in client’s care and management

	Follow policy for privacy and confidentiality





	Document in timely manner

	Date and time

	Nursing data collection

	Name of RN or health care provider informed

	Date, time, method (e.g., telephone)

	Information provided about client

	Actions taken (revisions in plan of care)

	Information given and to whom (client, name of family, significant other)

	Responses by client and family members or significant other





	Considerations

	If an error is made in charting, use a single line through the error and doc your initials, date, and time—do not erase, white out, or scratch out an error

	Do not chart for anyone else

	Keep your electronic access private

	Do not leave your electronic chart open when you are not in attendance











Incident Reports


	Definition

	Agency record of unusual occurrence or accident and physical response

	Accurate and comprehensive report on any unexpected or unplanned occurrence that affects or could potentially affect a client, family member, or staff person





	Purpose

	Documentation and follow-up

	Used to analyze the severity, frequency, and cause of occurrences

	Analysis is the basis for intervention





	Charting

	Don’t include a reference to the incident report

	Don’t use words such as “error” or “inappropriate”

	Don’t include inflammatory words or judgmental statements

	If there are adverse reactions to incident, chart follow-up note updating client’s status

	Documentation of client’s reactions should be included as status changes and should be continued until client returns to original status





	Sequence

	Person discovers and reports actual or potential risk

	Risk manager receives report within 24 hours

	Investigation of incident is conducted

	Referring health care provider and risk management committee consult together





	Risk manager

	Clarifies misinformation for client and family

	Explains what happened to client and family

	Client is referred to appropriate resources

	Care is provided free of charge

	All records, incident reports, follow-up actions taken are filed in a central location





	Common situations that require an incident report

	Medication errors—omitted medication, wrong medication, wrong dosage, wrong route

	Complications from diagnostic or treatment procedures (e.g., blood sample stick, biopsy, x-ray, LP, invasive procedure, bronchoscopy, thoracentesis)

	Incorrect sponge count in surgery

	Failure to report change in client’s condition

	Falls

	Client is burned

	Break in aseptic technique

	Medical—legal incident

	Client or family refuses treatment as ordered and refuses to sign consent

	Client or family voices dissatisfaction with care and situation cannot be or has not been resolved











Change of Shift Report


	Regularly scheduled, structured exchange of information

	Focuses on anticipated needs of individual clients in next 24 hours

	Enables health care workers to

	Organize work for specified time period

	Communicate concerns

	Provide continuity of care or consistent follow-through





	Included

	Client’s status

	Current care plan

	Responses to current care

	Things needing further attention





	Reporting nurse describes

	Actual or potential client needs

	How these needs were addressed during previous shift by nursing and interdisciplinary team

	Information about laboratory studies, diagnostic tests, treatments, and nursing activities anticipated during next shift

	Reporting nurse must legally communicate all facts relevant to continuity of care of assigned clients

	Information must be pertinent, current, and accurate





	Change-of-shift reports should not contain

	Information already known by the oncoming shift

	Descriptions of routines (AM or PM care)

	Rumors or gossip

	Opinions or value judgments (about client’s lifestyle)

	Client information that does not relate to health condition, needs, or treatments (e.g., idiosyncrasies)





	To give change-of-shift report

	Gather data to be discussed (flow sheets, work sheets, Kardex, progress notes, chart)

	Avoid copying data in order to prevent errors and reduce time required

	Use outline to organize report

	Provide in logical, uniform manner





	To deliver change-of-shift report, include

	Client information

	Name, room, and bed number

	Note if off the unit (recovery room, diagnostic test, etc.)





	Medical plan

	Admitting diagnosis

	Attending health care provider

	Major diagnostic or surgical procedures with dates

	Health care provider’s orders that have been discontinued or affect next shift

	IV solutions, flow rates, when current bag is scheduled to be completed, amount of solution remaining to be infused

	Medications

	Response to treatment (expected and untoward effects)

	Client’s emotional response to condition

	Use of and response to PRN medications

	Completion of special procedures





	Nursing plan

	Personalized nursing approaches

	Special equipment, supplies, or pacing of activities

	Response to diet

	Behavioral response to treatment and health status (e.g., denial, frustration)

	Nursing assessments (e.g., vital signs, I and O, activity level)

	New concerns

	Changing client needs

	Client outcomes

	Interdisciplinary plans

	Referrals

	Teaching plans

	Discharge plans









	Nurse receiving report should learn

	Individual client’s symptoms

	Discomforts

	What has been done

	What remains to be done

	How client has responded to treatments and activities so changes can be made to meet client needs





	Types of change-of-shift reports

	Face-to-face

	Reporting nurse answers questions from oncoming staff

	Provides flexibility to report to a number of different oncoming staff

	Provides flexibility in pacing and sequencing of report

	Nurses listen to report only on their clients





	Taped

	Less time-consuming because of lack of interruptions

	Nurse is frequently more systematic and thorough

	Gives nurse more sense of control over the process

	Reporting nurse can perform nursing activities while next shift is listening to report

	Reporting nurse returns to clarify information, answer questions, update information that changed since report was recorded









	Method of service delivery and change-of-shift reports

	Functional method

	RN of previous shift reports to RN of oncoming shift

	Other staff may attend report or be given report according to assignments from RN





	Team nursing method

	All members of oncoming shift attend report

	Reduces amount of time and communication needed to make changes in nursing care for client





	Primary nursing method

	RN assigned to direct care of individual clients reports to RN assigned to direct care of same individual clients





	Case management method

	Scheduled structured discussions with nursing team and interdisciplinary team in addition to change-of-shift reports











Cultural Norms


	Cultural norms—group of individuals’ values and beliefs that strongly influence individual’s actions and behaviors

	Values—personal preferences, commitments, motivations, patterns of using resources, objects, people, or events that have special meaning and influence individual’s choices, behaviors, actions

	Beliefs

	Basic assumptions or personal convictions that the individual thinks are factual or takes for granted

	Used to determine values

	Handed down from generation to generation

	Include cultural traditions







Ethics


	Definition

	Principles of right and wrong, good and bad

	Governs our relationship with others

	Used to identify solutions to problems arising from conflicts

	Based on personal beliefs and cultural values that guide decision-making and determine conduct

	As cultural diversity increases, need to understand ethical principles increases





	ANA Code of Ethics—decision-making framework for solving ethical problems

	Nurse provides care with respect for human dignity and uniqueness of individual without consideration of social or economic status, personal attributes, or nature of health problems

	Nurse safeguards the client’s right to privacy

	Nurse acts to safeguard client and public when health care and safety are at risk from incompetent, unethical, or illegal practice of an individual

	Nurse assumes responsibility and accountability for own individual actions and judgments

	Nurse maintains competence in nursing

	Nurse uses informed judgment, competence, and qualifications in accepting responsibilities and delegating nursing activities to others

	Nurse participates in activities contributing to the development of the profession’s body of knowledge

	Nurse participates in profession’s efforts to implement and improve standards of care

	Nurse participates in profession’s efforts to establish and maintain conditions of employment conducive to high-quality nursing care

	Nurse participates in profession’s efforts to protect the public from misinformation and misrepresentation and to maintain the integrity of nursing

	Nurse collaborates with members of the health professions and others to promote community and national efforts to meet the health care needs of the public





	Ethical principles of nursing

	Autonomy—support of client’s independence to make decisions and take action for themselves

	Beneficence—duty to help others by doing what is best for them; client advocacy for refusal of care, autonomy overrides beneficence

	Nonmaleficence—“do no harm”; act with empathy toward client and staff without resentment or malice; violated by acts performed in bad faith or with ill will, or when making false accusations about client or employee

	Justice—use available resources fairly and reasonably

	Veracity—communicate truthfully and accurately

	Confidentiality—safeguard the client’s privacy

	Fidelity—following through on what the nurse says will be done; carefully attending to the details of the client’s care





	Ethical reasoning process

	Recognize a moral issue

	Analyze facts and identify the dilemma

	Decide on possible alternative actions

	Select specific action

	Evaluate the effectiveness of the action





	Behaviors for handling reports of dissatisfaction

	Use active listening without interrupting or arguing

	Don’t get defensive

	Ask person what is expected for solution to problem

	Explain what you can and cannot do to solve the problem

	Agree on specific steps that will be taken and determine a timeline







End-of-Chapter Thinking Exercise

(1500) The LPN/LVN delegates the task of ambulating an older adult client in the hall to an unlicensed assistive personnel (UAP). The client was admitted to the intensive care unit (ICU) with shortness of breath, diagnosed with COVID-19 and bilateral pneumonia, and intubated. The client was extubated 3 days ago and transferred to the stepdown unit yesterday. Earlier today, the client walked with the physical therapist and the LPN/LVN. The LPN/LVN asks the UAP to ambulate the client with portable oxygen and collect vital signs before and after the activity.










	VITAL SIGNS
	LAST ROUTINE VITALS
(1230)
	PRE-AMBULATION
(1830)
	POST-AMBULATION
(1905)





	BP
	112/74 mmHg
	124/72 mmHg
	132/80 mmHg



	HR
	84 beats/minute
	82 beats/minute
	96 beats/minute



	RR
	16 breaths/minute
	12 breaths/minute
	22 breaths/minute



	T
	98.2°F (36.8°C)
	99.1°F (37.3°C)
	99.3°F (37.4°C)



	Pain
	0/10
	0/10
	2/10 on 0–10 pain scale



	SpO2

	97% on 2L oxygen
	96% on 2L oxygen
	88% on 2L oxygen






	What principles does the LPN/LVN consider when delegating tasks to the UAP? (Generate Solutions)

	What does the LPN/LVN tell the UAP about the assignment? (Take Action)

	How does the LPN/LVN evaluate the effectiveness of the delegation? (Evaluate Outcomes)



Thinking Exercise Explanations


	What principles does the LPN/LVN consider when delegating tasks to the UAP? (Generate Solutions)

	Provide the “what, when, where, and how” of the task being delegated

	Identify what changes in the client’s condition or incidents need to be brought to the LPN/LVN’s attention

	Match the task to the UAP’s skills and abilities

	Use clear communication

	Confirm that the delegated task is completed as assigned

	Ask if the UAP has any questions



While the LPN/LVN is delegating the task to the UAP, the LPN/LVN retains responsibility, and must ensure that the UAP is competent and comfortable performing the task. Providing the UAP with detailed instructions about what to do and what to report will ensure that the task is performed safely and correctly.



	What does the LPN/LVN tell the UAP about the assignment? (Take Action)

	Provide the task details (how far client should ambulate, oxygen needs, have another staff member follow with a wheelchair in case the client becomes short of breath)

	Report concerning findings to the LPN/LVN (vital signs outside the client’s normal range, onset of pain using a pain-rating scale, pulse oximetry reading < 90% when ambulating and/or < 92% after 15-minute rest following ambulation)

	Verify that the UAP is comfortable with and has previously performed the assigned task

	Notify the LPN/LVN when the ambulation is completed



Considering the plan of care and principles of delegation, the LPN/LVN will take the above actions. Providing details and discussing the UAP’s comfort level demonstrate that the LPN/LVN wants to ensure both the safety of the client and the UAP.



	How does the LPN/LVN evaluate the effectiveness of the delegation? (Evaluate Outcomes)

	Check to ensure that the ambulation activity was completed as assigned

	If the client’s condition changed, did the UAP immediately notify the LPN/LVN?



The LPN/LVN will evaluate the UAP’s performance and the client’s response/condition and discuss with the RN so that changes to the plan of care can be made if needed.











SECTION 2


SAFETY AND INFECTION CONTROL


Immunity, Immune Response, Infection, Client Education: Providing


Infections and Infection Control




	Data Collection



	Local (focal point)—heat, redness, pain/tenderness, swelling, possible drainage (bloody, serous, purulent), abscess (localized collection of pus), cellulitis (involving cellular and connective tissue)


	Systemic (generalized)—fever, malaise, weakness


	White blood cell count (WBC)—normally 4,500–11,000 × 103/mm3; increase indicates the presence of disease or injury; differential of 30–40% lymphocytes; increased number immature neutrophils (“shift to left”)


	Erythrocyte sedimentation rate (ESR)—elevations greater than 15–20 mm/hr indicate the presence of inflammation


	Cultures and antibiotic sensitivity of suspected infectious site



	Should be obtained before onset of antibiotic therapy


	Specimens must be carefully collected and identified


	Preliminary results in 24 hours; final results in 72 hours








	Highly sensitive C-reactive protein (hsCRP)—marker of inflammation








	Diagnose



	Inflammation—immediate, short-term, nonspecific response to the adverse effects of injury, i.e., physical irritants (trauma/foreign body) or chemical irritants (strong acids/alkalies) or invasion by microorganisms


	Communicable diseases—caused by pathogenic microorganisms and transmitted by direct contact, droplet spread, contaminated articles, or through carriers (see Table 1)


	Hospital-Acquired Infections (HAI)—nearly 2 million (5%) hospital clients acquire an infection in the hospital; most often caused by Staphylococcus aureus









	Plan/Implementation



	Treatment of infection or infectious disease with appropriate antibiotic medication


	Standard precautions (barrier)—used with all clients



	Primary strategy for infection control in all settings


	Most important way to reduce transmission of pathogens

















Table 1 Common Communicable Diseases of Childhood


















	NAME/INCUBATION

	TRANSMISSION/CLINICAL PICTURE

	NURSING CONSIDERATIONS










	Chickenpox (Varicella) 13–17 days

	Prodromal: slight fever, malaise, anorexia

Rash is pruritic, begins as macule, then papule, and then vesicle with successive crops of all three stages present at any one time; lymphadenopathy; elevated temperature

Transmission: spread by direct contact, airborne, contaminated object

	Isolation until all vesicles are crusted; communicable from 1 day before rash

Avoid use of aspirin due to association with Reye syndrome; use acetaminophen

Topical application of calamine lotion or baking soda baths

Airborne and contact precautions in hospital






	Diphtheria 2–5 days

	Prodromal: resembles common cold

Low-grade fever, hoarseness, malaise, pharyngeal lymphadenitis; characteristic white/gray pharyngeal membrane

Transmission: direct contact with a carrier, infected client contaminated articles

	Contact and droplet precautions until two successive negative nose and throat cultures are obtained

Complete bedrest; watch for signs of respiratory distress and obstruction; provide for humidification, suctioning, and tracheostomy as needed; severe cases can lead to sepsis and death

Administer antitoxin therapy






	Pertussis (Whooping Cough) 5–21 days, usually 10

	Prodromal: upper respiratory infection for 1–2 weeks

Severe cough with high-pitched “whooping” sound, especially at night, lasts 4–6 weeks; vomiting

Transmission: direct contact, droplet, contaminated articles

	Hospitalization for infants; bedrest and hydration

Complications: pneumonia, weight loss, dehydration, hemorrhage, hernia, airway obstruction

Maintain high humidity and restful environment; suction; oxygen

Administer erythromycin and pertussis immune globulin






	Rubella (German Measles) 14–21 days

	Prodromal: none in children, low fever and sore throat in adolescent

Maculopapular rash appears first on face and then on rest of the body

Symptoms subside first day after rash

Transmission: droplet spread and contaminated articles

	Contact precautions

Isolate child from potentially pregnant women

Comfort measures; antipyretics and analgesics

Rare complications include arthritis and encephalitis

Droplet precautions

Risk of fetal deformity






	Rubeola 10–20 days

	Prodromal: fever and malaise followed by cough and Koplik spots on buccal mucosa

Erythematous maculopapular rash with face first affected; turns brown after 3 days when symptoms subside

Transmission: direct contact with droplets

	Isolate until 5th day; maintain bedrest during first 3–4 days

Institute airborne and seizure precautions

Antipyretics, dim lights; humidifier for room

Keep skin clean and maintain hydration






	Scarlet fever 2–4 days

	Prodromal: high fever with vomiting, chills, malaise, followed by enlarged tonsils covered with exudate, strawberry tongue

Rash: red tiny lesions that become generalized and then desquamate; rash appears within 24 hr

Transmission: droplet spread or contaminated articles

Group A beta-hemolytic streptococci

	Droplet precautions for 24 hr after start of antibiotics

Ensure compliance with oral antibiotic therapy

Bedrest during febrile phase

Analgesics for sore throat

Encourage fluids, soft diet

Administer penicillin or erythromycin






	Mononucleosis 4–6 weeks

	Malaise, fever, enlarged lymph nodes, sore throat, flulike aches, low-grade temperature

Highest incidence 15–30 years old

Transmission: direct contact with oral secretions, unknown

	Advise family members to avoid contact with saliva (cups, silverware) for about 3 months

Treatment is rest and good nutrition; strenuous exercise is to be avoided to prevent spleen rupture

Complications include encephalitis and spleen rupture






	Tonsillitis (streptococcal)

	Fever, white exudate on tonsils

Positive culture GpA strep

	Antibiotics

Teach parents serious potential complications: rheumatic fever, glomerulonephritis






	Mumps 14–21 days

	Malaise, headache, fever, parotid gland swelling

Transmission: direct contact with saliva, droplet

	Isolation before and after appearance of swelling

Soft, bland diet

Complications: deafness, meningitis, encephalitis, sterility











	



	



	Standard precautions apply to contact with blood, body fluids, non-intact skin, and mucous membranes from all clients


	Handwashing



	Done immediately on contact with blood or bodily fluids


	Wash hands before putting on or taking off gloves, between client contacts, between procedures or tasks with same client, immediately after exposure to blood or bodily fluids








	Gloves



	Use clean, non-sterile when touching blood, body fluids, secretions, excretions, contaminated articles


	Put on clean gloves just before touching mucous membranes or non-intact skin, for touching blood, body fluids, secretions, contaminated items or if gloves torn or heavily soiled


	Change gloves between tasks/procedures


	Remove gloves promptly after use, before touching items and environmental surfaces








	Masks, eye protection, face shield (Personal Protective Equipment; PPE)



	Used to protect mucous membranes of eyes, nose, mouth during procedures and client care activities likely to generate splashes or sprays of blood, bodily fluids, or excretions








	Gowns (Personal Protective Equipment)



	Use clean, non-sterile gowns to protect skin and prevent soiling of clothing during procedures and client care activities likely to generate splashes and sprays of blood, bodily fluids, or excretions


	Should remove promptly, and wash hands after leaving client’s environment








	Environmental control



	Do not need to use special dishes, glasses, eating utensils; can use either reusable or disposable


	Don’t recap used sharps, or bend, break, or remove used needles


	Don’t manipulate used needle with two hands; use a one-handed scoop technique. Place used sharps in a puncture-resistant container


	Use mouthpieces, resuscitation bags, or other devices for mouth-to-mouth resuscitation








	Client placement



	Private room if client has poor hygiene habits, contaminates the environment, or can’t assist in maintaining infection control precautions (e.g., infants, children, altered mental status client)


	When cohorting (sharing room) consider the epidemiology and mode of transmission of the infecting organism








	Transport



	Use barriers (e.g., mask, impervious dressings)


	Notify personnel of impending arrival and precautions needed


	Inform client of ways to assist in prevention of transmission














	Transmission-based precautions apply to clients with documented or suspected infections with highly transmissible or epidemiologically important pathogens; prevent spread of pathogenic microorganisms



	Airborne precautions



	Used with pathogens smaller than 5 microns that are transmitted by airborne route; droplets or dust particles that remain suspended in the air


	Private room with monitored negative air pressure with 6–12 air changes per hour (airborne infection isolation room)


	Keep door closed and client in room; susceptible persons should not enter room or wear N-95 HEPA filter


	Can cohort or place client with another client with the same organism, but no other organism


	Private room is the best situation


	Place mask on client if being transported


	Tuberculosis—wear fit-test respirator mask


	Example of disease in category: measles (rubeola), M. tuberculosis, varicella (chicken pox), disseminated zoster (shingles)








	Droplet precautions



	Used with pathogens transmitted by infectious droplets


	Involves contact of conjunctiva or mucous membranes of nose or mouth; happens during coughing, sneezing, talking, or during procedures such as suctioning or bronchoscopy


	Private room or with client with same infection but no other infection; wear mask if in close contact


	Maintain spatial separation of three feet between infected client and visitors or other clients; visitors wear mask if less than three feet


	Door may remain open


	Place mask on client if being transported


	Examples of disease in category: diphtheria, Group A streptococcus pneumonia, pneumonia or meningitis caused by N. meningitidis or H. influenzae Type B, Rubella, mumps, pertussis








	Contact precautions



	Needed with client care activities that require physical skin-to-skin contact (e.g., turn clients, bathe clients), or occurs between two clients (e.g., hand contact), or occurs by contact with contaminated inanimate objects in client’s environment


	Private room or with client with same infection but no other infection


	Clean, non-sterile gloves for client contact or contact with potentially contaminated areas


	Change gloves after client contact with fecal material or wound drainage


	Remove gloves before leaving client’s environment and wash hands with antimicrobial agent


	Wear gown when entering room if clothing will have contact with client, environment surfaces, or if client is incontinent, has diarrhea, an ileostomy, colostomy, or wound drainage


	Remove PPE (gown) before leaving room


	Use dedicated equipment or clean and disinfect between clients


	Example of diseases in category: infection caused by multidrug-resistant organisms (e.g., MRSA and vancomycin-resistant organisms), herpes simplex, herpes zoster, Clostridioides difficile, respiratory syncytial virus, pediculosis, scabies, rotavirus, hepatitis type A























Tuberculosis




	Data Collection



	Progressive fatigue, nausea, anorexia, weight loss


	Irregular menses


	Low-grade fevers over a period of time


	Night sweats


	Irritability


	Cough with mucopurulent sputum, occasionally streaked with blood; chest tightness and a dull aching chest; dyspnea


	Diagnostic procedures



	Skin testing (see Table 2)


	Sputum smear for acid-fast bacilli, induce by respiratory therapy in am and pm


	Chest x-ray routinely performed on all persons with positive PPD to detect old and new lesions; tubercles may be seen in lungs


	QuantiFERON-TB Gold test; results within 24 hours














	Diagnose



	
Mycobacterium tuberculosis (acid-fast Gram-positive bacillus) transmitted by airborne droplets; bacillus multiplies in bronchi or alveoli, resulting in pneumonitis; may lie dormant for many years and be reactivated in periods of stress; may spread to other parts of body


	Risk factors



	Close contact with someone who has active tuberculosis


	Immunocompromised


	IV drug abuser


	Persons who live in institutions


	Lower socioeconomic group


	Immigrants from countries with a high prevalence of tuberculosis (Latin America, Southeast Asia, Africa)








	Incidence increasing in immigrant populations, poverty areas, elderly, alcoholics, drug abusers, and persons with AIDS











Table 2 TB Skin Testing
















	TEST

	NURSING CONSIDERATIONS










	Mantoux Test

Purified Protein Derivative (PPD)

	Given intradermally in the forearm

Read in 48–72 hr; measure induration across the forearm (palpable, hardened palpation, not the erythema)

Results:



	15 mm or greater induration (hard area under the skin) = significant (positive) reaction for clients without certain risk factors. Does not mean that active disease is present, but indicates exposure to TB or the presence of inactive (dormant) disease


	10 mm–14.9 mm induration for clients at risk (e.g., recent immigrants, injection drug users, children less than 4 years old)


	3) 5 mm–9.9 mm for clients with AIDS, on immunosuppressant therapy, transplant clients.












	Multiple Puncture Test (Tine)

	Read test in 48–72 hr

Vesicle formation = positive reaction

Screening test only

Questionable or positive reactions verified by Mantoux Test











	Plan/Implementation



	Notification of state health department; evaluation of contacts


	Isoniazid prophylaxis—not recommended for those individuals greater than 35 years old who are at low risk because of increased risk of associated toxic hepatitis; persons less than 35 get 6–9 months therapy with isoniazid



	Household contacts


	Recent converters


	Persons under age 20 with positive reaction and inactive TB


	Susceptible health care workers


	Newly infected persons


	Significant skin test reactors with abnormal x-ray studies


	Significant skin test reactors up to age 35








	Chemotherapy—to prevent development of resistant strains, two or three medications are usually administered concurrently; frequently a 6– or 9–month regimen of isoniazid and rifampin; ethambutol and streptomycin may be used initially


	Isolation for 2–4 weeks (or three negative sputum cultures) after drug therapy is initiated; sent home before this (family already exposed)


	Reinforce teaching



	Cover mouth and nose with tissue when coughing, sneezing, laughing; place tissues in plastic bag


	Wear mask in crowds


	Avoid excessive exposure to dust and silicone


	Handwashing


	Must take full course of medications


	Encourage to return to clinic for sputum smears


	Good nutrition

















Hepatitis




	Data Collection



	Fatigue


	Jaundice (icterus), yellow sclera


	Anorexia, RUQ pain and tenderness, malaise


	Clay-colored stools, tea-colored urine


	Pruritus: accumulation of bile salts under the skin


	Liver function studies: elevated ALT, AST, alkaline phosphatase (ALP), bilirubin


	Prolonged PT


	Percutaneous liver biopsy


	Antibodies to specific virus; e.g., anti-HAV











Table 3 Classifications of Hepatitis






















	TYPE

	HIGH RISK GROUP

	INCUBATION

	TRANSMISSION

	NURSING CONSIDERATIONS










	Hepatitis A (HAV)

	Young children

Institutions for custodial care

International travelers to developing countries

	15–50 days

	Common in fall, early winter

Fecal–oral

Shellfish from contaminated water

Poor sanitation

Contaminated food handlers

Oral–anal sexual activity

	Survives on hands

Diagnostic tests—

Cultured in stool and detected in serum before onset of disease

Prevention–improved sanitation;

Hepatitis A vaccine

Treated with gamma globulin early postexposure

No preparation of food






	Hepatitis B (HBV)

	Immigrants from areas of HBV endemicity

Drug addicts

Fetuses from infected mothers

Homosexually active men

Clients on dialysis

Male prisoners

Transfusion recipients

Health care workers

	48–180 days

	Blood and body fluids

Parenteral drug abuse

Sexual contact

Hemodialysis

Accidental contaminated needle exposure

Maternal–fetal route

	Diagnostic tests—

Hepatitis B surface antigen, anti-HBc, anti-HBe

Treatment–Hepatitis B vaccine (Heptavax-B, Recombivax HB), Hepatitis B immune globulin (HBIg) postexposure; interferon alpha-2b; lamivudine

Chronic carriers—frequent; potential for chronicity 5–10%

Complications: cirrhosis; liver cancer






	Hepatitis C (HCV)

	Persons receiving frequent blood transfusions

International travelers

Hemophilia clients

	14–180 days

	Contact with blood and body fluids

IV drug users

	May be asymptomatic

Complications: cirrhosis; liver cancer

Great potential for chronicity






	Delta or Hepatitis D (HDV)

	Drug addicts

Concurrent HBV infection

	14–56 days

	Co-infects with Hepatitis B

Close personal contact

Parenteral transmission

	Diagnostic test—HD Ag in serum






	Hepatitis E

	Persons living in under- developed countries

	15–64 days

	Oral-fecal Contaminated water

	Resembles Hepatitis A

Does not become chronic

Usually seen in young adults

Seen in travelers from Asia, Africa, Mexico






	Toxic Hepatitis

	Elderly

Drug-induced (INH, diuretics, tetracycline, carbon tetrachloride, Tylenol, ETOH)

Alcohol

	

	Noninfectious inflammation of liver

	Removal of causative substance

Check level of consciousness

Encourage fluids











	Diagnose



	Acute inflammatory disease of the liver resulting in cell damage from liver cell degeneration and necrosis


	Potential nursing diagnoses



	Fatigue


	Physical mobility, impaired


	Impaired liver function


	Acute pain


	Deficient knowledge








	Classifications (see Table 3)








	Plan/Implementation



	Frequent rest periods


	If clients diagnosed with hepatitis A are diapered or incontinent, contact precautions in addition to standard precautions


	Contact precautions in addition to standard precautions for clients diagnosed with hepatitis A


	Diet low in fat, high in calories, carbohydrates and protein; no alcoholic beverages


	For pruritus—calamine, short clean nails, antihistamines


	Medications



	Vitamin K


	Antiviral drugs: interferon and lamivudine


	Postexposure Hepatitis B vaccine








	Reinforce client and family teaching



	Avoid alcohol and potentially hepatotoxic prescription/OTC medications (particularly aspirin and sedatives)


	Balance rest and activity periods


	Techniques to prevent spread


	Cannot donate blood


	Note and report recurrence of signs and symptoms

















Lyme Disease




	Data Collection



	Stage 1



	Rash (erythematous papule that develops into lesion with a clear center) develops at site of tick bite within 2–30 days; concentric rings develop, suggesting a bull’s-eye; lesion enlarges quickly


	Regional lymphadenopathy


	Development of flulike symptoms (malaise, fever, headache, myalgia, stiff neck, arthralgia, conjunctivitis) within one to several months, lasts 7–10 days and may reoccur








	Stage 2 



	Develops within 1–6 months if untreated


	Cardiac conduction defects


	Neurologic disorders: facial paralysis; paralysis that is not permanent








	Stage 3



	Arthralgias, enlarged or inflamed joints occur within one to several months after the initial infection, chronic fatigue, cognitive disorders


	May persist for several years














	Diagnose



	Multisystem infection transmitted to humans by tick bite


	Most common in summer months








	Plan/Implementation



	Prevention



	Cover exposed areas when in wooded areas


	Check exposed areas for presence of ticks








	Nursing care



	Administer antibiotics for 3–4 weeks: doxycycline, ceftriaxone, azithromycin during stage 1


	Administer IV penicillin G during later stages

















Sexually Transmitted Infections (STIS)




	Data Collection (see Table 4)


	Diagnose—potential nursing diagnoses



	Health maintenance, altered


	Sexual patterns, altered








	Plan/Implementation (see Table 4)





AIDS




	Data Collection



	HIV positive—presence of HIV in the blood


	AIDS—syndrome with CD4/TC counts below 200


	Opportunistic infections



	
Pneumocystis jiroveci pneumonia



	Gradually worsening chest tightness and shortness of breath


	Persistent, dry, nonproductive cough, rales


	Dyspnea and tachypnea


	Low-grade/high fever


	Progressive hypoxemia and cyanosis
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