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The practice of nursing continues to evolve . . . the practice of caring 
is timeless.

Nurses today must grow and evolve to meet the demands of a 
dramatically changing health care system. They need skills in sci-
ence, technology, communication, and interpersonal relations to be 
effective members of the collaborative health care team. They need 
to think critically and be creative in implementing nursing strate-
gies to provide safe and competent nursing care for clients of diverse 
cultural backgrounds in increasingly varied settings. They need skills 
in teaching, leading, managing, and the process of change. They need 
to be prepared to provide home- and community-based nursing care 
to clients across the life span—especially to the increasing numbers 
of older adults. They need to understand legal and ethical principles, 
holistic healing modalities, and complementary therapies. And, they 
need to continue their unique client advocacy role, which demands a 
blend of nurturance, sensitivity, caring, empathy, commitment, and 
skill founded on a broad base of knowledge.

Kozier & Erb’s Fundamentals of Nursing, Tenth Edition, addresses 
the concepts of contemporary professional nursing. These concepts 
include but are not limited to caring, wellness, health promotion, dis-
ease prevention, holistic care, critical thinking and clinical reason-
ing, multiculturalism, nursing theories, nursing informatics, nursing 
research, ethics, and advocacy. In this edition, every chapter has been 
reviewed and revised. The content has been updated to reflect the latest 
nursing evidence and the increasing emphasis on aging, wellness, safety, 
interprofessional practice, and home- and community-based care.

ORGANIZATION
The detailed table of contents at the beginning of the book makes its 
clear organization easy to follow. Continuing with a strong focus on 
nursing care, the tenth edition of this book is divided into 10 units.

Unit 1, The Nature of Nursing, clusters five chapters that provide 
comprehensive coverage of introductory concepts of nursing.

In Unit 2, Contemporary Health Care, four chapters cover con-
temporary health care topics such as health care delivery systems, 
community-based care, home care, and informatics.

In Unit 3, The Nursing Process, six chapters introduce students 
to this important framework with each chapter dedicated to a spe-
cific step of the nursing process. Chapter 10 applies critical thinking, 
clinical reasoning, and the nursing process. A Nursing in Action case 
study is used as the frame of reference for applying content in all 
phases of the nursing process in Chapter 11, Assessing; Chapter 12, 
Diagnosing; Chapter 13, Planning; and Chapter 14, Implementing and 
Evaluating. Chapter 15 covers documenting and reporting. Starting 
in this unit and incorporated throughout the book, we refer to the 
NANDA International diagnoses.

In Unit 4, Health Beliefs and Practices, four chapters cover health-
related beliefs and practices for individuals and families from a variety 
of cultural backgrounds.

Unit 5, Lifespan Development, consists of five chapters that dis-
cuss life span and development from conception to older adults.

Unit 6, Integral Aspects of Nursing, discusses topics such as caring; 
communicating; teaching; and leading, managing, and delegating. 
These topics are all crucial elements for providing safe, competent 
nursing care.

Unit 7, Assessing Health, addresses vital signs and health assess-
ment skills in two separate chapters, so beginning students can under-
stand normal assessment techniques and findings. Chapter 29, Vital 
Signs, begins to introduce students to the clinical procedures that they 
need to learn to perform.

In Unit 8, Integral Components of Client Care, the focus shifts 
to those components of client care that are universal to all clients, 
including asepsis, safety, hygiene, diagnostic testing, medications, 
wound care, and perioperative care.

Unit 9, Promoting Psychosocial Health, includes six chapters that 
cover a wide range of areas that affect one’s health. Sensory percep-
tion, self-concept, sexuality, spirituality, stress, and loss are all things 
that a nurse needs to consider to properly care for a client.

Unit 10, Promoting Physiological Health, discusses a variety of 
physiological concepts that provide the foundations for nursing care. 
These include activity and exercise; sleep; pain; nutrition; elimina-
tion; oxygenation; circulation; and fluid, electrolyte, and acid–base 
balance.

WHAT’S NEW TO THE TENTH EDITION
• QSEN linkages. The delivery of high-quality and safe nursing 

practice is imperative for every nurse. The QSEN competencies 
were developed to address the gap between nursing education and 
practice. There are expectations for each of the six QSEN com-
petencies and these expectations relate to knowledge, skills, and 
attitudes. Nursing students are expected to achieve these compe-
tencies during nursing school and use them in their professional 
role as RNs. This edition has incorporated QSEN competencies 
and specified expectations in QSEN features. The content in these 
QSEN features will guide students to learn and maintain safety 
and quality in their provision of nursing care.

• Culturally Responsive Care highlights diversity and special con-
siderations in nursing care.

• Evidence-Based Practice focuses on evidence-informed prac-
tice to highlight relevant research and its implications for nurs-
ing care.

• Home Care Assessment focuses on educating the client, family, 
and community to recognize what is needed for care in the home.

• Home Care Considerations focus on teaching the client and 
care giver the proper care at home.

• Safety Alerts correlate to the National Patient Safety Goals and 
identify other crucial safety issues.

• Updated photo program with more than 150 new photos
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book the number-one choice of nursing students and faculty. The 
walk-through at the beginning of the textbook illustrates these fea-
tures. A significant addition to this edition is the inclusion of QSEN 
features that address the competencies and expectations for quality 
nursing care. Another important feature is the inclusion of a sec-
tion on Interprofessional Practice within specific skills. In addition, 
Evidence-Based Practices boxes replace the Research Notes in rec-
ognition that research is not the only way in which nurses determine 
best practices.

Supplements That Inspire Success for the Student  
and the Instructor
Pearson is pleased to offer a complete suite of resources to support 
teaching and learning, including:

• TestGen Test Bank
• Lecture Note PowerPoints
• Classroom Response System PowerPoints
• New! Annotated Instructor’s eText—This version of the eText is 

designed to help instructors maximize their time and resources 
in preparing for class. The AIE contains suggestions for class-
room and clinical activities and key concepts to integrate into the 
classroom in any way imaginable. Additionally, each chapter has 
recommendations for integrating other digital Pearson Nursing 
resources, including The Neighborhood 2.0, Skills videos, and 
MyNursingLab.

• Clinical reasoning. The practice of nursing requires critical 
thought and clinical reasoning. Clinical reasoning is the cognitive 
processes a nurse utilizes to gather and analyze client data, evalu-
ate the relevance of the information, and implement nursing in-
terventions to improve the client’s well being.

• Interprofessional practice. The concept of interprofessional 
practice is identified in specific skills. It reinforces to the student 
that other members of the health care team may also be perform-
ing the specified skill.

• Men in nursing. This edition has increased information about 
men in nursing from a historical and current perspective in 
 Chapter 1.

• Standards of care. This edition continues to value and update 
standards of care as evidenced by the latest National Patient Safety 
Goals, Infusion Nursing Society Standards of Practice, ANA Scope 
and Standards of Practice, 2014 Hypertension Guidelines; IHI 
Pressure Ulcer Prevention Guidelines, ANA Safe Patient Han-
dling and Mobility Interprofessional National Standards, OSHA/
CDC BBP and Infection Prevention Standards, and Cancer 
Screening Guidelines.

FEATURES
For years, Kozier & Erb’s Fundamentals of Nursing has been a gold 
standard that helps students embark on their careers in nursing. This 
new edition retains many of the features that have made this text-
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DIAGNOSING  After analysis, 
Nurse Medina formulates a 
nursing diagnosis: Ineffective 
Airway Clearance related to 
accumulated mucus 
obstructing airways.

PLANNING  Nurse Medina and 
Margaret collaborate to establish goals 
(e.g., restore effective breathing 
pattern and lung ventilation); set 
outcome criteria (e.g., have a 
symmetrical respiratory excursion of at 
least 4 cm, and so on); and develop a 
care plan that includes, but is not 
limited to, coughing and 
deep-breathing exercises q3h, fluid 
intake of 3,000 mL daily, and daily 
postural drainage.

EVALUATING  Upon assessment of 
respiratory excursion, Nurse Medina 
detects failure of the client to achieve 
maximum ventilation. She and Margaret 
reevaluate the care plan and modify it to 
increase coughing and deep-breathing 
exercises to q2h. 

Margaret O’Brien is a 33-year-old 
nursing student. She is married and 
has a 13-year-old daughter and
5-year-old son. She is admitted to 
the hospital with an elevated 
temperature, a productive cough, 
and rapid, labored respirations. 
While taking a nursing history, 
Mary Medina, RN, finds that 
Margaret has had a “chest cold” for 
2 weeks, and has been 
experiencing shortness of 
breath upon exertion. 
Yesterday she developed an 
elevated temperature and 
began to experience 
“pain” in her “lungs”.

ASSESSING  Nurse Medina’s physical 
assessment reveals that Margaret’s vital 
signs are temperature, 39.4°C (103°F); 
pulse 92 beats/min; respirations 28/min; 
and blood pressure, 122/80 mmHg. Nurse 
Medina observes that Mrs. O’Brien’s skin 
is dry, her cheeks are flushed, and she is 
experiencing chills. Auscultation reveals 
inspiratory crackles with diminished breath 
sounds in the right lung. 

IMPLEMENTING  Margaret agrees to practice the 
deep-breathing exercises q3h during the day. In 
addition, she verbalizes awareness of the need to 
increase her fluid intake and to plan her morning 
activities to accommodate postural drainage.

Figure 11–1 • Continued
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Features of the Tenth Edition

SPECIAL FEATURES provide 
the opportunity to link QSEN 
competencies and to think critically 
to make a connection to nursing 
practice. These features provide 
guidance on maintaining safety and 
quality of nursing care.
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   PURPOSES  
•    To estimate the arterial blood oxygen saturation  •   To detect the presence of hypoxemia before visible signs 

develop    

   ASSESSMENT  
   Assess  
•    The best location for a pulse oximeter sensor based on the 

 client’s age and physical condition. Unless contraindicated, the 
� nger is usually selected for adults.  

•   The client’s overall condition including risk factors for 
 development of hypoxemia (e.g., respiratory or cardiac disease) 
and hemoglobin level  

•   Vital signs, skin color and temperature, nail bed color, and 
 tissue perfusion of extremities as baseline data  

•   Adhesive allergy     

   PLANNING  
 Many hospitals and clinics have pulse oximeters readily available for 
use with other vital signs equipment (or even as an integrated part 
of the electronic blood pressure device). Other facilities may have a 
limited supply of oximeters, and the nurse may need to request it 
from the central supply department. 

    DELEGATION   

 Application of the pulse oximeter sensor and recording of the SpO 2  
value may be delegated to UAP. The interpretation of the oxygen 
saturation value and determination of appropriate responses are 
done by the nurse.  

    INTERPROFESSIONAL PRACTICE   

 Measuring oxygen saturation may be within the scope of practice 
for many health care providers. For example, in addition to nurses, 
respiratory therapists may check the client’s oxygen saturation 
before, during, and after treatment. Although these therapists may 
verbally communicate their � ndings and plan to the health care team 
members, the nurse must also know where to locate their documen-
tation in the client’s medical record.  

   IMPLEMENTATION  
   Preparation  
 Check that the oximeter equipment is functioning normally.  

   Performance  
1.    Prior to performing the procedure, introduce self and verify 

the client’s identity using agency protocol. Explain to the client 
what you are going to do, why it is necessary, and how he or 
she can participate. Discuss how the results will be used in 
planning further care or treatments.  

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

3.   Provide for client privacy.  
4.   Choose a sensor appropriate for the client’s weight, size, and 

desired location. Because weight limits of sensors overlap, a 
pediatric sensor could be used for a small adult. 
•    If the client is allergic to adhesive, use a clip or sensor 

 without adhesive.  

•   If using an extremity, apply the sensor only if the proximal 
pulse and capillary re� ll at the point closest to the site are 
present. If the client has low tissue perfusion due to periph-
eral vascular disease or therapy using vasoconstrictive 
medications, use a nasal sensor or a re� ectance sensor 
on the forehead. Avoid using lower extremities that have a 
compromised circulation and extremities that are used for 
infusions or other invasive monitoring.    

5.   Prepare the site. 
•    Clean the site with an alcohol wipe before applying the sensor.  
•   It may be necessary to remove a female client’s dark nail 

polish. 
   Rationale:    Nail polish may interfere with accurate measure-
ments although the data about this are inconsistent.  

•  Alternatively, position the sensor on the side of the � nger 
rather than perpendicular to the nail bed.    

   Equipment  
•    Nail polish remover as needed  
•   Alcohol wipe  
•   Sheet or towel  
•   Pulse oximeter     

 The aim of this study by  Korhan, Yönt, and Khorshid (2011)  was to 
compare the pulse oximetry values obtained from a finger on re-
strained or unrestrained sides of the body. In clinical settings such 
as intensive care, physical restraints may be indicated to lessen the 
chances that clients will displace tubes and monitors. However, the 
most important complication in using physical restraints is impaired 
circulation. Thus, oxygen saturation from body parts in which cir-
culation is impaired can be inaccurate. The research sample con-
sisted of 30 hospitalized clients. A significant difference was found 
between the oxygen saturation values obtained from a finger of an 
arm that had been physically restrained and a finger of an arm that 
had not been physically restrained. The mean oxygen saturation 

value measured from a finger of an arm that had been physically 
restrained was found to be 93.40 and the mean oxygen saturation 
value measured from a finger of an arm that had not been physically 
restrained was found to be 95.53. 

   IMPLICATIONS  
 The results of this study indicate that nurses should use a finger of 
an arm that is not physically restrained when evaluating oxygen sat-
uration values. The use of physical restraints is carefully evaluated 
because there are many possible adverse effects of their use. This 
study provides one additional physiological consideration: that as-
sessment data gathered from a restrained limb may not be accurate.  

   Evidence-Based Practice   Are Pulse Oximeter Readings Accurate If Measured 
on a Restrained Arm?      EVIDENCE-BASED PRACTICE 

 Measuring Oxygen Saturation   
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 This assessment allows the nurse and client to discuss and evaluate 
the adequacy of the client’s support system together and, if necessary, 
plan options for enhancing the support system.  

    Health Risk Assessment   
 A  health risk assessment (HRA)  is an assessment and educa-
tional tool that indicates a client’s risk for disease or injury during the 
next 10 years by comparing the client’s risk with the mortality risk of 
the corresponding age, gender, and racial group. The client’s general 
health, lifestyle behaviors, and demographic data are compared to 
data from a large national sample. Individual risk reports are based 
on statistics for the population group that match the individual’s sur-
veyed characteristics. The HRA includes a summary of the person’s 
health risks and lifestyle behaviors with educational suggestions on 
how to reduce the risk. 

 Many HRA instruments are available today in paper-and-
pencil formats or as computerized forms. Recently, HRAs have be-
gun to reflect a broader approach to health as companies use the 
HRA as a means to begin a health promotion and risk reduction 
program. Occupational health nurses can identify risk factors and 
subsequently plan interventions aimed at decreasing illness, absen-
teeism, and disability. 

 HRAs are helpful for assessing individual and group health risks. 
They are not, however, substitutes for medical care and are not appro-
priate for all individuals. For example, people with chronic illnesses 
such as cancer or heart disease may not obtain accurate risk assess-
ments. Certain populations (e.g., very young, older adults, some so-
ciocultural groups) may not be fully represented in the population 
databases and, therefore, the HRA may not project an accurate risk 
assessment.   

    Health Beliefs Review   
 Clients’ health beliefs need to be clarified, particularly those beliefs 
that determine how they perceive control of their own health care 
status. Locus of control is a measurable concept that can be used to 
predict which people are most likely to change their behavior  (see 
  Chapter   17     ) . Several instruments are available that assess a per-
son’s health-belief measures. Assessment of clients’ health beliefs pro-
vides the nurse with an indication of how much the clients believe 
they can influence or control health through personal behaviors. Sev-
eral cultures have a strong belief in fate: “Whatever will be, will be.” 
If people hold this belief, they do not feel that they can do anything 

    SELF-CARE ALERT   

 Is exercise a negative term for you? Does it imply something that is 
boring, routine, and a “must-do”? Instead, think of “physical activity,” 
which can be a variety of things that increase your activity level (e.g., 
dancing, tennis, golf, walking the dog).  

    Lifestyle Assessment   
 Lifestyle assessment focuses on the personal lifestyle and habits of 
the client as they affect health. Categories of lifestyle generally as-
sessed are physical activity, nutritional practices, stress management, 
and such habits as smoking, alcohol consumption, and drug use. 
Other categories may be included. Several tools are available to as-
sess lifestyle. The goals of lifestyle assessment tools are to provide the 
following: 

1.    An opportunity for clients to assess the impact of their present 
lifestyle on their health  

2.   A basis for decisions related to desired behavior and lifestyle 
changes.    

    Spiritual Health Assessment   
 Spiritual health is the ability to develop one’s inner nature to its fullest 
potential, including the ability to discover and articulate one’s basic 
purpose in life; to learn how to experience love, joy, peace, and ful-
fillment; and to learn how to help ourselves and others achieve their 
fullest potential ( Pender et al., 2011 , p. 104). Spiritual beliefs can affect 
a person’s interpretation of events in his or her life and, therefore, an 
assessment of spiritual well-being is a part of evaluating the person’s 
overall health.  See   Chapter   41      for more information.   

    SELF-CARE ALERT   

 There are two physical arts that blend spirituality and health: t’ai chi 
and yoga. T’ai chi promotes muscle relaxation through movement. 
Yoga promotes mobility and flexibility.  

    Social Support Systems Review   
 Understanding the social context in which a person lives and works 
is important in health promotion. Individuals and groups, through 
interpersonal relationships, can provide comfort, assistance, encour-
agement, and information. Social support fosters successful coping 
and promotes satisfying and effective living. 

 Social support systems contribute to health by creating an en-
vironment that encourages healthy behaviors, promotes self-esteem 
and wellness, and provides feedback that the person’s actions will 
lead to desirable outcomes. Examples of social support systems in-
clude family, peer support groups (including computer-based sup-
port groups), community-organized religious support systems (e.g., 
churches), and self-help groups (e.g., Mended Hearts, Weight Watch-
ers). Culturally Responsive Care addresses aspects of social support 
within the context of culture. 

 The nurse can begin a social support system review by asking 
the client to do the following: 

•    List individuals who provide personal support.  
•   Indicate the relationship of each person (e.g., family member, fel-

low worker or colleague, social acquaintance).  
•   Identify which individuals have been a source of support for 5 or 

more years.   

 Cultural Aspects of Social Support 

 It is important to understand how various subgroups of U.S. 
 society may define social support. 
•    In the African American community, the family and church 

have been major providers of social support.  
•   Hispanic/Latino Americans and Asian Americans view the 

family as being a major social support system.  
•   Asian Americans respect older adults and use shame and 

harmony in giving and receiving support.  
•   Native Americans live in social networks that foster mutual 

 assistance and support.   

  From  Health Promotion in Nursing Practice , 6th ed. (p. 220), by N. J. Pender, 
C. L. Murdaugh, and M. A. Parsons, 2011, Upper Saddle River, NJ: Prentice Hall.  

   PATIENT-CENTERED CARE   Culturally Responsive Care   

222     Unit 3  ●  The Nursing Process

   Communication  
 The record serves as the vehicle by which different health profession-
als who interact with a client communicate with each other. This pre-
vents fragmentation, repetition, and delays in client care.  

   Planning Client Care  
 Each health professional uses data from the client’s record to plan 
care for that client. A primary care provider, for example, may order 
a specific antibiotic after establishing that the client’s temperature is 
steadily rising and that laboratory tests reveal the presence of a cer-
tain microorganism. Nurses use baseline and ongoing data to evalu-
ate the effectiveness of the nursing care plan.  

   Auditing Health Agencies  
 An audit is a review of client records for quality assurance purposes 
 (see   Chapter   14     ) . Accrediting agencies such as The Joint Com-
mission may review client records to determine if a particular health 
agency is meeting its stated standards.  

   Research  
 The information contained in a record can be a valuable source of 
data for research. The treatment plans for a number of clients with 
the same health problems can yield information helpful in treating 
other clients.  

   Education  
 Students in health disciplines often use client records as educational 
tools. A record can frequently provide a comprehensive view of the 
client, the illness, effective treatment strategies, and factors that affect 
the outcome of the illness.  

   Reimbursement  
 Documentation also helps a facility receive reimbursement from the 
federal government. For a facility to obtain payment through Medi-
care, the client’s clinical record must contain the correct diagnosis-
related group (DRG) codes and reveal that the appropriate care has 
been given. 

 Codable diagnoses, such as DRGs, are supported by accu-
rate, thorough recording by nurses. This not only facilitates re-
imbursement from the federal government, but also facilitates 
reimbursement from insurance companies and other third-party 
payers. If additional care, treatment, or length of stay becomes 
necessary for the client’s welfare, thorough charting will help jus-
tify these needs.  

   Legal Documentation  
 The client’s record is a legal document and is usually admissible 
in court as evidence. In some jurisdictions, however, the record is 
considered inadmissible as evidence when the client objects, be-
cause information the client gives to the primary care provider is 
confidential.  

   Health Care Analysis  
 Information from records may assist health care planners to identify 
agency needs, such as overutilized and underutilized hospital ser-
vices. Records can be used to establish the costs of various services 

    SAFETY ALERT!   

 Take safety measures before faxing confidential information. A fax 
cover sheet should contain instructions that the faxed material is to be 
given only to the named recipient. Consent is needed from the client 
to fax information. Make sure that personally identifiable information 
(e.g., client name, Social Security number) has been removed. Finally, 
check that the fax number is correct, check the number on the display 
of the machine after dialing, and check the number a third time before 
pressing the “send” button.  

 For purposes of education and research, most agencies allow 
student and graduate health professionals access to client records. 
The records are used in client conferences, clinics, rounds, client 
studies, and written papers. The student or graduate is bound by a 
strict ethical code and legal responsibility to hold all information in 
confidence. It is the responsibility of the student or health profes-
sional to protect the client’s privacy by not using a name or any state-
ments in the notations that would identify the client. 

   Ensuring Confidentiality 
of Computer Records  
 Because of the increased use of EHRs  (see   Chapter   9     ) , health 
care agencies have developed policies and procedures to ensure the 
privacy and confidentiality of client information stored in comput-
ers. In addition, the Security Rule of HIPAA became mandatory in 
2005. This rule governs the security of electronic PHI. The following 
are some suggestions for ensuring the confidentiality and security of 
computerized records: 

1.    A personal password is required to enter and sign off computer 
files. Do not share this password with anyone, including other 
health team members.  

2.   After logging on, never leave a computer terminal unattended.  
3.   Do not leave client information displayed on the monitor where 

others may see it.  
4.   Shred all unneeded computer-generated worksheets.  
5.   Know the facility’s policy and procedure for correcting an entry 

error.  
6.   Follow agency procedures for documenting sensitive material, 

such as a diagnosis of AIDS.  
7.   Information technology (IT) personnel must install a firewall to 

protect the server from unauthorized access.     

   PURPOSES OF CLIENT RECORDS  
 Client records are kept for a number of purposes including communi-
cation, planning client care, auditing health agencies, research, educa-
tion, reimbursement, legal documentation, and health care analysis. 

    CLINICAL ALERT!   

 An accurate client health record provides details about the care a cli-
ent has received and the client’s overall response to care. Accurate 
documentation provides the staff with a means for accountability and 
reflection on the delivery of client care ( Prideaux, 2011 ). To enhance 
the accuracy in documenting care,  Paans, Sermeus, Nieweg, and van 
der Schans (2010)  identified the PES structure as a guideline for nurs-
ing care. The letter P represents the client’s problem or diagnosis. The 
etiology or cause of the problem is represented by E, and S represents 
the signs and symptoms the nurse should be assessing. The use of 
this structure enhances nurses’ ability to exercise clinical reasoning.  

SAFETY

INTERPROFESSIONAL PRACTICE 
reinforces interactions with other 
members of the health care team.

ENHANCED PHOTO PROGRAM shows 
procedural steps and the latest 
equipment.
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   LIFESPAN CONSIDERATIONS     Temperature   

   INFANTS  
•    The body temperature of newborns is extremely labile, and 

newborns must be kept warm and dry to prevent hypothermia.  
•   Using the axillary site, you need to hold the infant’s arm against 

the chest (  Figure   29–10     ■  ).   
•   The axillary route may not be as accurate as other routes for 

detecting fevers in children.  
•   The tympanic route is fast and convenient. Place the infant 

supine and stabilize the head. Pull the pinna straight back and 
slightly downward. Remember that the pinna is pulled upward 
for children over 3 years of age and adults, but downward for 
children younger than age 3. Direct the probe tip anteriorly and 
insert far enough to seal the canal. The tip will not touch the 
tympanic membrane.  

•   Avoid the tympanic route in a child with active ear infections or 
tympanic membrane drainage tubes.  

•   The tympanic membrane route may be more accurate in 
 determining temperature in febrile infants.  

•   When using a temporal artery thermometer, touching only the 
forehead or behind the ear is needed.  

•   The rectal route is least desirable in infants.    

   CHILDREN  
•    Tympanic or temporal artery sites are preferred.  
•   For the tympanic route, have the child held on an adult’s lap 

with the child’s head held gently against the adult for support. 
Pull the pinna straight back and upward for children over age 3 
(  Figure   29–11     ■  ).   

•   Avoid the tympanic route in a child with active ear infections or 
tympanic membrane drainage tubes.  

•   The oral route may be used for children over age 3, but 
 nonbreakable, electronic thermometers are recommended.  

•   For a rectal temperature, place the child prone across your 
lap or in a side-lying position with the knees flexed. Insert the 
 thermometer 2.5 cm (1 in.) into the rectum.    

   OLDER ADULTS  
•    Older adults’ temperatures tend to be lower than those of 

middle-aged adults.  
•   Older adults’ temperatures are strongly influenced by both environ-

mental and internal temperature changes. Their thermoregulation 
control processes are not as efficient as when they were younger, 
and they are at higher risk for both hypothermia and hyperthermia.  

•   Older adults can develop significant buildup of ear cerumen 
(earwax) that may interfere with tympanic thermometer readings.  

•   Older adults are more likely to have hemorrhoids. Inspect the 
anus before taking a rectal temperature.  

•   Older adults’ temperatures may not be a valid indication of 
the seriousness of the pathology of a disease. They may have 
pneumonia or a urinary tract infection and have only a slight 
temperature elevation. Other symptoms, such as confusion and 
restlessness, may be displayed and need follow-up to determine 
if there is an underlying process.    

      Figure   29–10   ■      Axillary thermometer placement for a child.   

      Figure   29–11   ■      Pull the pinna of the ear back and up for 
 placement of a tympanic thermometer in a child over 3 years 
of age; back and down for children under age 3.   

      Figure   29–12   ■      A pacifier thermometer.   

 Home Care Considerations       Temperature 

•    Teach the client accurate use and reading of the type of ther-
mometer to be used. Examine the thermometer used by the 
 client in the home for safety and proper functioning. Facilitate 
the replacement of mercury thermometers with nonmercury 
ones. See page   482   for instructions regarding management of 
a broken mercury thermometer.  

•   Observe the client/caregiver taking and reading a temperature. 
Reinforce the importance of reporting the site and type of ther-
mometer used and the value of using the same site and ther-
mometer consistently.  

•   Discuss means of keeping the thermometer clean, such as 
warm water and soap, and avoiding cross contamination.  

•   Ensure that the client has water-soluble lubricant if using a 
 rectal thermometer.  

•   Instruct the client or family member to notify the health care 
provider if the temperature is 38.5°C (101.3°F) or higher.  

•   When making a home visit, take a thermometer with you in case 
the clients do not have a functional thermometer of their own.  

•   Check that the client knows how to record the temperature. 
Provide a recording chart/table if indicated.  

•   Discuss environmental control modifications that should be 
made during illness or extreme climate conditions (e.g., heating, 
air conditioning, appropriate clothing and bedding).  

•   Pacifier thermometers (  Figure   29–12     ■  ) may be used in the 
home setting for children under 2 years old. The manufacturer’s 
instructions must be followed carefully since many require 
 adding 0.5°F in order to estimate rectal temperature.    

   PATIENT-CENTERED CARE 
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 Assessing an Apical Pulse   
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   PURPOSES  
•    To obtain the heart rate of an adult with an irregular 

peripheral pulse  
•   To establish baseline data for subsequent evaluation  

•   To determine whether the cardiac rate is within normal range 
and the rhythm is regular  

•   To monitor clients with cardiac, pulmonary, or renal disease and 
those receiving medications to improve heart action    

   ASSESSMENT  
   Assess  
•    Clinical signs of cardiovascular alterations such as dyspnea 

(dif� cult respirations), fatigue/weakness, pallor, cyanosis (bluish 
discoloration of skin and mucous membranes), palpitations, 
syncope (fainting), or impaired peripheral tissue perfusion as 
 evidenced by skin discoloration and cool temperature  

•   Factors that may alter pulse rate (e.g., emotional status,  activity 
level, and medications that affect heart rate such as digoxin, 
beta-blockers, or calcium channel blockers)     

   PLANNING  
    DELEGATION   

 Due to the degree of skill and knowledge required, UAP are generally 
not responsible for assessing apical pulses.  

   Equipment  
•    Clock or watch with a sweep second hand or digital seconds 

indicator  
•   Stethoscope  
•   Antiseptic wipes  
•   If using a DUS: the transducer probe, the stethoscope headset, 

transmission gel, and tissues/wipes     

    INTERPROFESSIONAL PRACTICE   

 Assessing an apical pulse may be within the scope of practice for 
many health care providers. For example, in addition to nurses, 
respiratory therapists may check the client’s apical pulse before, 
during, and after treatment, and physicians often check the api-
cal pulse when assessing the chest during examinations. Although 
these providers may verbally communicate their � ndings and plan to 
other health care team members, the nurse must also know where 
to locate their documentation in the client’s medical record.  

     ❶ Second intercostal space.   
Shirlee Snyder.

   IMPLEMENTATION  
   Preparation  
 If using a DUS, check that the equipment is functioning normally.  

   Performance  
1.    Prior to performing the procedure, introduce self and verify 

the client’s identity using agency protocol. Explain to the client 
what you are going to do, why it is necessary, and how he or 
she can participate. Discuss how the results will be used in 
planning further care or treatments.  

2.   Perform hand hygiene and observe appropriate infection pre-
vention procedures.  

3.   Provide for client privacy.  
4.   Position the client appropriately in a comfortable supine posi-

tion or in a sitting position. Expose the area of the chest over 
the apex of the heart.  

5.   Locate the apical impulse. This is the point over the apex of the 
heart where the apical pulse can be most clearly heard. 
•    Palpate the angle of Louis (the angle between the manu-

brium, the top of the sternum, and the body of the ster-
num). It is palpated just below the suprasternal notch and is 
felt as a prominence (see   Figure   29–14  ).  

•   Slide your index � nger just to the left of the sternum, and 
palpate the second intercostal space. ❶    

    CLINICAL ALERT!   

 When “left” and “right” are used to describe the nurse’s hand place-
ment on the client, the terms refer to the client’s right or left side, not 
the nurse’s.   

•   Place your middle or next � nger in the third intercostal 
space, and continue palpating downward until you locate 
the � fth intercostal space. ❷     

•   Move your index � nger laterally along the � fth intercostal 
space toward the MCL. ❸   Normally, the apical impulse is 
 palpable at or just medial to the MCL (see   Figure   29–14  ).     

6.   Auscultate and count heartbeats. 
•    Use antiseptic wipes to clean the earpieces and diaphragm 

of the stethoscope. 
   Rationale:    The diaphragm needs to be cleaned and 
 disinfected if soiled with body substances. Both earpieces 
and diaphragms have been shown to harbor pathogenic 
 bacteria ( Muniz, Sethi, Zaghi, Ziniel, & Sandora, 2012 ).   

NEW AND ENHANCED FEATURES
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    INTRODUCTION  
  Western medicine  is an approach to health that focuses on the use 
of science in the diagnosis and treatment of health problems. This is 
in contrast to  Eastern medicine , which places greater emphasis on 
prevention and natural healing. The differences between Western 
and Eastern medicine are not about geographic location since both 
Eastern and Western health practitioners exist in almost every part 
of the world. Most of nursing education in the United States,  Canada, 
Europe, and Australia has been under the umbrella of Western medi-
cine. Thus, nurses from these parts of the world are familiar and 
comfortable with biomedical beliefs, theories, practices, strengths, 
and limitations. In this chapter the terms  conventional medicine , 
 biomedicine , and  allopathic medicine  are used to describe West-
ern medical practices. Fewer nurses have studied Eastern medicine 
and as a result may lack information or even harbor misinformation 
about these healing practices. 

 The term  complementary and alternative medicine (CAM)  
includes as many as 1,800 other therapies practiced all over the world. 
Many of these have been handed down over thousands of years, both 
orally and as written records. They are based on the Eastern medical 

systems of ancient people, including Egyptians, Chinese, Asian Indi-
ans, Greeks, and Native Americans. Other therapies, such as bioelec-
tromagnetics and chiropractic, evolved in the United States during 
the past two centuries. Still others, such as some of the mind–body 
approaches, are on the frontier of scientific knowledge and under-
standing. The CAM therapies described in this chapter are only some 
of the many used by clients. Nurses must learn about the ones being 
used by the clients in their specific practice settings. 

  Complementary medicine  refers to the use of CAM   together 
with  conventional medicine. Most use of CAM by Americans is 
complementary.  Alternative medicine  refers to use of CAM  in 
place of  conventional medicine.  Integrative medicine  combines 
treatments from conventional medicine and CAM for which there is 
some high-quality evidence of safety and effectiveness. It is also called 
 integrated medicine . 

 The public interest in complementary and alternative therapies 
is extensive and growing. One has only to look at the proliferation of 
popular health books, health food stores, and clinics offering heal-
ing therapies to realize this. In 1998, the National Institutes of Health 
established the National Center for Complementary and Alternative 

    acupressure ,  301   
   acupuncture ,  301   
   allopathic medicine ,  295   
   alternative medicine ,  295   
   animal-assisted therapy ,  306   
   aromatherapy ,  299   
   Ayurveda ,  297   
   balance ,  296   
   bioelectromagnetics ,  306   
   biofeedback ,  304   
   biomedicine ,  295   
   chiropractic ,  300   

   complementary medicine ,  295   
   conventional medicine ,  295   
   curanderismo ,  298   
   detoxification ,  306   
   Eastern medicine ,  295   
   energy ,  296   
   faith ,  304   
   guided imagery ,  303   
   hand-mediated biofield 

therapies ,  301   
   herbal medicine ,  298   
   holism ,  296   

   homeopathy ,  299   
   horticultural therapy ,  306   
   humanist ,  296   
   hypnotherapy ,  303   
   imagery ,  303   
   integrative medicine ,  295   
   massage therapy ,  301   
   meditation ,  303   
   music therapy ,  305   
   naturopathic medicine ,  300   
   pilates ,  304   
   prayer ,  304   

   qi ,  297   
   qi gong ,  304   
   reflexology ,  301   
   spirituality ,  296   
   t’ai chi ,  304   
   traditional Chinese medicine 

(TCM) ,  297   
   Western medicine ,  295   
   yoga ,  302      

    KEY TERMS   

 After completing this chapter, you will be able to: 
1.    Describe the basic concepts of alternative practices.  
2.   Give examples of healing environments.  
3.   Describe the basic principles of health care practices such 

as Ayurveda, traditional Chinese medicine, Native American 
healing, and curanderismo.  

4.   Explain how herbs are similar to many prescription drugs.  
5.   Discuss the principles of naturopathic medicine.  
6.   Identify the role of manual healing methods in health and 

illness.  

   LEARNING OUTCOMES 

      19       Complementary and Alternative 
Healing Modalities   

7.   Describe the goals that yoga, meditation, hypnotherapy, 
guided imagery, qi gong, and t’ai chi have in common.  

8.   Identify types of detoxification therapies.  
9.   Discuss uses of animals, prayer, and humor as treatment 

modalities.  
10.   Teach clients the uses of and safety precautions regarding 

complementary and alternative therapies.    
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   CLIENT: Manuela     AGE: 55     CURRENT MEDICAL DIAGNOSIS: Still’s Disease   
   Medical History:    Manuela has experienced some type of health 
challenge for most of her adult life. She was diagnosed with adult-
onset Still’s disease (AOSD) at about age 35 after several years of 
tests to try to determine exactly what syndrome her symptoms re-
flected. She complained of joint pain, rash, and fevers, which came 
and went, and she had an enlarged spleen and liver. This disease 
has many similarities with rheumatoid and autoimmune diseases, 
but those conditions were all removed from consideration because 
the tests were negative. AOSD is a chronic condition for which there 
is no known cure. In addition to joint deterioration, it can progress to 
affect the lungs and heart. Initial treatment consists of steroids and 
nonsteroidal anti-inflammatory drugs (NSAIDS). If those are ineffec-
tive, other medications such as gold and chemotherapeutics are 
used; however, they have severe side effects such as kidney 
damage and bone marrow suppression. The condition worsens 
when the person is under physical or emotional stress. Manuela 

underwent a hip replacement about 4 years ago and recently has 
had several hospitalizations for respiratory failure.  
   Personal and Social History:    Manuela has never married and has 
lived near or with her parents or siblings for all her life. She has many 
friends, drives, and has an active social life when she is feeling well. 
She uses the computer extensively for communication, especially when 
having visitors or talking by phone is too exhausting. She must follow a 
strict diet of food and liquids that are easy to swallow and digest. She 
is a spiritual person but not overly religious. She is quick to laugh and 
generally has an optimistic outlook, but expresses awareness that her 
life could end at any time—certainly long before her full life expectancy. 

 Manuela is a college graduate but has been able to work only 
part time for most of her life. Recently, she was declared permanently 
disabled, which allows her access to financial and other support sys-
tems. She is creative in adapting her living situation to her disabilities 
and unwilling to give up her beloved pet dog. 

    Questions   
  American Nurses Association Standard of Practice #3 is 
Outcomes Identification: The nurse consults with the client and 
family in formulating measureable goals consistent with the client’s 
culture, values, and environment.  As you learned in   Chapter   16     , 
Manuela’s needs fall into the category of tertiary prevention in which 
rehabilitation and movement toward optimal levels of functionality 
within the individual’s constraints are the focus.  
1.     What are some outcomes for Manuela that would reflect 

this focus?   
2.    Do you need to know her personal definitions of health and 

health beliefs (  Chapter   17    ) before you can work with her to 
set expected outcomes?    

  American Nurses Association Standard of Practice #5b is 
 Health Teaching and Health Promotion: The nurse customizes the 
client’s teaching to promote a healthy environment.   
3.     What are some aspects of Manuela’s situation that you would 

consider incorporating into a teaching plan to maximize a safe 
environment for her?    

  American Nurses Association Standard of Professional 
Performance #13 is  Collaboration: Nurses work with the client, 
family, and other health care providers in planning, implementing, 
and evaluating care.   
4.     Which health care team members other than physicians 

and nurses would likely be important to include in Manuela’s 
care plan?    

  American Nurses Association Standard of Professional 
Performance #9 is  Research .  
5.     What evidence might you have or seek to support the use 

of alternative or complementary treatment modalities in 
Manuela’s care?    

  American Nurses Association. (2010).  Nursing: Scope and standards of practice  (2nd ed.). Silver 
Spring, MD: Author.  

  See Suggested Answers to End-of-Unit Meeting the Standards Questions on student resource 
website.        

    UNIT

  4   Meeting the Standards   
  In this unit, we have explored concepts related to health, health promotion, wellness, illness, culture 
and heritage, and complementary and alternative healing modalities. These topics heighten awareness 
of the individualistic nature of the relationship between the nurse and the client and the importance 
of assessing the breadth of factors that affect health decisions and behaviors. In the case described 
below, you will see how one person demonstrates complicated, interrelated, personal definitions of 
health and illness influenced by her medical condition, her heritage, and her demographic character-
istics (e.g., age and family structure). These definitions and perspectives in turn influence her choices 
for care and support—including the role of her nurses.  
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BOX   13–2      Benefits of Standardized Interventions   

•    Enhances communication among nurses and among nurses 
and nonnurses.  

•   Makes it possible for researchers to determine the effectiveness 
and cost of nursing treatments.  

•   Helps communicate the nature of nursing to the public.  
•   Helps demonstrate the impact that nurses have on health care.  
•   Makes it easier for nurses to select appropriate interventions by 

reducing the need for memorization and recall.  
•   Facilitates the teaching of clinical decision making.  

•   Contributes to the development and use of computerized 
 clinical records.  

•   Assists in effective planning for staff and equipment needs.  
•   Aids in development of a system of payment for nursing 

services.  
•   Promotes full and meaningful participation of nurses in the 

 multidisciplinary team.   

  From  Nursing Process & Critical Thinking,  5th ed. (p. 253), by J. M. Wilkinson, 2012, 
Upper Saddle River, NJ: Prentice Hall. Adapted with permission.  

   LIFESPAN CONSIDERATIONS     Nursing Care Plan   

   OLDER ADULTS  
 When a client is in an extended care facility or a long-term care 
facility, interventions and medications often remain the same day 
after day. It is important to review the care plan on a regular basis, 
because changes in the condition of older adults may be subtle 
and go unnoticed. This applies to both changes of improvement or 
deterioration. Either one should receive attention so that appropri-
ate revisions can be made in expected outcomes and interventions. 
Outcomes need to be realistic with consideration given to the cli-
ent’s physical condition, emotional condition, support systems, and 

mental status. Outcomes often have to be stated and expected to 
be completed in very small steps. For instance, clients who have 
had a cerebrovascular accident may spend weeks learning to brush 
their own teeth or dress themselves. When these small steps are 
successfully completed, it gives the client a sense of accomplish-
ment and motivation to continue working toward increasing self-
care. This particular example also demonstrates the need to work 
collaboratively with other departments, such as physical and occu-
pational therapy, to develop the nursing care plan.  

   Nursing Diagnosis:     Ineffective Airway Clearance  related to viscous secretions and shallow chest expansion secondary to deficient fluid 
volume, pain, and fatigue  

Desired Outcomes*/Indicators Nursing Interventions Rationale

Respiratory Status: Gas Exchange [0402], 
as evidenced by
•    Absence of pallor and cyanosis (skin 

and mucous membranes)  
•   Use of correct breathing/coughing 

technique after instruction   

Monitor respiratory status q4h: rate, 
depth, effort, skin color, mucous 
membranes, amount and color of sputum.  
Monitor results of blood gases, chest 
x-ray studies, and incentive spirometer 
volume as available.  
Monitor level of consciousness.

 To identify progress toward or deviations 
from goal.  Ineffective Airway Clearance 
 leads to poor oxygenation, as evidenced by 
pallor, cyanosis, lethargy, and drowsiness. 

•    Productive cough  
•   Symmetric chest excursion of 

at least 4 cm   

Auscultate lungs q4h. Vital signs q4h 
(TPR, BP, pulse oximetry, pain).

 Inadequate oxygenation and pain cause 
increased pulse rate. Respiratory rate 
may be decreased by narcotic analgesics. 
Shallow breathing further compromises 
oxygenation. 

Within 48–72 hours:
•    Lungs clear to auscultation  
•   Respirations 12–22/min; pulse, less 

than 100 beats/min   

Instruct in breathing and coughing 
techniques. Remind to perform, and 
assist q3h.

 To enable client to cough up secretions. 
May need encouragement and support 
because of fatigue and pain. 

• Inhales normal volume of air on 
incentive spirometer

Administer prescribed expectorant; 
schedule for maximum effectiveness. 
Maintain Fowler’s or semi-Fowler’s 
position.  
Administer prescribed analgesics.  
Notify primary care provider if pain not 
relieved.

 Helps loosen secretions so they can be 
coughed up and expelled. 
 Gravity allows for fuller lung expansion 
by decreasing pressure of abdomen on 
diaphragm. 
 Controls pleuritic pain by blocking pain 
pathways and altering perception of 
pain, enabling client to increase thoracic 
 expansion. Unrelieved pain may signal 
 impending complication. 

   NURSING CARE PLAN    Margaret O’Brien    

Continued on page 204

218     Unit 3  ●  The Nursing Process

   Nursing Diagnosis:     Ineffective Airway Clearance  related to viscous secretions and shallow chest expansion secondary to deficient fluid 
volume, pain, and fatigue  

Desired Outcomes*/
Indicators Evaluation Statements Nursing Interventions**

Explanation for Continuing 
or Modifying 
Nursing Interventions

•    Freely expresses concerns 
and possible solutions about 
work and parenting roles   

Partially met. Discussed only 
briefly on 3–11 shift. Not done 
on 11–7 shift because of 
client’s need to rest.  (Evaluated 
8/27/14, JW) 

As client can tolerate, 
encourage to express and 
expand on her concerns about 
her child and her work. Explore 
alternatives as needed.

It is important that this 
assessment be made right 
away, so child care can be 
arranged if needed.

Note whether husband returns 
as scheduled. If he does not, 
institute care plan for actual 
 Interrupted Family Process.   (Do 
on 8/27, day shift) (8/27/14, JW) 

  *The NOC # for desired outcomes is listed in brackets following the appropriate outcome.  

  **In this care plan, a line has been drawn through portions the nurse wished to delete; additions to the care plan are shown in italics.  

NURSING CARE PLAN  For Margaret O’Brien Modified Following Implementation 
and Evaluation—continued

    Applying Critical Thinking   
1.     From reviewing Margaret O’Brien’s nursing care plan, what general conclusions can you make about the desired outcomes for 

Ineffective Airway Clearance  and  Anxiety?    
2.    Despite some of the outcomes being only partially met or not met, no new interventions were written for several outcomes. What 

reasons might there be for this?   
3.    For the nursing diagnosis of  Anxiety,  most of the outcomes are fully met. Would you delete this diagnosis from the care plan at this 

time? Why or why not?   
4.    Since the Evaluation Statements column is generally not used on written care plans, where would auditors or individuals 

 conducting quality assessments find these data?    
  See Critical Thinking Possibilities on student resource website.   

•    Implementing is putting planned nursing interventions into action.  
•   Successful implementing and evaluating depend in part on the 

quality of the preceding phases of assessing, diagnosing, and 
planning.  

•   Reassessing occurs simultaneously with the implementing phase 
of the nursing process.  

•   Cognitive, interpersonal, and technical skills are used to implement 
nursing strategies.  

•   Before implementing an order, the nurse reassesses the client to 
be sure that the order is still appropriate.  

•   The nurse must determine whether assistance is needed to per-
form a nursing intervention knowledgeably, safely, and comfortably 
for the client.  

•   The implementing phase terminates with the documentation of the 
nursing activities and client responses.  

•   After the care plan has been implemented, the nurse evaluates 
the client’s health status and the effectiveness of the care plan in 
achieving client goals.  

•   The desired outcomes formulated during the planning phase serve 
as criteria for evaluating client progress and improved health status.  

•   The desired outcomes determine the data that must be collected 
to evaluate the client’s health status.  

•   Reexamining the client care plan is a process of making decisions 
about problem status and critiquing each phase of the nursing 
process.  

•   Professional standards of care hold that nurses are responsible 
and accountable for implementing and evaluating the plan of care.  

•   Quality assurance evaluation includes consideration of the struc-
tures, processes, and outcomes of nursing care.  

•   Quality improvement is a philosophy and process internal to the 
institution, and does not rely on inspections by an external agency.    

     CHAPTER HIGHLIGHTS   

Chapter 14 Review
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318     Unit 5  ●  Life Span Development

   CONCEPT MAP  
 Overview of Growth and Development Psychosocial Theories and Theorists   

 

Theories

Freud

personality
develops

in five
overlapping
stages from

birth to
adulthood

5 stages:
• Oral
• Anal
• Phallic
• Latency
• Genital

theorist theorist theorist theoristtheorist

Erikson

stages
reflect

positive
and

negative
aspects
of the
critical

life
periods

8 stages:
• Trust vs. Mistrust
• Autonomy vs. Shame & Doubt
• Initiative vs. Guilt
• Industry vs. Inferiority
• Identity vs. Role Confusion
• Intimacy vs. Isolation
• Generativity vs. Stagnation
• Integrity vs. Despair

Havighurst

believed

• Growth & development
occurs during 6 age
periods (infancy to 
later maturity)
• Each age period has
developmental tasks
• Achieving the 
developmental tasks
helps the individual
transition to the next
developmental period

Peck

adult
development

• Three 
developmental
tasks during
old age:
• Ego 
differentiation
vs. work-role
• Body
transcendence
vs. body
preoccupation
• Ego
transcendence
vs. ego
preoccupation

Gould

adult
development

7 stages:
• 1: 16–18 years
• 2: 18–22 years
• 3: 22–28 years
• 4: 28–34 years
• 5: 34–43 years
• 6: 43–50 years
• 7: 50–60 years

Growth and Development

Psychosocial Development

       
•    Stage 6 (ages 43–50).  Personalities are seen as set. Time is accepted 

as finite. Individuals are interested in social activities with friends and 
spouse and desire both sympathy and affection from spouse.  

•    Stage 7 (ages 50–60).  This is a period of transformation, with a real-
ization of mortality and a concern for health. There is an increase in 
warmth and a decrease in negativism. The spouse is seen as a valuable 
companion ( Gould, 1972 , pp. 525–527).      

   Temperament Theories  
 Early research on temperament, conducted in the 1950s by Stella 
Chess and Alexander Thomas, identified nine temperamental 
qualities seen in children’s behavior (  Table   20–3  ). Temperament is 
multidimensional leading to the development of a child’s person-
ality traits. Temperament has a role in the development of anxiety, 
depression, attention deficit disorder, and other types of behavior 
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Sterile gloves are available to protect the nurse from contact with 
blood and body fluids. Latex and nitrile gloves are more flexible than 
vinyl, mold to the wearer’s hands, and allow freedom of movement. 
Since latex should be avoided due to possible allergies, wear nitrile 
gloves when performing tasks (a) that demand flexibility, (b) that 
place stress on the material (e.g., turning stopcocks, handling sharp 
instruments or tape), and (c) that involve a high risk of exposure to 
pathogens. Vinyl gloves should be chosen for tasks unlikely to stress 
the glove material, requiring minimal precision, and with minimal 
risk of exposure to pathogens.

Skill 31–4 describes how to apply and remove sterile gloves by 
the open method.

Sterile Gloves
Sterile gloves may be applied by the open method or the closed 
method. The open method is most frequently used outside the oper-
ating room because the closed method requires that the nurse wear a 
sterile gown. Gloves are worn during many procedures to enable the 
nurse to handle sterile items freely and to prevent clients at risk (e.g., 
those with open wounds) from becoming infected by microorgan-
isms on unsterile gloves or the nurse’s hands.

Sterile gloves are packaged with a cuff of about 5 cm (2 in.) and 
with the palms facing upward when the package is opened. The pack-
age usually indicates the size of the glove (e.g., size 6 or 7 1/2 or small, 
medium, large).

❶ Picking up the first sterile glove.

PURPOSES
• To enable the nurse to handle or touch sterile objects freely with-

out contaminating them
• To prevent transmission of potentially infective organisms from 

the nurse’s hands to clients at high risk for infection

Applying and Removing Sterile Gloves (Open Method)

S
K

IL
L
 3

1
–4

 

ASSESSMENT
Review the client’s record and orders to determine exactly what procedure will be performed that requires sterile gloves. Check the client record 
and ask about latex allergies. Use nonlatex gloves whenever possible.

INTERPROFESSIONAL PRACTICE

Sterile gloves are used many health care providers. All providers 
should be comfortable pointing out to each other when any break in 
sterile technique is detected.

Equipment
• Packages of sterile gloves

PLANNING
Think through the procedure, planning which steps need to be com-
pleted before the gloves can be applied. Determine what additional 
supplies are needed to perform the procedure for this client. Always 
have an extra pair of sterile gloves available.

DELEGATION

Sterile procedures are not delegated to UAP.

edge (on the palmar side) with the thumb and frst fnger of 
the nondominant hand. Touch only the inside of the cuff. 
❶ Rationale: The hands are not sterile. By touching only 
the inside of the glove, the nurse avoids contaminating the 
outside.

or
• If the gloves are packaged one on top of the other, grasp 

the cuff of the top glove as above, using the opposite hand.
• Insert the dominant hand into the glove and pull the glove 

on. Keep the thumb of the inserted hand against the palm of 
the hand during insertion. ❷ Rationale: If the thumb is kept 

IMPLEMENTATION
Preparation
Ensure the sterility of the package of gloves.

Performance
1. Prior to performing the procedure, introduce self and verify the 

client’s identity using agency protocol. Explain to the client what 
you are going to do, why it is necessary.

2. Perform hand hygiene and observe other appropriate infection 
prevention procedures (see Skills 31–1, 31–2, and 31–3).

3. Provide for client privacy.
4. Open the package of sterile gloves.

• Place the package of gloves on a clean, dry surface. 
Rationale: Any moisture on the surface could contaminate 
the gloves.

• Some gloves are packed in an inner as well as an outer 
package. Open the outer package without contaminating 
the gloves or the inner package. See Skill 31–3.

• Remove the inner package from the outer package.
• Open the inner package as in step 4 of Skill 31–3 or accord-

ing to the manufacturer’s directions. Some manufacturers 
provide a numbered sequence for opening the faps and 
folded tabs to grasp for opening the faps. If no tabs are 
provided, pluck the fap so that the fngers do not touch the 
inner surfaces. Rationale: The inner surfaces, which are 
next to the sterile gloves, will remain sterile.

5. Put the first glove on the dominant hand.
• If the gloves are packaged so that they lie side by side, 

grasp the glove for the dominant hand by its folded cuff 
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agency’s policies about the type of pen and ink used for recording. In 
regards to  EHRs, changes are made in accordance with the software 
guidelines. It is important for the nurse to understand the policies and 
procedures of the health care institution regarding documentation.  

   Date and Time  
 Document the date and time of each recording. This is essential 
not only for legal reasons but also for client safety. Record the time 
in the conventional manner (e.g., 9:00  am  or 3:15  pm ) or according 
to the 24-hour clock (military clock), which avoids confusion about 
whether a time was  am  or  pm  (  Figure   15–9     ■  ).   

   Timing  
 Follow the agency’s policy about the frequency of documenting, and 
adjust the frequency as a client’s condition indicates; for example, 
a client whose blood pressure is changing requires more frequent 
documentation than a client whose blood pressure is constant. As 
a rule, documenting should be done as soon as possible after an 
 assessment or intervention. No recording should be done  before  
providing nursing care.  

   Legibility  
 All entries must be legible and easy to read to prevent interpreta-
tion errors. Hand printing or easily understood handwriting is 
usually permissible. Follow the agency’s policies about handwritten 
recording.  

   Permanence  
 All entries on the client’s record are made in dark ink so that the re-
cord is permanent and changes can be identified. Dark ink repro-
duces well on microfilm and in duplication processes. Follow the 

   PRACTICE GUIDELINES  

 Long-Term Care Documentation   

•    Complete the assessment and screening forms (MDS) and plan 
of care within the time period specified by regulatory bodies.  

•   Keep a record of any visits and of phone calls from family, 
friends, and others regarding the client.  

•   Write nursing summaries and progress notes that comply with 
the frequency and standards required by regulatory bodies.  

•   Review and revise the plan of care every 3 months or whenever 
the client’s health status changes.  

•   Document and report any change in the client’s condition to the 
primary care provider and the client’s family within 24 hours.  

•   Document all measures implemented in response to a change 
in the client’s condition.  

•   Make sure that progress notes address the client’s progress in 
relation to the goals or outcomes defined in the plan of care.   

       Figure   15–9   ■      The 24-hour clock.   
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   PRACTICE GUIDELINES  

 Home Health Care Documentation   

•    Complete a comprehensive nursing assessment and develop 
a plan of care to meet Medicare and other third-party payer 
requirements. Some agencies use the certification and plan of 
treatment form as the client’s official plan of care.  

•   Write a progress note at each client visit, noting any changes in 
the client’s condition, nursing interventions performed (including 
education and instructional brochures and materials provided to 
the client and home caregiver), client responses to nursing care, 
and vital signs as indicated.  

•   Provide a monthly progress nursing summary to the attending 
primary care provider and to the reimburser to confirm the need 
to continue services.  

•   Keep a copy of the care plan in the client’s home and update it 
as the client’s condition changes.  

•   Report changes in the plan of care to the primary care  provider 
and document that these were reported. Medicare and 
 Medicaid will reimburse only for the skilled services provided 
that are reported to the primary care provider.  

•   Encourage the client or home caregiver to record data when 
appropriate.  

•   Write a discharge summary for the primary care provider 
to  approve the discharge and to notify the reimbursers that 
 services have been discontinued. Include all services provided, 
the client’s health status at discharge, outcomes achieved, and 
recommendations for further care.   
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with severe hypothermia, a hyperthermia blanket (an electronically 
controlled blanket that provides a specified temperature) is applied, 
and warm intravenous fluids are given. Wet clothing, which increases 
heat loss because of the high conductivity of water, should be replaced 
with dry clothing. See   Box   29–3   for nursing interventions for clients 
who have hypothermia.    

   Assessing Body Temperature  
 The most common sites for measuring body temperature are oral, 
rectal, axillary, tympanic membrane, and skin/temporal artery. Each 
of the sites has advantages and disadvantages (  Table   29–1  ).  

 The body temperature may be measured  orally . If a client has 
been taking cold or hot food or fluids or smoking, the nurse should 
wait 30 minutes before taking the temperature orally to ensure that 
the temperature of the mouth is not affected by the temperature of 
the food, fluid, or warm smoke. 

  Rectal  temperature readings are considered to be very accurate. 
Rectal temperatures are contraindicated for clients who are undergo-
ing rectal surgery, have diarrhea or diseases of the rectum, are immuno-
suppressed, have a clotting disorder, or have significant hemorrhoids. 

 The  axilla  is often the preferred site for measuring temperature 
in newborns because it is accessible and safe. Axillary temperatures 
are lower than rectal temperatures. Some clinicians recommend re-
checking an elevated axillary temperature with one taken from an-
other site to confirm the degree of elevation. Nurses should check 
agency protocol when taking the temperature of newborns, infants, 
toddlers, and children. Adult clients for whom the axillary method of 
temperature assessment is appropriate include those for whom other 
temperature sites are contraindicated. 

   Nursing Interventions for Clients 
with Fever      BOX   29–2  

•    Monitor vital signs.  
•   Assess skin color and temperature.  
•   Monitor white blood cell count, hematocrit value, and other 

pertinent laboratory reports for indications of infection or 
dehydration.  

•   Remove excess blankets when the client feels warm, but 
 provide extra warmth when the client feels chilled.  

•   Provide adequate nutrition and fluids (e.g., 2,500–3,000 mL/
day) to meet the increased metabolic demands and prevent 
dehydration.  

•   Measure intake and output.  
•   Reduce physical activity to limit heat production, especially 

during the flush stage.  
•   Administer antipyretics (drugs that reduce the level of fever) as 

ordered.  
•   Provide oral hygiene to keep the mucous membranes moist.  
•   Provide a tepid sponge bath to increase heat loss through 

conduction.  
•   Provide dry clothing and bed linens.   

   CLINICAL MANIFESTATIONS  

 Hypothermia   
•    Decreased body temperature, pulse, and respirations  
•   Severe shivering (initially)  
•   Feelings of cold and chills  
•   Pale, cool, waxy skin  
•   Frostbite (discolored, blistered nose, fingers, toes)  
•   Hypotension  
•   Decreased urinary output  
•   Lack of muscle coordination  
•   Disorientation  
•   Drowsiness progressing to coma   

   Nursing Interventions for Clients 
with Hypothermia      BOX   29–3  

•    Provide a warm environment.  
•   Provide dry clothing.  
•   Apply warm blankets.  
•   Keep limbs close to body.  
•   Cover the client’s scalp with a cap or turban.  
•   Supply warm oral or intravenous fluids.  
•   Apply warming pads.   

this results in frostbite. Frostbite most commonly occurs in hands, 
feet, nose, and ears. 

 Managing hypothermia involves removing the client from the 
cold and rewarming the client’s body. For the client with mild hypo-
thermia, the body is rewarmed by applying blankets; for the client 

Site Advantages Disadvantages

Oral Accessible and convenient Thermometers can break if bitten.  
Inaccurate if client has just ingested hot or cold food or fluid or smoked.
  Could injure the mouth following oral surgery.

Rectal Reliable measurement Inconvenient and more unpleasant for clients; difficult for client who cannot turn 
to the side.
  Could injure the rectum.
  Presence of stool may interfere with thermometer placement.

Axillary Safe and noninvasive The thermometer may need to be left in place a long time to obtain an  accurate 
measurement.

Tympanic membrane Readily accessible; reflects the 
core temperature; very fast

Can be uncomfortable and involves risk of injuring the membrane if the 
probe is inserted too far.
  Repeated measurements may vary. Right and left measurements can differ.
  Presence of cerumen can affect the reading.

Temporal artery Safe and noninvasive; very fast Requires electronic equipment that may be expensive or unavailable.  Variation 
in technique needed if the client has perspiration on the forehead.

    TABLE   29–1         Advantages and Disadvantages of Sites Used for Body Temperature Measurements   
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   DRUG CAPSULE 

   CLIENT WITH CARDIAC MEDICATIONS 
THAT AFFECT HEART RATE  
 Cardiac glycosides increase cardiac contractility, which increases car-
diac output. As a result, perfusion to the kidneys is increased, which 
increases the production of urine. Cardiac glycosides also decrease 
heart rate by prolonging cardiac conduction, especially at the AV node. 

 Digoxin is commonly used for the clinical management of heart 
failure, atrial fibrillation, atrial flutter, and paroxysmal atrial tachycardia.  

   NURSING RESPONSIBILITIES  
•    Take the apical pulse for 1 minute before administering the 

dose. If the apical pulse is < 60 beats/min or another specific 
parameter set by the health care provider, do not administer 
the dose and retake the pulse in 1 hour. If pulse remains < 60, 
call the prescriber.  Note:  If the initial resting pulse is significantly 
< 60 or the client has symptoms of bradycardia such as dizzi-
ness, notify the primary care provider without waiting to retake.  

•   Monitor electrolyte levels: Low potassium and low magnesium 
and high levels of calcium place the client at risk for digitalis 
toxicity. Check the client’s most recent electrolyte laboratory 
work for safe levels before administering the dose.  

•   Avoid giving with meals because this will delay absorption.  
•   Monitor for therapeutic drug levels: 0.5–2 ng/mL. Digoxin has a 

narrow therapeutic index, which means that there is not much 
difference between a therapeutic effect and a toxic effect.  

•   Assess for signs of digoxin toxicity: anorexia, nausea,  vomiting, 
diarrhea, blurred or “yellow” vision, unusual tiredness and 
weakness.    

   CLIENT AND FAMILY TEACHING  
•    Explain the reason for taking digoxin and the importance of 

medical checkups that may include laboratory work to evaluate 
the effects and dosage of the drug.  

•   Teach the client and/or family how to check the radial or carotid 
pulse for a full minute. Inform them to take the pulse at the 
same time each day and to write it on the calendar. Provide 
pulse parameters and tell them when it is appropriate to call the 
health care provider.  

•   Caution the client not to stop taking the digoxin without 
 approval of the health care provider.  

•   Caution the client to avoid over-the-counter drugs, except on 
the advice of the health care provider, because many can inter-
act with digoxin.  

•   Explain the signs and symptoms of digoxin toxicity and the 
 importance of calling the health care provider.   

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

 Cardiac Glycoside or Digitalis Glycoside     Digoxin (Lanoxin) 

   RESPIRATIONS  
Respiration  is the act of breathing.  Inhalation  or  inspiration
 refers to the intake of air into the lungs.  Exhalation  or  expiration
refers to breathing out or the movement of gases from the lungs to the 
atmosphere.  Ventilation  is also used to refer to the movement of air 
in and out of the lungs. 

 There are basically two types of breathing:  costal (thoracic) 
breathing  and  diaphragmatic (abdominal) breathing . Costal 
breathing involves the external intercostal muscles and other ac-
cessory muscles, such as the sternocleidomastoid muscles. It can be 
observed by the movement of the chest upward and outward. By 
contrast, diaphragmatic breathing involves the contraction and re-
laxation of the diaphragm, and it is observed by the movement of the 
abdomen, which occurs as a result of the diaphragm’s contraction and 
downward movement. 

   Mechanics and Regulation of Breathing  
 During inhalation, the following processes normally occur 
 (  Figure   29–16     ■  ): The diaphragm contracts (flattens), the ribs move 
upward and outward, and the sternum moves outward, thus enlarg-
ing the thorax and permitting the lungs to expand. During exhalation 
(  Figure   29–17     ■  ), the diaphragm relaxes, the ribs move downward 
and inward, and the sternum moves inward, thus decreasing the size 
of the thorax as the lungs are compressed. Normal breathing is auto-
matic and effortless. A normal adult inspiration lasts 1 to 1.5 seconds, 
and an expiration lasts 2 to 3 seconds.     

 Respiration is controlled by (a) respiratory centers in the me-
dulla oblongata and the pons of the brain and (b) chemoreceptors 
located centrally in the medulla and peripherally in the carotid and 
aortic bodies. These centers and receptors respond to changes in the 
concentrations of oxygen (O 2 ), carbon dioxide (CO 2 ), and hydrogen 
(H + ) in the arterial blood.  See   Chapter   50      for details.   

Sternum moves
outward

Diaphragm
contracts

Diaphragm
contracts

Ribs move
upward and 
outward       

Figure   29–16   ■      Respiratory inhalation:  top:  lateral view;  
bottom:  anterior view.   
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   STANDARDS OF LIVING  
 An individual’s standard of living (reflecting occupation, income, and 
education) is related to health, morbidity, and mortality. Hygiene, 
food habits, and the ability to seek health care advice and follow 
health regimens vary among high-income and low-income groups. 

 Low-income families must prioritize use of their finances, often 
choosing food and housing over health care. They may have difficulty 
obtaining time off from work and transportation to health care fa-
cilities. Because their present problems are so great and all efforts are 
exerted toward survival, they may lack an orientation toward actions 
that help prevent illness. 

 The environmental conditions of impoverished areas have a 
bearing on overall health. Slum neighborhoods are overcrowded 
and in a state of deterioration. Sanitation services tend to be inad-
equate, streets strewn with garbage, and pests are common. Fires and 
violence may be frequent. Recreational facilities are limited, forcing 
children to play in streets and alleys. 

 Occupational roles also predispose people to certain illnesses. 
For instance, some industrial workers may be exposed to carcino-
genic agents. High-pressure social or occupational roles predispose 
to stress-related diseases. Such roles may also encourage overeating 
or social use of drugs or excessive alcohol.  

   FAMILY AND CULTURAL BELIEFS  
 The family passes on patterns of daily living and lifestyles to offspring. 
For example, a man who was abused as a child may physically abuse 
his own children. Physical or emotional abuse may cause long-term 
health problems. Emotional health depends on a social environment 
that is free of excessive tension and does not isolate the person from 
others. A climate of open communication, sharing, and love fosters 
the fulfillment of the person’s optimum potential. 

 Culture and social interactions also influence how a person per-
ceives, experiences, and copes with health and illness. Each culture 
has ideas about health, and these are often transmitted from parents 
to children. People of certain cultures may perceive home remedies 
or tribal health customs as superior to and more dependable than 
the health care practices of North American society. For example, a 
person of Asian origin may prefer to use herbal remedies and acu-
puncture to treat pain rather than analgesic medications. Cultural 
rules, values, and beliefs give people a sense of being stable and able 
to predict outcomes. The challenging of old beliefs and values by 
 second-generation cultural groups may give rise to conflict, instabil-
ity, and insecurity, in turn contributing to illness.  Heritage and cul-
tural influences on health are discussed in detail in   Chapter   18     .   

   SOCIAL SUPPORT NETWORKS  
 Having a support network (family, friends, or a confidant) and job 
satisfaction helps people avoid illness. Support persons also help the 
individual confirm that illness exists. People with inadequate support 
networks sometimes allow themselves to become increasingly ill be-
fore confirming the illness and seeking therapy. Support people also 
provide the motivation for an ill person to become well again.    

   HEALTH BELIEF MODELS  
 Several theories or models of health beliefs and behaviors have been 
developed to help determine whether an individual is likely to par-
ticipate in disease prevention and health promotion activities. These 
models can be useful tools in developing programs for helping people 

  Spiritual and religious beliefs  can significantly affect health be-
havior. For example, Jehovah’s Witnesses oppose blood transfusions; 
some fundamentalists believe that a serious illness is a punishment 
from God; some religious groups are strict vegetarians; and religious 
Jews perform circumcision on the eighth day of a male baby’s life. 
 The influence of spirituality and religion is discussed further in 
  Chapter   41     .  

    SELF-CARE ALERT     

 Knowledge of health behaviors does not always translate into action. 
The nurse should be self-reflective and consider both the personal 
and professional advantages of examining and minimizing one’s own 
barriers to ways of becoming a positive role model.    

   External Variables  
 External variables affecting health include the physical environment, 
standards of living, family and cultural beliefs, and social support 
networks. 

   ENVIRONMENT  
 People are becoming increasingly aware of their environment and 
how it affects their health and level of wellness. Geographic loca-
tion determines climate, and climate affects health. For instance, 
malaria and malaria-related conditions occur more frequently in 
tropical rather than temperate climates. Pollution of the water, air, 
and soil affects the health of cells. Pollution can occur naturally (e.g., 
lightning-caused fires produce smoke, which pollutes the air). Some 
man-made substances in the environment, such as asbestos, are con-
sidered carcinogenic (i.e., they cause cancer). Tobacco is “hazardous 
to one’s health,” with rates of cancer higher among both smokers 
themselves, and those who live or work near people who smoke in 
their environment. 

 An environmental hazard is radiation. The improper or exces-
sive use of medical x-rays, for example, can harm many of the body’s 
organs. Another common source of radiation is the sun’s ultraviolet 
rays. Light-skinned people are more susceptible to the harmful ef-
fects of the sun than are dark-skinned people. Ozone molecules in the 
atmosphere absorb most of the harmful sun radiation but the manu-
facture of certain products releases chemicals that damage the ozone 
layer, increasing the amount of harmful rays that reach the earth’s sur-
face. International legislation limiting the production of these chemi-
cals can lessen damage to the ozone layer. 

 The main component of acid rain is sulfur dioxide, produced by 
ore smelters and related industries. The other components are nitro-
gen oxides. These emissions, brought down by the air when it rains, 
are thought to damage forests, lakes, and rivers. 

 An environmental hazard that is receiving more attention is an 
increase in the “greenhouse effect.” The glass roof of a greenhouse 
permits the sun’s radiation to penetrate, but the resulting heat does 
not escape back through the glass. Carbon dioxide in the earth’s at-
mosphere acts like the glass roof of a greenhouse, and as carbon di-
oxide levels increase due to industrial and automobile emissions, the 
surface temperature of the earth may also be increasing. 

 Other sources of environmental contamination are pesticides 
and chemicals used to control weeds and plant diseases. These con-
taminants can be found in some animals and plants that are subse-
quently ingested by people. In excessive levels, they are harmful to 
health.  

SELF-CARE ALERTS focus on actions 
nurses can perform to take care of 
themselves and serve as effective role 
models for clients and colleagues.

 

CLINICAL MANIFESTATIONS boxes 
are a quick resource to learn 
key signs and symptoms of 
illness. 

PRACTICE GUIDELINES provide 
instant-access summaries of 
clinical do’s and don’ts.
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Do Not Use Potential Problem Use Instead

U, u (unit) Mistaken for “0” (zero), the number “4” 
(four), or cc

Write “unit”

IU (for International Unit) Mistaken for IV (intravenous) or the number 
10 (ten)

Write “International Unit”

Q.D. QD, q.d., qd (daily)  
Q.O.D., QOD, q.o.d., qod (every other day)

Mistaken for each other  
Period after the Q mistaken for “I” and 
“O” mistaken for “I”

Write “daily” and “every other day”

Trailing zero (X.0 mg)**  
Lack of leading zero (.X mg)

Decimal point is missed. Write X mg  
Write 0.Xmg

MS  
MSO 4  and MGSO 4 

Can mean morphine sulfate or magnesium 
sulfate.  
Confused for one another

Write “morphine sulfate” or “magnesium 
sulfate”

  *Applies to all orders and all medication-related documentation that is handwritten (including free-text computer entry) or on preprinted forms.  

  **A “trailing zero” may be used only where required to demonstrate the level of precision of the value being reported, such as for laboratory results, imaging studies that report the size of lesions, 
or catheter/tube sizes. It may not be used in medication orders or other medication-related documentation.  

    From  Facts About the Official “Do Not Use” List , by  The Joint Commission, 2010 . Retrieved from  http://www.jointcommission.org/assets/1/18/Do_Not_Use_List.pdf . © The Joint Commission, 
2010.  Reprinted with permission.  

    TABLE   15–5          Official “Do Not Use” List*   

 In 2004, The Joint Commission developed National Patient 
Safety Goals (NPSGs) to reduce communication errors. These 
goals are required to be implemented by all organizations accred-
ited by the commission. As a result, the accredited organizations 
must develop a do-not-use list of abbreviations, acronyms, and 
symbols. This list must include those banned by The Joint Com-
mission (  Table   15–5  ).   

   Correct Spelling  
 Correct spelling is essential for accuracy in recording. If unsure how 
to spell a word, look it up in a dictionary or other resource book. Two 
decidedly different medications may have similar spellings; for ex-
ample, Fosamax and Flomax. 

    CLINICAL ALERT!   

 Incorrect spelling gives a negative impression to the reader and, 
thereby, decreases the nurse’s credibility.   

   Signature  
 Each recording on the nursing notes is signed by the nurse making 
it. The signature includes the name and title; for example, “Susan J. 
Green, RN” or “SJ Green, RN.” Some agencies have a signature sheet 
and after signing this signature sheet, nurses can use their initials. 
With computerized charting, each nurse has his or her own code, 
which allows the documentation to be identified. 

 The following title abbreviations are often used, but nurses need 
to follow agency policy about how to sign their names:   

RN registered nurse

LVN licensed vocational nurse

LPN licensed practical nurse

NA nursing assistant

NS nursing student

PCA patient care associate

SN student nurse

   Accuracy  
 The client’s name and identifying information should be stamped or 
written on each page of the clinical record. Before making an entry, 
check that the chart is the correct one. Do not identify charts by room 
number only; check the client’s name. Special care is needed when 
caring for clients with the same last name. 

 Notations on records must be accurate and correct. Accurate nota-
tions consist of facts or observations rather than opinions or interpreta-
tions. It is more accurate, for example, to write that the client “refused 
medication” (fact) than to write that the client “was uncooperative” 
(opinion); to write that a client “was crying” (observation) is preferable 
to noting that the client “was depressed” (interpretation). Similarly, when 
a client expresses worry about the diagnosis or problem, this should be 
quoted directly on the record: “Stated: ‘I’m worried about my leg.’” When 
describing something, avoid general words, such as  large ,  good , or  nor-
mal , which can be interpreted differently. For example, chart specific 
data such as “2 cm × 3 cm bruise” rather than “large bruise.” 

 When a recording mistake is made, draw a single line through it to 
identify it as erroneous with your initials or name above or near the line 
(depending on agency policy). Do not erase, blot out, or use correction 
fluid. The original entry must remain visible. When using computerized 
charting, the nurse needs to be aware of the agency’s policy and process for 
correcting documentation mistakes. See    Figure   15–10     ■   for an example.  

 Write on every line but never between lines. If a blank appears in 
a notation, draw a line through the blank space so that no additional 
information can be recorded at any other time or by any other per-
son, and sign the notation. 

    CLINICAL ALERT!   

 Avoid writing the word  error  when a recording mistake has been made. 
Some believe that the word  error  is a “red flag” for juries and can lead 
to the assumption that a clinical error has caused a client injury.   

   Sequence  
 Document events in the order in which they occur; for example, re-
cord assessments, then the nursing interventions, and then the client’s 
responses. Update or delete problems as needed.  

DRUG CAPSULE boxes 
provide a brief overview of 
drug information, nursing 
responsibilities, and client 
teaching to help you 
understand implications of
pharmacotherapy in different 
situations.

CLINICAL ALERTS highlight special 
information useful for clinical 
settings.

CRITICAL THINKING CHECKPOINTS provide a 
brief case study followed by questions 
that encourage you to analyze, compare, 
contemplate, interpret, and evaluate 
information.
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   Developmental Assessment Guidelines  

 The Middle-Aged Adult   

 In these three developmental areas, does the middle-aged adult do 
the following? 

   PHYSICAL DEVELOPMENT  
•    Exhibit weight within normal range for age and sex.  
•   Manifest vital signs (e.g., blood pressure) within normal range for 

age and sex.  
•   Manifest visual and hearing abilities within normal range.  
•   Exhibit appropriate knowledge and attitudes about sexuality (e.g., 

about menopause).  
•   Verbalize any changes in eating, elimination, or exercise.    

   PSYCHOSOCIAL DEVELOPMENT  
•    Accept aging body.  
•   Feel comfortable and respect self.  

•   Enjoy new freedom to be independent.  
•   Accept changes in family roles (e.g., having teenage children and 

aging parents).  
•   Interact effectively and share companionable activities with life 

partner.  
•   Expand and renew previous interests.  
•   Pursue charitable and altruistic activities.  
•   Have a meaningful philosophy of life.    

   DEVELOPMENT IN ACTIVITIES OF DAILY LIVING  
•    Follow preventive health practice.    

   BOX   22–4      Health Promotion Guidelines for Middle-Aged Adults   

   HEALTH TESTS AND SCREENING  
•    Annual physical examination  
•   Immunizations as recommended, such as a tetanus booster 

every 10 years, and current recommendations for influenza 
vaccine  

•   Regular dental assessments (e.g., every 6 months)  
•   Tonometry for signs of glaucoma and other eye diseases every 

2 to 3 years or annually if indicated  
•   Breast examination annually by primary care provider  
•   Testicular examination annually by primary care provider  
•   Screenings for cardiovascular disease (e.g., blood pressure 

measurement; electrocardiogram and cholesterol test as 
 directed by the primary care provider)  

•   Screenings for colorectal, breast, cervical, uterine, and prostate 
cancer  (see cancer screening guidelines in   Chapter   30       )   

•   Screening for tuberculosis every 2 years  
•   Smoking: history and counseling, if needed    

   SAFETY  
•    Motor vehicle safety reinforcement, especially when driving at night  
•   Workplace safety measures  
•   Home safety measures: keeping hallways and stairways lighted 

and uncluttered, using smoke detectors, using nonskid mats 
and handrails in the bathrooms    

   NUTRITION AND EXERCISE  
•    Importance of adequate protein, calcium, and vitamin D in diet  
•   Nutritional and exercise factors that may lead to cardiovascular 

disease (e.g., obesity, cholesterol and fat intake, lack of vigorous 
exercise)  

•   An exercise program that emphasizes skill and coordination    

   SOCIAL INTERACTIONS  
•    The possibility of a midlife crisis: encourage discussion of 

 feelings, concerns, and fears  
•   Providing time to expand and review previous interests  
•   Retirement planning (financial and possible diversional 

 activities), with partner if appropriate    

   Critical Thinking Checkpoint   

 Mark Jones, a 22-year-old construction worker, comes into the health 
center for a “physical.” He states that the last time he saw a health 
care provider was during high school, and he is only here today be-
cause his employer required that he be examined prior to returning 
to work. Mr. Jones has been off the job for 2 weeks following an ac-
cident in which he fell off a ladder, sustaining multiple contusions and 
a concussion. He mentions that he and “his buddies” have enjoyed 
his 2 weeks off from work, and have used the time to “drink beer and 
chase women.” 

1.     What questions would you ask Mr. Jones about his usual health 
promotion activities?   

2.    How would you ask Mr. Jones about his risk for sexually 
 transmitted infections?   

3.    What health conditions are young adults at risk for, and how 
would you explain these to Mr. Jones?   

4.    What health screening activities would you suggest to 
Mr. Jones? How would you explain the rationale to him?   

5.    How would you assess Mr. Jones’s psychosocial development?    
  See Critical Thinking Possibilities on student resource website.  
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8.    After falling off playground equipment, a 5-year-old is brought 
to the emergency department with a broken arm. The parents 
ask for ways to keep her occupied while wearing the cast. 
Which is the best response by the nurse?  
1.    “You will need to talk to the primary care provider about 

this.”  
2.   “Let her watch television or do puzzles and other quiet 

games.”  
3.   “Activities that do not involve the use of the arm or risk 

damage to the cast are okay.”  
4.   “She can ride a bike, jump rope, or play with friends if you 

watch her closely.”    
9.    According to Piaget’s theory of cognitive development, the 

movement from intuitive reasoning to logical reasoning in 
school-age children is called the concrete operations phase. 
Which is an example of this phase?  
1.    A science-fair project comparing how fast different objects 

fall from a set height  
2.   Feeling responsible for wishing that a sibling would go 

away, and now that sibling is ill and hospitalized  
3.   Understanding how geometric figures might fit into a 

 futuristic and idealistic world  
4.   Learning to ride a bike    

10.    Parents ask the nurse how they will know that their daughter 
has reached puberty. Which is the best response by the nurse?  
1.    “The first noticeable sign of puberty in females is 

 appearance of the breast bud.”  
2.   “The growth spurt usually begins between ages 10 and 14.”  
3.   “The apocrine glands, found over most of the body, begin 

to produce sweat.”  
4.   “The adolescent will display significant mood swings.”     

  See Answers to Test Your Knowledge in Appendix A.   

5.    Females experience an increase in weight and fat deposition 
during puberty. Which nursing action is most appropriate to this 
age group?  
1.    Give reassurance that these changes are normal.  
2.   Suggest dietary measures to control weight gain.  
3.   Recommend increased exercise to control weight gain.  
4.   Encourage low-fat diet to prevent fat deposition.    

6.    A night shift nurse notices that a postpartum (after delivery of a 
baby) client is crying and rubbing her baby’s head. The mother 
states, “Look how lopsided my little Sam’s head is. It is all 
my fault. My mom told me that I should have laid down more 
 instead of sitting. Now, Sam’s head is all smashed and funny 
looking.” Which is the best response by the nurse?  
1.    “Do you mean to tell me that your mother told you that? 

Are you serious?”  
2.   “The head is soft and changed shape as it moved through 

the birth canal.”  
3.   “I will provide you with materials to read that will clear that up 

for you.”  
4.   “There is no need to cry. His head will return to normal in a 

few days.”    
7.    During a physical examination a 24-month-old child clings to 

the parent and cries every time the nurse attempts to touch her. 
From knowledge of psychosocial development, the nurse makes 
which conclusion about the child?  
1.    The child is displaying normal toddler development.  
2.   The child needs further psychological evaluation.  
3.   The child is manipulative and should be taken from the 

 parent to be examined.  
4.   The child is showing signs of regression.    
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•    Prenatal or intrauterine development lasts approximately 9 calen-
dar months.  

•   The embryonic phase is the 8-week period during which the fertil-
ized ovum develops into an organism with most of the features of 
the human.  

•   The infant’s weight, length, head and chest circumferences, fonta-
nel size and status, vision, hearing, smell and taste, touch, reflexes, 
and motor development are important indicators of the newborn’s 
growth and health.  

•   Infants from birth to 12 months reveal marked growth in size and 
stature with appropriate nutrition and care: Birth weight doubles by 
about 5 months and triples by 12 months.  

•   Rapid weight gain in the first 5 to 6 months of life appears to be 
related to overweight and obesity in childhood and as an adult.  

•   During infancy, motor development is notable: At 1 month infants 
can lift their heads momentarily when prone; at 6 months they can 
sit unsupported; and at 12 months they can walk with help.  

•   Fulfillment of the infant’s physiological and psychological needs is 
required to develop a basic sense of trust. Parents can enhance 
this sense of trust by being sensitive to the infant’s needs and 
meeting those needs skillfully, promptly, and consistently, and pro-
viding a predictable environment in which routines are established.  

•   For the infant, cognitive development is a result of interaction be-
tween an individual and the environment. The infant needs a variety 
of sensory and motor stimuli.  

•   The toddler group, ages 12 months to 3 years, is, according to 
Erikson, developing a sense of autonomy. Voluntary control in-
creases and these children learn to walk and speak. They also 
learn to control their bladders and bowels, and they acquire all 
kinds of information about their environment.  

•   During the preschool years, ages 4 to 5, physical growth slows, 
but control of the body and coordination increase greatly. The 

preschooler’s world gets larger as they meet relatives, friends, and 
neighbors. They are engaged in Erikson’s task of initiative versus guilt.  

•   The school-age period starts when children are about 6 years of 
age. In general, this period from 6 to 12 years is one of significant 
change. Skills learned during this stage are particularly important in 
relation to work later in life and willingness to try new tasks.  

•   During psychosocial development, school-age children face 
 Erikson’s conflict of industry versus inferiority.  

•   School-age children change from being egocentric to having co-
operative interactions, and begin to understand cause-and-effect 
relationships. According to Piaget, they are in the concrete opera-
tions phase of cognitive development.  

•   Most school-age children progress to the conventional level of 
moral development and to the mythic-literal stage of spiritual 
development.  

•   Rapid growth in height, development of secondary sexual charac-
teristics, sexual maturity, and increasing independence from the 
family are major landmarks of adolescence.  

•   Peer groups assume great importance during adolescence; they 
provide a sense of belonging, pride, social learning, and sexual roles.  

•   Adolescents between the ages of 11 and 15 begin the formal 
 operations stage of cognitive development; they are able to think 
logically, rationally, and futuristically and can conceptualize things 
as they could be rather than as they are.  

•   The adolescent is at Kohlberg’s conventional level of moral devel-
opment, and some proceed to the postconventional or principled 
level.  

•   Adolescents are at Fowler’s synthetic-conventional stage of spiri-
tual development.  

•   The four leading causes of adolescent death are motor vehicle 
crashes, other unintentional injuries, homicide, and suicide.    

     CHAPTER HIGHLIGHTS   

Chapter 21 Review

1.     The parent of an 8-month-old girl who has been admitted to 
the hospital with pneumonia is worried about the infant having 
sudden infant death syndrome (SIDS). The parent stated that 
“My sister’s baby died at the age of 2 months and all he had was 
a little cold.” Which is the nurse’s best response?  
1.    “You don’t need to worry. Your daughter is too old for SIDS.”  
2.   “Girls are less likely to have SIDS than boys are.”  
3.   “We don’t know what causes SIDS, so I would try not to 

worry about it.”  
4.   “You must be very anxious; let’s talk about SIDS and what 

you are thinking.”    
2.    Four-year-old Angie, whose grandmother recently died, tells 

the nurse, “My grandma has wings just like angels. She flew to 
heaven yesterday and tomorrow she’ll be back.” Which is the 
nurse’s best response?  
1.    “She’s not coming back, honey.”  
2.   “It is normal for a little one to make believe.”  
3.   “You must miss your grandma a lot.”  
4.   “When people get old they die.”    

3.    Because near-drowning is one of the leading causes of vegeta-
tive state in young children, which is the best instruction for the 
nurse to teach parents?  
1.    Supervise children at all times when near any source of 

water.  
2.   Enroll children in swimming classes at an early age to ensure 

water safety.  
3.   Make bathroom doors and toilets easily accessible and 

 appropriate for a toddler’s size.  
4.   Allow unsupervised play only in “kiddy pools” designated for 

young children.    
4.    Which statement most accurately describes physical 

 development during the school-age years?  
1.    Child’s weight almost triples.  
2.   Child acquires stereognosis.  
3.   Few physical changes occur during middle childhood.  
4.   Fat gradually increases, which contributes to the child’s 

heavier appearance.    

    TEST YOUR KNOWLEDGE   
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LEARNING OUTCOMES

After completing this chapter, you will be able to:
1. Discuss historical factors and nursing leaders, female and 

male, who influenced the development of nursing.
2. Discuss the evolution of nursing education and entry into 

 professional nursing practice.
3. Describe the different types of educational programs for 

nurses.
4. Explain the importance of continuing nursing education.
5. Describe how the definition of nursing has evolved since 

 Florence Nightingale.
6. Identify the four major areas of nursing practice.

INTRODUCTION
Nursing today is far different from nursing as it was practiced years 
ago, and it is expected to continue changing during the 21st century. 
To comprehend present-day nursing and at the same time prepare for 
the future, one must understand not only past events but also con-
temporary nursing practice and the sociologic and historical factors 
that affect it.

HISTORICAL PERSPECTIVES
Nursing has undergone dramatic change in response to societal 
needs and influences. A look at nursing’s beginnings reveals its con-
tinuing struggle for autonomy and professionalization. In recent de-
cades, a renewed interest in nursing history has produced a growing 
amount of related literature. This section highlights only selected 
aspects of events that have influenced nursing practice. Recurring 
themes of women’s roles and status, religious (Christian) values, war, 
societal attitudes, and visionary nursing leadership have influenced 
nursing practice in the past. Many of these factors still exert their 
 influence today.

Women’s Roles
Traditional female roles of wife, mother, daughter, and sister have 
 always included the care and nurturing of other family members. 
From the beginning of time, women have cared for infants and 
children; thus, nursing could be said to have its roots in “the home.” 
Additionally, women, who in general occupied a subservient and de-
pendent role, were called on to care for others in the community who 
were ill. Generally, the care provided was related to physical main-
tenance and comfort. Thus, the traditional nursing role has always 
entailed humanistic caring, nurturing, comforting, and supporting.

Religion
Religion has also played a significant role in the development of nurs-
ing. Although many of the world’s religions encourage benevolence, it 
was the Christian value of “love thy neighbor as thyself ” and Christ’s 
parable of the Good Samaritan that had a significant impact on the 
development of Western nursing. During the third and fourth centu-
ries, several wealthy matrons of the Roman Empire, such as Fabiola, 
converted to Christianity and used their wealth to provide houses of 
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7. Identify the purposes of nurse practice acts and standards of 
professional nursing practice.

8. Describe the roles of nurses.
9. Describe the expanded career roles of nurses and their functions.

10. Discuss the criteria of a profession and the professionaliza-
tion of nursing.

11. Discuss Benner’s levels of nursing proficiency.
12. Describe factors influencing contemporary nursing practice.
13. Explain the functions of national and international nurses’ 

associations.
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soldiers led to a public outcry in Great Britain. The role Florence Night-
ingale played in addressing this problem is well known. She was asked 
by Sir Sidney Herbert of the British War Department to recruit a con-
tingent of female nurses to provide care to the sick and injured in the 
Crimea. Nightingale and her nurses transformed the military hospitals 
by setting up sanitation practices, such as hand washing and washing 
clothing regularly. Nightingale is credited with performing miracles; 
the mortality rate in the Barrack Hospital in Turkey, for example, was 
reduced from 42% to 2% in 6 months (Donahue, 2011, p. 118).

During the American Civil War (1861–1865), several nurses 
emerged who were notable for their contributions to a country torn by 
internal strife. Harriet Tubman and Sojourner Truth (Figures 1–2  
and 1–3 •) provided care and safety to slaves fleeing to the North on the 
Underground Railroad. Mother Biekerdyke and Clara Barton searched 
the battlefields and gave care to injured and dying soldiers. Noted 

care and healing (the forerunner of hospitals) for the poor, the sick, 
and the homeless. Women were not, however, the sole providers of 
nursing services.

The Crusades saw the formation of several orders of knights, 
including the Knights of Saint John of Jerusalem (also known as 
the Knights Hospitalers), the Teutonic Knights, and the Knights of 
Saint Lazarus (Figure 1–1 •). These brothers in arms provided nurs-
ing care to their sick and injured comrades. These orders also built 
hospitals, the organization and management of which set a standard 
for the administration of hospitals throughout Europe at that time. 
The Knights of Saint Lazarus dedicated themselves to the care of 
people with leprosy, syphilis, and chronic skin conditions.

During medieval times, there were many religious orders of men 
in nursing. For example, the Alexian Brothers organized care for 
victims of the Black Plague in the 14th century in Germany. In the 
19th century, they followed the same traditions as women’s religious 
nursing orders and established hospitals and provided nursing care.

The deaconess groups, which had their origins in the Roman 
Empire of the third and fourth centuries, were suppressed during 
the Middle Ages by the Western churches. However, these groups of 
nursing providers resurfaced occasionally throughout the centuries, 
most notably in 1836 when Theodor Fliedner reinstituted the Order 
of Deaconesses and opened a small hospital and training school in 
Kaiserswerth, Germany. Florence Nightingale received her “training” 
in nursing at the Kaiserswerth School.

Early religious values, such as self-denial, spiritual calling, and de-
votion to duty and hard work, have dominated nursing throughout its 
history. Nurses’ commitment to these values often resulted in exploita-
tion and few monetary rewards. For some time, nurses themselves be-
lieved it was inappropriate to expect economic gain from their “calling.”

War
Throughout history, wars have accentuated the need for nurses. Dur-
ing the Crimean War (1854–1856), the inadequacy of care given to 

Figure 1–1 • The Knights of Saint Lazarus (established circa 1200) 
dedicated themselves to the care of people with leprosy, syphilis, and 
chronic skin conditions. From the time of Christ to the mid-13th century, 
leprosy was viewed as an incurable and terminal disease.
Battman/Corbis.

Figure 1–2 • Harriet Tubman (1820–1913) was known as “The 
 Moses of Her People” for her work with the Underground  Railroad. 
 During the Civil War she nursed the sick and suffering of her own race.
Universal Images Group/Getty Images.

Figure 1–3 • Sojourner Truth (1797–1883), abolitionist,  Underground 
Railroad agent, preacher, and women’s rights  advocate, was a nurse 
for more than 4 years during the Civil War and worked as a nurse and 
 counselor for the Freedmen’s Relief Association after the war.
National Portrait Gallery, Smithsonian Institution/Art Resources, NY.

M01B_BERM4362_10_SE_CH01.indd   3 02/12/14   10:44 AM



4     Unit 1  •  The Nature of Nursing

# 153613   Cust: Pearson   Au: Berman  Pg. No. 4 
Title: Kozier & Erb’s Fundamentals of Nursing  10e

C/M/Y/K 
Short / Normal

DESIGN SERVICES OF

S4CARLISLE
Publishing Services

authors Walt Whitman and Louisa May Alcott volunteered as nurses 
to give care to injured soldiers in military hospitals. Another female 
leader who provided nursing care during the Civil War was Dorothea 
Dix (Figure 1–4 •). She became the Union’s superintendent of female 
nurses responsible for recruiting nurses and supervising the nursing 
care of all women nurses working in the army hospitals.

The arrival of World War I resulted in American, British, and 
French women rushing to volunteer their nursing services. These 
nurses endured harsh environments and treated injuries not seen 
before. A monument entitled “The Spirit of Nursing” stands in 
 Arlington National Cemetery (Figure 1–5 •). It honors the nurses 
who served in the U.S. armed services in World War I, many of whom 
are buried in Section 21, which is also called the “Nurses Section” 
 (Arlington National Cemetery, n.d.). Progress in health care occurred 
during World War I, particularly in the field of surgery. For example, 
advancements were made in the use of anesthetic agents, infection 
control, blood typing, and prosthetics.

World War II casualties created an acute shortage of caregivers, 
and the Cadet Nurse Corps was established in response to a marked 
shortage of nurses (Figure 1–6 •). Also at that time, auxiliary health 
care workers became prominent. “Practical” nurses, aides, and tech-
nicians provided much of the actual nursing care under the instruc-
tion and supervision of better prepared nurses. Medical specialties 
also arose at that time to meet the needs of hospitalized clients.

During the Vietnam War, approximately 11,000 American 
military women stationed in Vietnam were nurses. Most of them 
volunteered to go to Vietnam right after they graduated from nurs-
ing school, making them the youngest group of medical personnel 
ever to serve in wartime (Vietnam Women’s Memorial Foundation, 
n.d.). Near the Vietnam Veterans Memorial (“The Wall”) stands the 
 Vietnam Women’s Memorial (Figure 1–7 •).

Societal Attitudes
Society’s attitudes about nurses and nursing have significantly influ-
enced professional nursing.

Figure 1–4 • Dorothea Dix (1802–1887) was the Union’s 
 superintendent of female nurses during the Civil War.
Bettman/Corbis.

Figure 1–5 • A, Section 21 in Arlington National Cemetery honors the 
nurses who served in the Armed Services in World War I. B, The “Spirit of 
Nursing” monument that stands in  Section 21. C, Monument plaque.
Photo by Sherrilyn Coffman, RN, PhD.
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Before the mid-1800s, nursing was without organization, educa-
tion, or social status; the prevailing attitude was that a woman’s place 
was in the home and that no respectable woman should have a ca-
reer. The role for the Victorian middle-class woman was that of wife 
and mother, and any education she obtained was for the purpose of 
making her a pleasant companion to her husband and a responsible 
mother to her children. Nurses in hospitals during this period were 
poorly educated; some were even incarcerated criminals. Society’s at-
titudes about nursing during this period are reflected in the writings 
of Charles Dickens. In his book Martin Chuzzlewit (1896),  Dickens 
reflected his attitude toward nurses through his character Sairy 
Gamp (Figure 1–8 •). She “cared” for the sick by neglecting them, 
stealing from them, and physically abusing them (Donahue, 2011, 
p. 112). This literary portrayal of nurses greatly influenced the nega-
tive image and attitude toward nurses up to contemporary times.

In contrast, the guardian angel or angel of mercy image arose in the 
latter part of the 19th century, largely because of the work of  Florence 
Nightingale during the Crimean War. After Nightingale brought re-
spectability to the nursing profession, nurses were viewed as noble, 
compassionate, moral, religious, dedicated, and self-sacrificing.

Another image arising in the early 19th century that has affected 
subsequent generations of nurses and the public and other profes-
sionals working with nurses is the image of doctor’s handmaiden. This 
image evolved when women had yet to obtain the right to vote, when 
family structures were largely paternalistic, and when the medical 
profession portrayed increasing use of scientific knowledge that, at 
that time, was viewed as a male domain. Since that time, several im-
ages of nursing have been portrayed. The heroine portrayal evolved 
from nurses’ acts of bravery in World War II and their contributions 
in fighting poliomyelitis—in particular, the work of the Australian 
nurse Elizabeth Kenney. Other images in the late 1900s include the 
nurse as sex object, surrogate mother, and tyrannical mother.

During the past few decades, the nursing profession has 
taken steps to improve the image of the nurse. In the early 1990s, 
the  Tri-Council for Nursing (the American Association of Col-
leges of Nursing, the American Nurses Association [ANA], the 
 American Organization of Nurse Executives, and the National 

Figure 1–7 • Vietnam Women’s Memorial. Four figures include a 
nurse tending to the chest wound of a soldier, another woman looking for 
a helicopter for assistance, and a third woman  (behind the other figures) 
kneeling while staring at an empty  helmet in grief.
Radius Images/Alamy.

Figure 1–8 • Sairy Gamp, a character in Dickens’ book Martin 
 Chuzzlewit, represented the negative image of nurses in the early 1800s.
Stapleton Collection/Corbis.

Figure 1–6 • Recruiting poster for the Cadet Nurse Corps  during 
World War II.
Stocktrek Images, Inc./Alamy.
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In 1853 she studied in Paris with the Sisters of Charity, after which 
she returned to England to assume the position of superintendent of 
a charity hospital for ill governesses.

When she returned to England from the Crimea, a grateful 
 English public gave Nightingale an honorarium of £4,500. She later 
used this money to develop the Nightingale Training School for 
Nurses, which opened in 1860. The school served as a model for 
other training schools. Its graduates traveled to other countries to 
manage hospitals and institute nurse-training programs.

Despite poor health that left her an invalid, Florence Nightingale 
worked tirelessly until her death at age 90. As a passionate statistician, 
she conducted extensive research and analysis (Florence Nightingale 
International Foundation, 2014). Nightingale is often referred to as 
the first nurse researcher. For example, her record keeping proved 
that her interventions dramatically reduced mortality rates among 
soldiers during the Crimean War.

Nightingale’s vision of nursing changed society’s view of nurs-
ing. She believed in personalized and holistic client care. Her vision 
also included public health and health promotion roles for nurses. 
It is easy to see how Florence Nightingale still serves as a model for 
nurses today.

BARTON (1821–1912)
Clara Barton (Figure 1–10 •) was a schoolteacher who volunteered 
as a nurse during the American Civil War. Her responsibility was to 
organize the nursing services. Barton is noted for her role in establish-
ing the American Red Cross, which linked with the International Red 
Cross when the U.S. Congress ratified the Treaty of Geneva  (Geneva 
Convention). It was Barton who persuaded Congress in 1882 to ratify 
this treaty so that the Red Cross could perform humanitarian efforts 
in time of peace.

RICHARDS (1841–1930)
Linda Richards (Figure 1–11 •) was America’s first trained nurse. 
She graduated from the New England Hospital for Women and 
Children in 1873. Richards is known for introducing nurse’s notes 
and doctor’s orders. She also initiated the practice of nurses wearing 
uniforms (ANA, 2013b). She is credited for her pioneering work in 
psychiatric and industrial nursing.

League for Nursing [NLN]) initiated a national effort, titled “Nurses 
of America,” to improve the image of nursing. Launched in 2002, 
the Johnson & Johnson corporation continues their “Campaign for 
Nursing’s Future” to promote nursing as a positive career choice. 
Through various outreach programs, this campaign increases ex-
posure to the nursing profession, raises awareness about its chal-
lenges (e.g., nursing shortage), and encourages people of all ages to 
consider a career in nursing.

Nursing Leaders
Florence Nightingale, Clara Barton,  Linda Richards, Mary Ma-
honey, Lillian Wald, Lavinia Dock, Margaret Sanger, and Mary 
 Breckinridge are among the leaders who have made notable con-
tributions both to nursing’s history and to women’s history. These 
women were all politically astute pioneers. Their skills at influencing 
others and bringing about change remain models for political nurse 
activists today.  Contemporary nursing leaders, such as Virginia 
Henderson, who created a modern worldwide definition of nursing, 
and Martha  Rogers, a catalyst for theory development, are discussed 
in Chapter 3 .

NIGHTINGALE (1820–1910)
The contributions of Florence Nightingale to nursing are well 
documented. Her achievements in improving the standards for the 
care of war casualties in the Crimea earned her the title “Lady with 
the Lamp.” Her efforts in reforming hospitals and in producing and 
implementing public health policies also made her an accomplished 
political nurse: She was the first nurse to exert political pressure on 
government. Through her contributions to nursing education— 
perhaps her greatest achievement—she is also recognized as nursing’s 
first scientist-theorist for her work Notes on Nursing: What It Is, and 
What It Is Not (1860/1969).

Nightingale (Figure 1–9 •) was born to a wealthy and intel-
lectual family. She believed she was “called by God to help others . . .  
[and] to improve the well-being of mankind” (Schuyler, 1992, p.  4). 
She was determined to become a nurse in spite of opposition from 
her family and the restrictive societal code for affluent young  English 
women. As a well-traveled young woman of the day, she visited 
 Kaiserswerth in 1847, where she received 3 months’ training in nursing.  

Figure 1–9 • Considered the founder of modern nursing, Florence 
Nightingale (1820–1910) was influential in developing nursing education, 
practice, and administration. Her publication, Notes on Nursing: What It 
Is, and What It Is Not, first published in England in 1859 and in the United 
States in 1860, was intended for all women.
Classic Clock/Corbis.

Figure 1–10 • Clara Barton (1821–1912) organized the  American 
Red Cross, which linked with the International Red Cross when the U.S. 
Congress ratified the Geneva Convention in 1882.
© Bettman/CORBIS.
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in  protest movements for women’s rights that resulted in the 1920 
passage of the 19th Amendment to the U.S. Constitution, which 
granted women the right to vote. In addition, Dock campaigned for 
legislation to allow nurses rather than physicians to control their pro-
fession. In 1893, Dock, with the assistance of Mary Adelaide Nutting 
and Isabel Hampton Robb, founded the American Society of Super-
intendents of Training Schools for Nurses of the United States, a pre-
cursor to the current National League for Nursing.

SANGER (1879–1966)
Margaret Higgins Sanger (Figure 1–15 •), a public health 
nurse in New York, has had a lasting impact on women’s health 
care. Imprisoned for opening the first birth control information 
clinic in America, she is considered the founder of Planned Parent-
hood. Her experience with the large number of unwanted pregnan-
cies among the working poor was instrumental in addressing this 
problem.

MAHONEY (1845–1926)
Mary Mahoney (Figure 1–12 •) was the first African American 
professional nurse. She graduated from the New England Hospital 
for Women and Children in 1879. She constantly worked for the ac-
ceptance of African Americans in nursing and for the promotion of 
equal opportunities (Donahue, 2011, p. 144). The ANA (2013c) gives 
a Mary Mahoney Award biennially in recognition of significant con-
tributions in interracial relationships.

WALD (1867–1940)
Lillian Wald (Figure 1–13 •) is considered the founder of pub-
lic health nursing. Wald and Mary Brewster were the first to offer 
trained nursing services to the poor in the New York slums. Their 
home among the poor on the upper floor of a tenement, called the 
Henry Street Settlement and Visiting Nurse Service, provided nurs-
ing services, social services, and organized educational and cultural 
activities. Soon after the founding of the Henry Street Settlement, 
school nursing was established as an adjunct to visiting nursing.

DOCK (1858–1956)
Lavinia L. Dock (Figure 1–14 •) was a feminist, prolific writer, 
political activist, suffragette, and friend of Wald. She participated 

Figure 1–11 • Linda Richards (1841–1930) was America’s first 
trained nurse.
National League for Nursing. National League for Nursing Records. 1894–1952. Located in: 
Archives and Modern Manuscripts Collection, History of Medicine Division, National Library of 
Medicine, Bethesda, MD; MS C 274.

Figure 1–13 • Lillian Wald (1867–1940) founded the Henry Street 
Settlement and Visiting Nurse Service (circa 1893), which provided 
 nursing and social services and organized educational and cultural 
 activities. She is considered the founder of public health nursing.
National Portrait Gallery, Smithsonian Institution/Art Resources, NY.

Figure 1–14 • Nursing leader and suffragist Lavinia L. Dock  
(1858–1956) was active in the protest movement for women’s rights that 
resulted in the constitutional amendment in 1920 that allowed women  
to vote.
Courtesy of The Gottesman Libraries at Teachers College, Columbia University.

Figure 1–12 • Mary Mahoney (1845–1926) was the first  African 
American trained nurse.
Schomberg Center for Research in Black Culture/NYPL/Art Resource.
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admission to the Military Nurse Corps during World War II based 
on gender. It was believed at that time that nursing was women’s 
work and combat was men’s work. During the 20th century, men 
were denied admission to most nursing programs. The ANA de-
nied membership to male nurses until 1930 and many state nursing 
associations did not allow men to join until the 1950s (O’Lynn & 
Tranbarger, 2007, p. 68).

In 1971, a nurse who practiced in Michigan, Steve Miller, formed 
an organization called Men in Nursing. In 1974, Luther Christman 
organized a group of male nurses in Chicago. The two groups reor-
ganized into the National Male Nurses Association with the primary 
focus of recruiting more men into nursing. In 1981, the organization 
was renamed the American Assembly for Men in Nursing (AAMN) 
(2011). The purpose of the AAMN is to provide a framework for 
nurses, as a group, to meet to discuss and influence factors that affect 
men as nurses. In 2009 and 2010, members of the AAMN discussed 
ways to change the image of men in nursing in both recruitment and 
retention. They subsequently introduced the theme “Do what you 
love and you’ll love what you do” (Figure 1–17 •). This idea led to 
the AAMN initiative “20 × 20 Choose Nursing,” which has the goal 
of increasing the enrollment of men in nursing programs nationally 
from the current 10% to 20% by 2020 (Anderson, 2011).

Luther Christman (1915–2011), one of the founders of the 
AAMN, graduated from the Pennsylvania Hospital School of Nurs-
ing for Men in 1939 and did experience discrimination while in 
nursing school. For example, he was not allowed a maternity clini-
cal experience, yet was expected to know the information related 

BRECKINRIDGE (1881–1965)
After World War I, Mary Breckinridge (Figure 1–16 •), a notable 
pioneer nurse, established the Frontier Nursing Service (FNS). In 
1918, she worked with the American Committee for Devastated 
France, distributing food, clothing, and supplies to rural villages 
and taking care of sick children. In 1921, Breckinridge returned to 
the United States with plans to provide health care to the people 
of rural America. In 1925, Breckinridge and two other nurses be-
gan the FNS in Leslie County, Kentucky. Within this organization, 
Breckinridge started one of the first midwifery training schools in 
the United States.

Men in Nursing
Men have worked as nurses as far back as before the Crusades. Al-
though the history of nursing primarily focuses on the female fig-
ures in nursing, schools of nursing for men existed in the United 
States from the late 1880s until 1969. Male nurses were denied 

Figure 1–15 • Nurse activist Margaret Sanger (1879–1966), 
 considered the founder of Planned Parenthood, was imprisoned for 
opening the first birth control information clinic in Baltimore in 1916.
© Bettman/CORBIS.

Figure 1–17 • Poster for American Assembly for Men in  Nursing  
“20 3 20 Choose Nursing Campaign.”
Courtesy American Association for Men in Nursing.

Figure 1–16 • Mary Breckinridge (1881–1965), a nurse who 
 practiced midwifery in England, Australia, and New Zealand, founded the 
Frontier Nursing Service in Kentucky in 1925 to  provide family-centered 
primary health care to rural populations.
Newscom.

M01B_BERM4362_10_SE_CH01.indd   8 02/12/14   10:44 AM



Chapter 1 • Historical and Contemporary Nursing Practice     9

# 153613   Cust: Pearson   Au: Berman  Pg. No. 9 
Title: Kozier & Erb’s Fundamentals of Nursing  10e

C/M/Y/K 
Short / Normal

DESIGN SERVICES OF

S4CARLISLE
Publishing Services

programs are eligible to take the licensure examination to become 
an RN and also may continue into specialty roles such as nurse prac-
titioner or nurse educator.

Although educational preparation varies considerably, all 
RNs in the United States take the same licensure examination, 
the National Council Licensure Examination (NCLEX-RN). This 
examination is administered in each state and the successful can-
didate becomes licensed in that particular state, even though the 
examination is of national origin. To practice nursing in another 
state, the nurse must receive reciprocal licensure by applying to 
that state’s board of nursing. Some state legislatures have created 
a regulatory model called mutual recognition that allows for mul-
tistate licensure under one license. States that enter into these rec-
ognition agreements are referred to as compact states. Nurses who 
have received their training in other countries may be granted 
registration after successfully completing the NCLEX. Both licen-
sure and registration must be renewed regularly in order to remain 
valid. For additional information about licensure and registration, 
see Chapter 4 .

The legal right to practice nursing requires not only passing 
the licensing examination, but also verification that the candidate 
has completed a prescribed course of study in nursing. Some states 
may have additional requirements. All U.S. nursing programs must 
be approved by their state board of nursing. In addition to state ap-
proval, the Accreditation Commission for Education in Nursing 
(ACEN), formerly called the National League for Nursing Accred-
iting Commission (NLNAC), provides accreditation for all levels 
of nursing programs, and the Commission on Collegiate Nurs-
ing Education (CCNE) accredits baccalaureate and higher degree 
programs. Accreditation is a voluntary, peer review process. Ac-
credited programs meet standard requirements that are evaluated 
periodically through written self-studies and on-site visitation by 
peer examiners.

Types of Education Programs
Education programs available for nurses include practical or voca-
tional nursing, registered nursing, graduate nursing, and continu-
ing education. All levels of nursing are needed in health care today. 

to that clinical experience for the licensing exam. After becoming 
licensed, he wanted to earn a baccalaureate degree in nursing, but 
was denied access to two universities because of gender. After re-
ceiving his doctorate he accepted the position as dean of nursing at 
Vanderbilt University. He was the first man to be a dean at a univer-
sity school of nursing. He accomplished many firsts: the first man 
nominated for president of the ANA, the first man elected to the 
American Academy of Nursing (he was named a “Living Legend” 
by this organization), and the first man inducted into ANA’s Hall 
of Fame for his extraordinary contributions to nursing (O’Lynn & 
 Tranbarger, 2007).

Men comprised 9.6% of the nation’s nursing workforce  in 2011 
(U.S. Census Bureau, 2013). Men do experience barriers to becom-
ing nurses. For example, the nursing image is one of femininity, and 
nursing has been slow to neuter this image. As a result, many people 
may believe that only homosexual men enter nursing, which is not 
true. Other barriers and challenges for male nursing students include 
the lack of male role models in nursing and caring (e.g., differences in 
caring styles between men and women) and suspicion surrounding 
intimate touch (MacWilliams, Schmidt, & Bleich, 2013). The nursing 
profession and nursing education need to address these issues. Im-
proved recruitment and retention of men and other minorities into 
nursing will strengthen the profession.

NURSING EDUCATION
The practice of nursing is controlled from within the profession 
through state boards of nursing and professional nursing organiza-
tions. These groups also determine the content and type of educa-
tion that is required for different levels or scopes of nursing practice. 
Originally, the focus of nursing education was to teach the knowl-
edge and skills that would enable a nurse to practice in a hospital 
setting. However, as nursing roles have evolved in response to new 
scientific knowledge; advances in technology; and cultural, political, 
and socioeconomic changes in society; nursing education curricula 
have been revised to enable nurses to work in more diverse settings 
and assume more diverse roles. Nursing programs are increasingly 
based on a broad knowledge of biologic, social, and physical sciences 
as well as the liberal arts and humanities. Current nursing curricula 
emphasize critical thinking and the application of nursing and sup-
porting knowledge to health promotion, health maintenance, and 
health restoration as provided in both community and hospital 
 settings (Figure 1–18 •).

There are two types of entry-level generalist nurses: the reg-
istered nurse (RN) and the licensed practical or vocational nurse 
(LPN or LVN). Responsibilities and licensure requirements differ 
for these two levels. The majority of new RNs graduate from associ-
ate degree or baccalaureate degree nursing programs. In some states, 
a person can be eligible to take the licensure exam through other 
qualifications such as completing a diploma nursing program or 
challenging the exam as a military corps person or LVN after com-
pleting specified coursework. There also are “generic” master’s and 
doctoral programs that lead to eligibility for RN licensure. These 
latter programs are for students who already have a baccalaureate 
degree in a discipline other than nursing. On completion of the 
program, which may be from 1 to 3 years in length, graduates ob-
tain their initial professional degree in nursing. Graduates of these 

Figure 1–18 • Nursing students learn to care for clients in community 
settings.
Jim West/Alamy.
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