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Admitting a Patient

Taking a medical history of a patient

Using active listening strategies to put a patient at ease
Giving a nursing handover

Charting blood pressure and pulse

Charting Respiratory Rate

Giving an oral report of the case

> Description

Admitting a patient to the nursing unit prepares the patient for his stay in a hospital.
Whether the admission is scheduled or follows emergency treatment, effective admission
procedures should accomplish the following goals: confirm the patient’s identity, assess his
clinical status, make him as comfortable as possible, introduce him to his roommates and the
staff, orient him to the environment and routine, and provide supplies and special equipment

needed for daily care.

.‘ Work Description

Nurses should be directly involved in the admission process — assigning a patient to a
room, making sure that the necessary diagnostic tests are completed, and providing for
continuity of care when the patient is admitted.

Admitting the adult patient

Speak slowly and clearly, greet the patient by his proper name, and introduce yourself and
any other staff present.

Confirm the patient’s identity using two patient identifiers according to the hospital’s
policy. Verify the name and its spelling with the patient. Notify the admission office of any
corrections.

Quickly review the admission form and the practitioner’s orders. Note the reason for

1
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admission, any restrictions on activity or diet, and any other orders for diagnostic tests requiring
specimen collection.

Escort the patient to his ward and, if he isn’t in great distress, introduce him to his
roommate. Then wash your hands, and help him change into a gown or pajamas; if the patient is
sharing a room, provide privacy. Itemize all valuables, clothing, and prostheses on the nursing
assessment form or in your notes if your hospital doesn’t use such a form. Encourage the patient
to store valuables or money in the safe, or preferably, to send home along with any medications
he may have brought with him. Show the ambulatory patient where the bathroom and closets
are located.

Take and record the patient’s vital signs, and collect specimens if ordered. Measure his
height and weight if possible. If he can’t stand, use a chair or bed scale and ask him his height.
Knowing the patient’s height and weight is important for planning treatment and diet and for
calculating medication and anesthetic dosages.

Show the patient how to use the equipment in his room. Be sure to include the call system,
bed controls, TV controls, telephone, and lights.

Explain the routine at your hospital. Mention when to expect meals, vital sign checks, and
medications. Review visiting hours and any restrictions.

Take a complete patient history. Include all previous hospitalizations, illnesses and
surgeries; current drug therapy and food or drug allergies. Ask the patient to tell you why he
came to the facility. Record the answers as the chief complaint. Record any wounds, marks,
bruises on the nursing assessment form.

After assessing the patient, inform him of any tests that have been ordered and when they
are scheduled. Describe what he should expect.

Before leaving the patient’s room, make sure he’s comfortable and safe. Adjust his bed,
and place the call bell and other equipment (such as water pitch and cup, emesis basin, and
facial tissues) within easy reach.

Post patient care reminders (concerning such topics as allergies or special needs) at the
patient’s bedside to notify coworkers.

Admitting the pediatric patient

Your initial goal will be to establish a friendly, trusting relationship with the child and his
parents to help relieve fears and anxiety, which can hinder treatment. Remember that a child
under age three may fear separation from his parents; and an older child may worry about what
will happen to him.

Speak directly to the child, and allow him to answer questions before obtaining more
information from his parents.

While orienting the parents and child to the units, describe the layout of the room and
bathroom, and tell them the location of the playroom, television room, and snack room, if
available.

2



Admitting a Patient

Teach the children how to call the nurse. Stress that she’ll always be available to take care
of their needs, such as helping them to the bathroom.

Explain the facility’s rooming-in and visiting policies so the parents can take every
opportunity to be with their child.

Inquire about the child’s usual routine so that favorite foods, bedtime rituals, toileting, and
adequate rest can be incorporated into the routine.

Encourage the parents to bring some of the child’s favorite toys, blankets, or other items to
make the child feel more at home amid unfamiliar surroundings.

Task 1 Taking a medical
history of a patienf

A Description

Taking a patient’s medical history is a necessary part of nursing assessment. It involves
asking the patient about the reason for the visit, and then asking about the health history, as well
as the histories of the immediate family members.

,,k Related Information

The information to be gathered

An important part of admitting a patient is information gathering. Although hospital
environments may differ, the information gathered generally consists of six parts as follows.

e Personal details

These include contact details for the patient and the next of kin. This information is also
important for discharge planning (when the patient leaves the hospital).

Next of kin means the nearest relative. What family member is closest to you? That is your
nearest relative, or next of kin.

e Medical and surgical history

Old notes can be retrieved from Medical Records. But if the patient is new, more questions
have to be asked because the medical history has a lot of information. A record of past events
and circumstances may be gathered because they are related to a patient’s current state of
health, including past diseases, injuries, treatments, and other medical facts about the patient,
and his family’s medical health. Surgical history is any past surgeries a person had and if he/she
had complications from them.
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o Allergies

Some people are allergic to food, medications or latex. An increasing number of patients
are allergic to latex products and non-latex products are ordered in these cases.

® Medications

These include prescribed drugs, OTC (over-the-counter) medications, herbal medicines
and supplements such as vitamins. Patients may not consider mentioning medications bought at
a chemist’s, or herbal medicines or supplements when being asked the history of medications
because they are not prescribed by a doctor. However, interactions with prescribed medications
are possible and can be life-threatening.

e Lifestyle

This includes activities unique to a person, including diet, level of physical activity,
substance abuse.

e Advance Directive or Living Will

Advance Directives are instructions given by a person through a legal document which
clearly set out the sorts of decision about treatment or lack of treatment they wish to be made on
their behalf if they are no longer able to make such decisions themselves because of ill health or
dementia.

Greeting

Greeting a patient in a warm and welcoming manner creates a feeling of trust and
confidence in the ward staff. It is an opportunity to discover how much the patient knows about
their illness and ascertain the level of anxiety which the patient may be feeling. Greeting is a
ritual that helps break the ice and paves the way for other appropriate interaction.

The words used in greetings can change significantly with the culture and context.
Informal greetings often use non-words and short forms like ‘Hi’. Formal meetings use more

formal language, such as ‘Hello’, ‘How are you’, ‘How are you feeling today’.

h Discussion of the nursing topic

1. What do you think you should do when a patient is admitted to a hospital?
2. What information should be collected when admitting a patient?
3. Is this information important? Why?

LS Common questions in taking the patient’s history

1. What is your full name? Or what is your first, last, and middle name?
2. What is your date of birth? Or when were you born?

3. What is your address?

4. What is your phone number? Or what is the best way to contact you?
5. What brings you here today? Or what seems to be the trouble today?
6. Why are you here? How severe is your pain?

4
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7. Have you had any serious illnesses in the past medical history?

8. Have you had any operations?

9. Do any of your family members have health problems?

10. Do you have any allergies?
11. Are you allergic to anything?
12. Are you taking any medications / medicines?

13. How often do you smoke or drink alcohol?

14. What kinds of foods do you eat regularly?

L Practice of the task

(Lara, the ward nurse, is admitting Mrs. Smith. Mrs. Smith suffers from hypertension and her

BP is unstable recently.)

Lara:

Mrs. Smith:

Lara:

Mrs. Smith:

Lara:

Mrs. Smith:

Lara:

Mrs. Smith:

Lara:

Mrs. Smith:

Lara:

Mrs. Smith:

Lara:

Mrs. Smith:

Lara:

Mrs. Smith:

Good morning, Mrs. Smith. My name’s Lara. I’ll be admitting you to the ward
today. Would you like to come into the Patient Admission Office so I can get some
paperwork done?

Good morning, Lara. Yes, thanks. Can I sit down and then do it?

Yeah, please take a seat here. You can put your stick on the edge of the chair if you
like.

Oh. Thank you, dear.

How are you feeling today?

Not too bad, thank you. I haven’t been waiting for too long at all.

That’s good. Now, I’m going to be taking down some details before you’re
admitted to the Cardiac Unit today. I’d like to ask you a few questions, if it’s all
right with you.

Yes, of course. That’s fine.

All right, well now, let me just get the admission form. Would you mind if I check
out some details first?

No, not at all. What would you like to know?

(smiles) I’d just like to check your name and date of birth and see if your identity
bracelet is correct. Can you tell me your full name, please?

Yes, it’s Doreen Mary Smith and my date of birth is the fifth of June nineteen
thirty-three. Quite a while ago, isn’t it?

(smiles and laughs) Not so long ago. Time goes very fast when you’re busy,
doesn’t it? Right now, let’s see. Doreen Mary Smith. S-M-I-T-H. That’s correct,
isn’t it?

Yes, that’s right.

And your date of birth is the fifth of June nineteen thirty-three.

Yes.



Lara:
Mrs. Smith:

Lara:

Mrs. Smith:
Lara:

Mrs. Smith:
Lara:

Mrs. Smith:
Lara:
Mrs. Smith:
Lara:
Mrs. Smith:

Lara:

Mrs. Smith:
Lara:
Mrs. Smith:
Lara:
Mrs. Smith:
Lara:
Mrs. Smith:
Lara:

Mrs. Smith:

WIMPIERE

All right. Can you tell me what brings you here?

Well, um, I’ve got high blood pressure. These days I have not been feeling very
well. I'm here for some tests. My doctor asked me to come here to see what’s
going on.

OK. Now I'd like to ask you something about your past medical history. Have you
had any serious diseases in the past?

Yes, | had a mild heart attack two years ago. I was scared at that time.

[leans towards the patient and nods] Yes, I’'m sure you were. Now, er, what about
past surgical history? Have you ever had any operations?

I had an ankle replacement ten years ago. It has been working very well.

Yeah, a long time ago, but it’s lucky that it works well. Now, are you taking any
medications at the moment?

Yes, my doctor put me on some blood pressure tablets after my heart attack.

[nods] Do you know what they’re called?

I don’t know, but I’ve got them here with me. I was told to bring them.

Mm. That’s good. (smiles) Do you think you can show them to me, please?

Yes, I can. I've got them somewhere in my bag. Here they are. I take them in the
morning with breakfast.

Right, that’s fine. You’re taking metaprolol to lower your blood pressure. I’ll just
write down the name of the medication on the admission form. Ok, metaprolol. Do
you have any allergies to any medications?

Not that I know of.

Um. What about food allergies? Any food which are not agreeable to you?

No, no, nothing like that.

Good. [smiles] Are you allergic to sticking plaster or latex?

No, I’ve never had any problems before.

All right. Can you tell me the name of your next of kin?

It’s my son, Jeremy. Jeremy Smith.

Thanks. That’s all for me. I’'ll leave you here for a minute while I get the admitting
doctor to come and see you. Are you comfortable?

Yes, thanks. I’m quite all right here.

A. Read the conversation above and answer the following questions.
1. Is Mrs. Smith mobile?

2. Has she been waiting long?

3. Which hospital unit is she being admitted to?

4. Why is Mrs. Smith in hospital?

5. What happened to her two years ago?
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6. Does she have any allergies?
7. Does she have a relative who can be contacted during an emergency?

B. Answer the following questions according to the conversation above.
1. Can you tell me your full name, please?

2. Can you tell me why you’re here today?

3. Have you had any serious illnesses in the past?

4. Have you ever had any operations?

5. Now, are you taking any medications at the moment?

6. Do you have any allergies to any medications?

7. Can you tell me the name of your next of kin?

C.Work in pairs. Create a conversation between a nurse and a patient for taking a patient
history, using the following information.

PATIENT’S NAME: Jane Nelson CASE NUMBER: 021286-END
DATE OF BIRTH: 05/21/1940 DATE: 06/20/20%x

CHIEF COMPLAINT: Jane Nelson is a 76-year-old woman who was admitted to the hospital
for a chest X-ray and other tests.

Past medical history: The patient has a long history of arthritis. She had her appendix out
when she was sixteen. He had pneumonia two years ago. She takes aspirin every day for her
arthritis. Over the last 10 days the patient has had at least five episodes of chest pain, all
relieved by rest. She had an episode while gardening which lasted almost 5 minutes before
subsiding. She went to her cardiologist office and then was immediately sent to this hospital
for further evaluation. She also smokes one pack of cigarettes per day. She is not diabetic.
Her family history reveals a brother who has had a coronary artery bypass graft. She’s

allergic to peanuts.
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latex ['leiteks] n. FLAX

prescribed drugs 47 %

OTC (over-the-counter) 3F4t 7 24

herbal ['ha:bal] adj. ¥ 49

supplement ['saplimont] #M7 (4%)
dementia [di'men(ia] n. % &

ascertain [@so'tein] v&. FiF, L

ritual ['ritfusl] nAX X

context ['kontekst] n. # %, IR

metaprolol n. [ft] £4€i& R

sticking plaster #& & F

recurrent [ri'karant] adj. B & %

cardiologist [' ka:di'olodzist] n. S ERAHE £
diabetic ['daio'betik] adj. &4 Fk 7 Y
coronary ['korranari] adj. E#9; AAKE
bypass ['baipes] n. F %%, X%

a coronary artery bypass graft &K 3 kS F K
peanut ['piznat] n. fo4

Task 2 Using active listening strafegies
fo put a patient af ease

‘k Description

Active listening strategies ensure that the listener gives feedback to show understanding or
interest in the speaker’s message in order to put the patient at ease.

k Related Information

The importance of active listening strategies

The patient being admitted to a hospital may feel worried about what will happen. It’s very
important to put a patient at ease. If the patient is not at ease, he may feel anxious and not take
in important information. At the same time, the patients who are anxious do not comply well
with instructions. So active listening strategies are used to put the patients at ease, show interest



oot

@D  Admitting a Patient

in what is being said, and confirm understanding of what has been said. These include gestures,
body position—for example, leaning towards the speaker—nodding, making “listening noises”,
respecting personal space and maintaining comfortable eye contact.

Tips of easing the patient

Sensitive topics can be broached more easily if the patient feels relaxed and comfortable.
The kindly words, the cheerful greetings, the sympathetic looks are understood by the patient.
Meanwhile, when talking to the patient, the use of non-verbal communication such as body
language, body postures or body movements is also very important. There should be no
mismatch between verbal and non-verbal communication. Gestures, usually hand movements,
which add non-verbal cues, may have different meanings in different cultural settings and
should be used with cautions.

Culture

Culture may be defined as the learned and shared beliefs, values and life ways of a
particular group. Cultural competence is the ability to provide effective care for clients who
come from different cultures. Culture care in nursing is defined as “the subjectively and
objectively learned and transmitted values, beliefs and patterned life ways that assist, support,
facilitate, or enable another individual or group to maintain their health and well-being, to
improve their human condition and life way, or to deal with illneses, handicaps, or death.
Acquiring skills related to culturally competent nursing practice is important for better client
outcomes, satisfaction and quality of care.

h Common patterns and questions in putting a patient at ease

1. T wonder if I could have a talk with you about your blood pressure management before you
go home.

2. Now, you’ve had a bit of a shock with your blood pressure, haven’t you?

3. You did well to remember all the information.

4. It’s a lot to take in at once and I’m really pleased that you’re ready to go.

. Discussion of the nursing topic

1. Why is it important to put a patient at ease?

2. What are active listening strategies?

3. Do you think listening strategies are important and why?

4. What roles does cultural sensitivity play when putting a patient at ease?

h Practice of the task

(Susanna, the ward nurse, is giving an instruction to Mr. Cox, who is going home from
hospital.) 1
Susanna: Hello, Mr. Cox. I wonder if I could have a talk with you about your blood pressure
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Mr. Cox:

Susanna:

Mr. Cox:

Susanna:

Mr. Cox:

Susanna:

Mr. Cox:

Susanna:

Mr. Cox:
Susanna:

Mr. Cox:

IMPIRRIE

management before you go home.

Hello. Susanna. Yes, go ahead.

Great. I’ll just sit down and then chat with you [gets a chair and sits down]. Now,
you’ve had a bit of a shock with your blood pressure, haven’t you?

Yeah, you’re right there. I had no idea about my blood pressure. I mean I was feeling
easily more tired than usual, and my wife said she noticed that my face was a little
flushed. The problem is that I never thought about blood pressure.

Mm, yeah (nods). That’s probably why it is called the “silent killer”. For most people,
they don’t know they are hypertension sufferers until a shock comes to them. The
only symptom people have of hypertension is high blood pressure itself.

Like what? You say, it’s come as a bit of a shock. So, what do I have to do when I go
home? What should I watch for?

Well now, do you remember yesterday we discussed the sort of lifestyle changes I’d
like you to look at?

Yes, I've got all the information about the Stop Smoking service, and I’ve started on
the nicotine patches. The dietitian told me yesterday about a healthier diet. My wife
even bought a cookbook, especially for a hypertension sufferer! Both of us will start
the exercise program here at the hospital. Was there anything I should pay attention
to?

(laughs) I hope the recipe book works for you. I can see you cooking up a storm in the
kitchen.

I have no idea about that. I don’t think my wife would agree with you.

You did well to remember all the information. It’s a lot to take in at once and [’'m
really pleased that you’re ready to go. The only other thing that we need to talk about
is your blood pressure itself. It would be a good idea to buy a small digital blood
pressure monitor and take your blood pressure regularly. That way you can keep an
eye on it by yourself. It puts you in charge of your own health. I think that’s important,
don’t you?

Yeah, you’re right. It’s much better that way.

A. Read the conversation above and then answer the following questions.
1. Why did Susanna want to talk to Mr. Cox?
2. Did Susanna use active listening strategies whilst taking Mr. Cox’s details? If yes, find out

the examples.
3. What could be changed for Mr. Cox?
4. Is there a need for Mr. Cox to take his blood pressure regularly?

5. How to take Mr. Cox’s blood pressure according to Susanna?
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