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Chapter 1 Fundamentals of Nursing

Section A Readings

Warm-up
Vital Signs

Vital signs—temperature (T), Pulse (P), respirations (R), and blood pressure (BP) —are
indicators of a person’s health status. Many factors such as the temperature of the environment,
physical activity and the effects of illness cause vital signs to change, sometimes beyond a normal
range. An alteration from normal range may signal the need for medical or nursing intervention.
Checking the vital signs is a quick and efficient way of monitoring a condition or identifying
the presence of problems. Hospitalized patients have vital signs measured several times a day.
The purpose of this assessment is to establish baseline data in order to judge the significance of
deviations from what appear to be the “characteristic” or “normal” vital signs for an individual.
They must be measured and recorded accurately. Any vital sign that is changed from a previous
measurement must be reported immediately.

® Body Temperature

Body temperature is a measurement of the amount of heat in the body. Body temperature
reflects the balance between the heat produced and the heat lost. The Fahrenheit (F) and
Centigrade or Celsius (C) scales are used to measure temperature. The common sites for
measuring body temperature are the mouth, rectum and axilla. The normal adult body temperature
is about 37°C. There is a normal range 36-37°Cin which a person's body temperature may vary
and still be considered normal.

@® Pulse

The pulse is the rhythmical throbbing of arteries produced by the regular contraction of the
heart. When the heart beats, it pumps a certain amount of blood into the arteries which causes the
arteries to expand and return to their normal size. Pulse rate is usually assessed at the wrist and
neck. It is measured to show how fast the heart is beating. Normal adult pulse rate is from 60 to
100 beats per minute. Measuring the pulse is a simple method of observing how the circulatory
system is functioning.

@ Respiration

Respiration is a general process the human body uses to exchange gases between itself and
the atmosphere. It refers to the intake of air into the lungs and the transport of oxygen to the body
cells through the blood. Several factors can affect respiration such as age, sex, exercise, emotion

1
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and etc. Normal respiration rate is from 16 to 20 times per minute.

@ Blood pressure

Blood pressure is the force of the blood pushing against the walls of the arteries. It indicates
arterial pressure. The highest pressure is called systolic pressure. The diastolic pressure is the

pressure when the ventricles are at rest, which is the lowest pressure. The difference between

systolic and diastolic pressure is the pulse pressure. The normal range of the systolic pressure for

healthy adults is 90 to 140mmHg; the diastolic pressure is 60 to 90mmHg, and the pulse pressure

is 30 to 40 mmHg. Hypotension and hypertension are common blood pressure abnormalities that

refer to blood pressure values above 90/140mmHg and below 60/90mmHg.

New Words and Phrases
vital ['vaitl] adj. 42 % 1), Yi¢ A din i 75 (1)
respirations [respa'rei[ nz] n. W (FE 1)
hospitalized ['hosprtlaizd] v. 2%« 43¢, f B 15
celsius ['selsias] adj. 45 [ 1) n. £ (G /%
temperature ['temprat[a(r)] n. %%
throbbing [Brobin] adj. Bk v. Bkzh, %5)
contraction [kan'treek[ (e)n] n. Wi 4d, B4

Exercises

A.

1.

Select the best answer from the choices given according to the passage

Which of the following statements is not true according to the first paragraph?

a. The change of vital signs could be caused by many factors.

b. Hospitalized patients have vital signs measured several times a day.

c¢. Sometimes an alteration from normal may not need for medical or nursing intervention.

d. We can monitor a condition or identify the presence of problems by checking vital
signs.

. The reason why the hospitalized patients have vital signs measured several times a day is that.

a. It is a rule carried out by the hospital.

b. The patients ask the nurses to do such work.

c. To identify what illness they have.

d. To establish baseline data in order to judge if they are normal or need to be reported
immediately.

. Which of the following statements is true about body temperature?

a. Body temperature is a measurement of the amount of heat produced in the body.
b. Only the Fahrenheit (F) scale is used to measure temperature.
¢. The common sites for measuring body temperature are the mouth, rectum and axilla.

d. It is not normal if a person’s body temperature is not 37°C.

. From the passage, we know pulse

a. is the rhythmical throbbing of arteries produced by the regular contraction of the heart.
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b. is only assessed at the wrist.
c. is measured to show how fast the veins are beating.
d. is an accurate sign of how the circulatory system is functioning.
B. Chart and documentation: Respiratory Rates
1. Mr. Wilmott, an 86-year-old man who lives alone, has been admitted to the hospital for
treatment. In pairs, look at his record and discuss the following questions.
a. What is Mr. Wilmott’s diagnosis?
b. What did happen in the morning?
c. What is the treatment?

Patient Record

Surname: Wilmot Given name: Ronald
DOB:15.9.1933 ADM: 28.3.2008 Sex :Male
DATE&TIME

11:00 28/03/08 | New admission to the ward with a diagnosis of poorly managed
asthma. Recent URTI treated with antibiotics. Pt still c/o SOB.
RR elevated. For CXR and review by Respiratory Team in am.

Started on p/f readings and Pt ed. regarding asthma.

2. Abbreviations are often used in both Patient Records and verbal handovers. Some are
only found in written documents. It is important to check which abbreviations are approved at the
hospital where you are working, as there may be some variance. Match the abbreviations from
the Patient Records to their meanings.

(1). DOB a. respiratory rate

(2).clo b. admission date

(3). ADM c. shortness of breath

(4). URTI d. date of birth

(5). SOB e. complain of

(6). RR f. chest X-ray

(7). CXR b. peak flow; the most air expired
(8). p/f c. patient education

(9). Pted d. under respiratory tract infection

C. Match the pictures with the following fever patterns.
a. Sustained Fever: the body temperature sustains above 39°C, but has little fluctuation
of less than 1°Cin 24h.
b. Irregular Fever: The body temperature irregularity alternates between a period of
fever and a period of normal temperature values.
c. Remittent Fever: the body temperature has great fluctuation above the normal with
more than 1°Cin 24h.
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d. Relapsing Fever: the body temperature suddenly rises above 39°Cand sustains for
several days then suddenly falls to normal or below normal.
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Passage one

Nursing Process

@ Introduction

The nursing process is an orderly, systematic and scientific method of identifying and
treating client’s response to actual or potential health problems. It is an integrated, dynamic,
strategic and feedback thinking and practice process. The nursing process is used for the purpose
of promoting and regaining health and to carry out a series of nursing activities. It bases on
several theories, such as system theory, cybernetics and etc. Four basic core concepts involved
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in the nursing process include client, environment, health and nursing. The nursing process was
proposed by Dr. Hall in 1955. She theorized that the nursing process is a scientific working
procedure concerning observation, measurement, data collection and analysis of the result. After
Hall, some theorists tried to enrich the nursing process until Yura and Walsh ascertained the four
steps of the nursing process: assessment, diagnosis, implementation and evaluation in 1967.
Gebbie and Lavin added the nursing diagnosis in the nursing process in 1973. On the same year,
American Nurses Association (ANA) stipulated the process which included the five major steps:
assessment, diagnosis, planning, implementation and evaluation.

@ Assessment

Assessment is the deliberate and systematic collection of information about a patient to
determine his/her current and past health history, functional status and his/her past and present
coping patterns. Nursing assessment includes five steps: data collecting, data validation,
organizing data, data analysis and data documentation. Data collecting has two primary sources
of data: subjective data and objective data. Subjective data are the patients’verbal descriptions
of their health problems. Only patients provide subjective data. Subjective data usually
include feelings, perceptions, and self-report of symptoms. Objective data are observations
or measurements of a patient’s health status. Inspecting the condition of a surgical incision
or wound, describing an observed behavior, and measuring blood pressure are examples of
objective data. The nurses collect the data according to two methods: interviewing patient and
checking objective clinical documents. The data content involves patient’s common information,
present illness and patient’s expectation. The nurses could analyze the data by three methods: (a)
Maslow’s hierarchy of needs. (b) Gordon’s functional health patterns. (c¢) NANDA taxonomy.
The successful interpretation and validation of assessment data ensure a collection of a complete
database of the patient. Ultimately this leads to the second step of the nursing process, in which
clinical decisions are made in the patient’s care. Data documentation is the last part of a complete
assessment. The timely, thorough, and accurate documentation of facts is required in recording
patient data.

@ Diagnosis

During the nursing assessment process, a nurse gathers the information needed to
make diagnostic conclusions about patient care. A diagnosis is a clinical judgment based on
information. The nurse reviews information collected about a patient, sees cues and patterns
in the data, and identifies the patient’s specific health care problems. Some of the conclusions
lead to identifying nursing diagnoses, whereas others do not. Diagnostic conclusions include
problems treated primarily by nurses (nursing diagnoses) and those requiring treatment by several
disciplines (collaborative problems). Nursing diagnoses and collaborative problems represent the
range of patient conditions that require nursing care. There are four types of nursing diagnosis:
actual nursing diagnosis, risk nursing diagnosis, wellness nursing diagnosis and syndrome nursing
diagnosis. An actual nursing diagnosis describes human responses to health conditions or life
processes that exist in an individual, family, or community, such as impaired social interaction. A

risk nursing diagnosis describes human responses to health conditions or life processes that may
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develop in a vulnerable individual, family, or community, such as risk for loneliness. A wellness
nursing diagnosis is a clinical judgment of a person’s, family’s, or community’s motivation,
desire, and readiness to increase well-being and actualize human health potential as expressed
in their readiness to enhance specific health behaviors, for example, nutrition and exercise.
A syndrome nursing diagnosis is a series current or potential nursing diagnoses caused by a
special situation or incident. A nursing diagnosis comprises four parts: label, definition, defining
characteristic and related factors. The PES format is a common nursing diagnosis statement
inciuding problem (P), etiology (E) and symptoms or signs (S) such as impaired physical
mobility(P) related to incisional pain (E), evidenced by restricted turning and positioning(S).

@ Planning

After you identify a patient’s nursing diagnoses and collaborative problems, you begin
planning, the third step of the nursing process. Planning involves setting priorities, identifying
patient-centered goals and expected outcomes, and prescribing individualized nursing
interventions. Ultimately during implementation, interventions resolve the patient’s problems and
achieve the expected goals and outcomes. A plan of care is dynamic and changes as the patient’s
needs change. Priority setting is classifying nursing diagnoses or patient problems according to
urgency and/or importance to establish a preferential order for nursing actions. In other words,
as the nurse cares for a patient or a group of patients, he/she must deal with certain aspects of
care before others. By ranking a patient’s nursing diagnoses in order of importance, you attend
to each patient’s most important needs and organize ongoing care activities better. The elements
of planning include setting the priorities, establishing goals and expected outcome, selecting the
intervention and writing the plan. First, the nurse needs to classify a patient’s priorities as high,
intermediate, or low importance. Nursing diagnoses that, if untreated, result in harm to a patient
or others (e.g., those related to airway status, circulation, safety, and pain) have the highest
priorities. Intermediate priority nursing diagnoses involve none emergency, nonlife-threatening
needs of patients. Low-priority nursing diaghoses are not always directly related to a specific
illness or prognosis but affect the patient’s future wellbeing.

@ Implementation

Implementation, the fourth step of the nursing process, formally begins after the nurse
develops a plan of care. With a care plan based on clear and relevant nursing diagnoses, the
nurse initiates interventions that are designed to achieve the goals and expected outcomes
needed to support or improve the patient’s health status. A nursing intervention is any treatment
based on clinical judgment and knowledge that a nurse performs to enhance patient outcomes.
Interventions include direct and indirect care measures aimed at individuals, families, and/or the
community. Direct care interventions are treatments performed through interactions with patients.
Indirect care interventions are treatments performed away from the patient but on behalf of the
patient or group of patients. Preparation for implementation ensures efficient, safe, and effective
nursing care. Five preparatory activities include reassessing the patient, reviewing and revising
the existing nursing care plan, organizing resources and care delivery, anticipating and preventing

complications, and implementing nursing interventions.
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@® Evaluation

Evaluation, the final step of the nursing process, is crucial to determine whether, after

application of the nursing process, the patient’s condition or well-being improves. You apply

all that you know about a patient and his or her condition and your experiences with previous

patients to evaluate whether nursing care was effective. You conduct evaluative measures to

determine if your patients met expected outcomes, not if nursing interventions were completed.

The expected outcomes established during planning are the standards against which the nurse

judges whether goals have been met and if care is successful. During evaluation you make

clinical decisions and continually redirect nursing care. To determine if the goals have been

achieved involves two components: observation of client’s changes about behaviors and response;

judgment about how well these changes meet the expected outcomes by the changes and the

expected outcomes. Revision of care plan is based on the reassessment of the client. The plan will

be stopped, continued, cancelled or modified after reassessment.

New Words and Phrases
orderly ['2:dali] adj. 5 #7111, #EF5K)
integrate ['intigreit] vt. i -+~ 5¢4&, fii--- ALK adj. AR

dynamic [dai'neemik] adj. Zh& K1, 31111, 31 )12 M n. 8hds, 05

strategic [stra'ti:d3ik] adj. dlug L1, Ak 1

feedback ['fi:dbeek] n. 15t

cybernetics [,saiba'netiks] n. il it

stipulate ['stipjuleit] vi. B, fRAE vt. B, FRIIE
deliberate [di'libarat] adj. MUE ¥, IR EHEE, AT
perception [pa'sep[n] n. &I, A4, Bk

symptom ['simptem] n. SiE4R, fEJK

surgical ['s3:d3ik3l] adj. MEHE], TR _E#) n SMEFFER, 4MEHR

incision [in'sizen] n. Y] 11, Y)&|, Y)FF

interpretation [in,t3:pri'teif n] n. i8¢, %, Hi
syndrome ['sindraum] n. ZE &1, F & AEAR

vulnerable ['valnarabl] adj. 5 32 Biliff), 5 5% - ({1 B0l
readiness [redinas] n. & L4, B

etiology [i:ti'oladzi] n.[ Ji 3 ]9k K2, ik Ji 27, B0 I
positioning [pa'zif nin] n. &AL, ALE v. &AL
collaborative [ka'leebarativ] adj. S 1E 1, HhEH
prescribe [pri‘'skraib] vi. FF#5 vt. B, b5

preferential [,prefa'ren[1] adj. f5EH, EREHT, 555, SEHUH

revise [ri'vaiz ] v. |8 1E, 83, &1 n. BT, KiT
assessment [a8'sesmant] n. Y&, fifh
diagnosis [ daiag'nausis] n. 2

evaluation [iveelju'eif n] n. VEUY, YFAY, fhifh, K18
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taxonomy [teek'sonami] n. 732527, 7381k
validation [,veeli'deifn] n. ik, fiLHE, 4:%%

cue [kju:] n. #2875, 057, 68 vt. 45 IR
outcome [‘autkam] n. 454, 4k, A

intervention [inta'ven[(a)n] n. /M, {5, Witk
urgency ['3:d3zensi] n. B &, L, B
interaction [.intar'sek [n] n. A1 HAEH, H.4)
reassessment [ri:a'sesmant] n. HUHT VAL, HOHT 4 1E

Exercises:
A. Answer the following questions
1. The information obtained in a review of systems is:
a. Objective b. Subjective
c. Based on the nurse’s perspective d. Based on physical examination findings
2. Which of the following is the correctly stated nursing diagnosis?
a. Needs to be fed related to broken right arm
b. Impaired skin integrity related to fecal incontinence
c. Abnormal breath sounds caused by weak cough reflex
d. Impaired physical mobility related to rheumatoid arthritis
3. The planning step of the nursing process includes which of the following activities?
a. Assessing and diagnosing
b. Evaluating goal achievement
c. Setting goals and selecting interventions
d. Performing nursing actions and documenting them
4. Measuring the patient’s response to nursing interventions and his or her progress toward
achieving goals occurs during which phase of the nursing process?
a. Planning b. Evaluation
c. Assessment d. Nursing diagnosis
5. Evaluation is:
a. Only necessary if the health care provider orders it
b. An integrated, ongoing nursing care activity
c. Begun immediately before the patient’s discharge
d. Performed primarily by nurses in the quality assurance department
B. Match the following terms that relate to diagnostic conclusions

1. Medical diagnosis a. The clinical criteria or assessment findings that
support the nursing diagnosis

2. Collaborative problem b.. Describes human responses to health conditions or life
processes that exist in an individual, family, or community

3. Defining characteristics  ¢. Identification of a disease condition

4. Actual nursing diagnosis  d.. Actual or potential physiological complication that

is monitored in collaboration with others
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5. Risk nursing diagnosis e. Human responses to health conditions that may
possibly develop in a vulnerable individual, family,
or community

6. Nursing process f. Fundamental blueprint for how to care for a

' patient

C. Translate the following into English

1. R T 2. PERVEAY
3. PELZ W 4. it

5. FW TR 6. Fi iR
7. U i =R 8. i HERAS
9. IR R 10. 1 FE§# )it
11, H AR v 12. T3] H #5
13. B AEPE )8 14, EETHRI

D. Translate the following sentences into Chinese

1. Objective data are observations or measurements of a patient’s health status. Inspecting
the condition of a surgical incision or wound, describing an observed behavior, and measuring
blood pressure are examples of objective data.

2. The timely, thorough, and accurate documentation of facts is required in recording patient data.

3. Diagnostic conclusions include problems treated primarily by nurses (nursing diagnoses)
and those requiring treatment by several disciplines (collaborative problems).

4. A risk nursing diagnosis describes human responses to health conditions or life processes
that may develop in a vulnerable individual, family, or community.

5. A wellness nursing diagnosis is a clinical judgment of a person’s, family’s, or
" community’s motivation, desire, and readiness to increase well-being and actualize human health

potential as expressed in their readiness to enhance specific health behaviors.

E. Charting and documentation: in pairs, discuss your own opinions about nursing
process based on the following chart.

Nursing Process Focus: Patients Receiving Regular Insulin

Assessment Potential Nursing Diagnoses
* Assess vital signs. * Risk for Injury (hypoglycemia), related to
* Assess blood glucose level. adverse effects of drug therapy

» Assess appetite and presence of any symptoms | ¢ Deficient Knowledge, related to need for
that indicate the patient will not be able to | self injection

consume or retain next meal. * Risk for Imbalanced Nutrition, related to
» Assess patient's knowledge of insulin and | adverse effects of drug therapy

insulin administration.
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Planning: Patient Goals and Expected Outcomes

- The patient will:
» Demonstrate knowledge of symptoms of complication of drug therapy including irritability,
dizziness, diaphoresis, hunger, behavior changes and changes in level of consciousness.
» Demonstrate ability to self-administer insulin.
* Demonstrate understanding of lifestyle modifications necessary for successful maintenance
of drug therapy.

Implementation

Interventions and Rationales

Patient Education/Discharge Planning

Increase blood glucose monitoring if patient
is experiencing fever, nausea, vomiting, or

diarrhea. (Illness may increase insulin need.)

*Instruct patient to increase blood glucose
monitoring when experiencing fever, nausea,
vomiting or diarrhea, as illness usually

requires adjustments in insulin doses.

*Monitor blood pressure and pulse. (Increased
pulse and blood pressure are early signs of
hypoglycemia or renal dysfunction.)

Teach patient and caregivers:
* to take the patient's blood pressure and pulse.

* to report significant changes to the healthcare

provider.

Evaluation of Outcome Criteria

Evaluate the effectiveness of drug therapy by confirming that patient goals and expected

outcomes have been met.

(Note from Copyright©1995-2010, Pearson Education, Inc., publishing as Pearson Prentice Hall Legal and Privacy Term
shttp://wps.prenhall.com/wps/media/objects/1148/1175965/Ch40NPF.pdf, 2014-2-16)

Passage Two

Common Knowledge in Fundamentals of Nursing

Introduction

The nursing profession is always responding to dynamic change and continual challenges.
Today nurses need a broad knowledge to provide care. More importantly, nurses require the
ability to know how to apply best evidence in practice to assure the best outcomes for their
patients. Fundamentals of nursing aim at the foundation knowledge and practice skills of nursing
profession.

Health and illness

Nurse’s primary role, as caregiver, is to promote health, prevent illness, restore health
and facilitate coping so as to maximize wellness of all people at each stage of life span, in any
setting, and in both health and illness. Health is central to nursing. It is one of the four essential
concepts-person, environment, health, and nursing, in nursing science. Wellness is more than just

good health. It is an active process in which individual’s progress toward the maximum potential



