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1.1: Introduction

In health care, the use of effective and safe infection prevention and control practices is everyone’s responsibility. Infection
prevention and control guidelines are mandated in hospitals to protect patients, health care personnel, and families from the
transmission of organisms that cause infections. This chapter will review the principles of infection prevention and control
practices, and the use of additional precautions and personal protective equipment to control and prevent the spread of infection
in acute health care settings. The chapter also will explore surgical asepsis, the principles of sterile technique, and procedures
related to sterile technique in the operating room and during invasive procedures.

Learning Objectives

e Define infection prevention and control practices, and list the principles and practices of infection control and prevention

e Explain how to perform hand hygiene using soap and water and alcohol-based hand rubs

e Describe how and when to use additional precautions and personal protective equipment

e Explain the difference between the three types of additional precautions: contact, airborne, and droplet

e Define blood or body fluid exposure and the steps to take if exposed

e Describe when surgical asepsis and sterile technique are used

e Explain the principles of sterile technique

e Describe how to perform various procedures such as surgical hand scrub, applying sterile gloves, and preparing a sterile field

This page titled 1.1: Introduction is shared under a CC BY 4.0 license and was authored, remixed, and/or curated by via source content that was
edited to the style and standards of the LibreTexts platform.
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1.2: Infection Prevention and Control Practices

Infection prevention and control (IPAC) practices are evidence-based procedures and practices that can prevent and reduce
disease transmission, and eliminate sources of potential infections (PIDAC, 2012). When used consistently, IPAC practices will
prevent the transfer of health care associated infections (HAIs) in all health care settings. HAIs, also known as nosocomial
infections, are infections that occur in any health care setting as a result of contact with a pathogen that was not present at the
time the person infected was admitted (World Health Organization[WHO], 2009a).

Two types of techniques are used to prevent infection in the hospital setting. The first, medical asepsis, or clean technique,
has been used in the past to describe measures for reducing and preventing the spread of organisms (Perry, Potter & Ostendorf,
2014). The second, sterile technique, also known as sterile asepsis, is a strict technique to eliminate all microorganisms
from an area (Perry et al,, 2014). When a patient is suspected of having or is confirmed to have certain pathogens or clinical
presentations, additional precautions are implemented by the health care worker, in addition to routine practices (PIDAC,
2012). These additional precautions are based on how an infection is transmitted, such as by contact, droplet, or air. Additional
precautions use personal protective equipment (PPE), such as gowns, eyewear, face shields, and masks, along with environmental
controls to prevent transmission of infection.

To reduce, and prevent the spread of, HAIs, routine practices, a system of recommended IPAC practices, are to be used
consistently with all patients at all times in all health care settings (Public Health Agency of Canada [PHAC], 2012b). The principles
of routine practices are based on the premise that all patients are potentially infectious, even when asymptomatic, and IPAC
routine practices should be used to prevent exposure to blood, body fluids, secretions, excretions, mucous membranes, non-intact
skin, or soiled items (PIDAC, 2012).

To learn the steps for routine practices, see Checklist 1.

Checklist 1: Routine Practices

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

e Routine practices must be used by all health care professionals, at all times, with all patients/residents/clients in all
health care settings. Routine practices will prevent transmission of microorganisms from patient to patient, patient to
staff, staff to patient, and staff to staff.
e The presence of a pathogen does not predict the onset of an infection. The chain of infection must be present. If the
chain of infection is broken, an infection will not occur. Routine practices are used to break or minimize the chain of
infection.
e Be aware of factors that increase a patient’s risk of becoming colonized or infected in the hospital. Increased acuity,
advanced age, use of invasive procedures, immunocompromised state of the patient, greater exposure to
microorganisms, and an increased use of antimicrobial agents and complex treatments are common risk factors.
e Reduce patient susceptibility to infection by encouraging immunizations, providing adequate rest and nutrition, and
protecting the body’s defences from infection (cover open wounds, keep drainage systems closed and intact, maintain
skin integrity).
e HAIs can cause symptoms ranging from asymptomatic colonization to septic shock and death, resulting in increased
suffering for patients and increased health care costs for Canadians. Ensure additional precautions guidelines are
followed for all suspected and confirmed cases of infections and communicable diseases.
e The most common sites for HAIs are the urinary and respiratory systems, and central line-associated bloodstream
infections. Consider practices that will reduce infections related to these systems.
e The most common types of HAIs in Canada are methicillin-resistant Staphylococcus aureus (MRSA), vancomycin-
resistant Enterococci (VRE), and Clostridium difficile (CDI). Ensure all health care providers and visitors follow the
additional precautions policies.

©@® 3 (1.2.1)
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Steps

Additional Information

1. Complete a risk assessment to determine your need for
PPE (gown, clean gloves, mask, face shield, or eyewear).

Consider: Will your face, hands, skin, mucous membranes, or
clothing be exposed to blood, excretions, or secretions, either by
spray, coughing, or sneezing?

Will you have contact with the patient’s environment/surfaces?

Is an infection or communicable disease suspected or
confirmed?

2. Perform hand hygiene (hand washing) following hospital
policy.

Hand hygiene is considered the most important and effective
measure to prevent HAIs.

HAIs are most commonly spread by the hands of health care
workers, patients, and visitors.

Health care workers, patients, and visitors spread about 80% of
all HAIs.

Always perform hand hygiene after using the washroom, coughing,
or sneezing, and before and after eating.

Using an alcohol-based hand rub (ABHR) is the recommended
method for hand hygiene if hands are not visibly soiled.

3. Follow proper cleaning or disinfecting procedures of
patients and the environment (room etiquette). These
environmental controls will control the site or source of
microorganism growth.

Dispose of soiled linens and dressings in appropriate receptacle
bin.

Avoid contact of soiled item with uniform.

Clean contaminated objects and sterilize or disinfect equipment
and patient rooms according to agency policy.

Discard any item that touches the floor.

Control sources of wound drainage and body fluids; change soiled
dressings.

Avoid shaking bed linen or clothes; dust with a damp cloth as
required. Microorganisms can be expelled through the air and
inhaled by patients and health care workers.

Provide all persons with their own linen and personal items.
Place syringes in designated puncture-proof containers.

Keep table surfaces dry and clean.

Empty and dispose of drainage containers as per agency policy.

©@®
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4. Follow respiratory etiquette.

Wear a mask if coughing or sneezing.

Wear a mask if suffering from a respiratory condition, and
consider staying home.

Avoid talking, sneezing, or coughing over open wounds and sterile
dressings.

Practise coughing or sneezing into your upper arm, not your
hands.

Follow hospital policies related to creating healthy workplaces.

Do not come to work ill or with symptoms of a communicable
disease (flu or cold) that puts co-workers or patients at risk.

5. Wear clean gloves for appropriate activities based on a
risk assessment. Use clean gloves when handling all blood
and body fluids.

Follow recommendations for assessing each situation and the need
for clean gloves.

Improper glove use has been linked to the transmission of
microorganisms. Do not wear gloves for activities that do not pose
a risk, such as feeding or taking blood pressure.

Clean gloves are task specific and for single use only.

Handle all blood, body fluids, and laboratory specimens as if
infectious.

Always perform hand hygiene after taking off clean gloves to
reduce the potential of contamination from pathogens on gloves.

6. Use additional precautions guidelines for suspected or
known infections or communicable diseases. Use PPEs
based on mode of infection transmission (contact, droplet,
or airborne).

Follow agency guidelines essential to prevent and reduce
transmission of infections.

Single rooms, cohorting (placing patients with the same
infections in the same room if a private room is not available),
restricting visitors, and implementing additional environmental
controls may be required.

Provide instruction/signage for appropriate use and disposal of
PPE for visitors, patients, and all health care workers.

Remove PPE immediately after single use and perform hand
hygiene.

7. Do not eat or drink in the patient/client or resident areas.

Eating and drinking increases the risk of transmission of infection
between health care providers and patients.

8. Use avoidance procedures/actions to minimize the risk
of infection transmission.

If a patient has uncontrolled diarrhea, wear a gown when changing
linen to prevent contamination of clothing and hands.

If a patient is coughing, sit next to, rather than in front of, the
patient when talking to that patient.

Data source: CDC, 2007, 2014; Perry et al., 2014; PIDAC, 2012; PHAC, 2012b, 2013
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Critical Thinking Exercises

1. Name four environmental procedures that can break the chain of infection.
2. What types of patents are at an increased risk for an HAI?
3. How can health care providers reduce patient susceptibility to infection?

This page titled 1.2: Infection Prevention and Control Practices is shared under a CC BY 4.0 license and was authored, remixed, and/or curated
by via source content that was edited to the style and standards of the LibreTexts platform.
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1.3: Hand Hygiene and Non-Sterile Gloves

Hand Hygiene

Hand hygiene is the most important part of practice for health care workers and is the single most effective way to stop the
spread of infections; failure to properly perform hand hygiene is the leading cause of HAIs and the spread of multi-drug-resistant
organisms (MDROs) (BC Centre for Disease Control, 2814; WHO, 2009a). Hand hygiene is a general term used to describe any
action of hand cleaning and refers to the removal or destruction of soil, oil, or organic material, as well as the removal of microbial
contamination acquired by contact with patients or the environment. Hand hygiene may be performed using an alcohol-based
hand rub (ABHR) or soap and water. A surgical hand scrub is also a method of hand hygiene (WHO, 2009a).

To break the chain of infection, there are five key moments at which to perform hand hygiene when working in health care, as
outlined in Checklist 2 and illustrated in Figure 1.1.

Checklist 2: Five Key Moments in Hand Hygiene

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

o If contact dermatitis occurs, use soap and water for hand hygiene.

e Instruct patients and family on the importance of hand hygiene, proper technique, and ways to incorporate routines into
everyday practice.

e Certain practices can increase the risk of skin irritation and should be avoided. For example, washing hands regularly with
soap and water immediately before or after using an alcohol-based product is not only unnecessary but may lead to
dermatitis.

e Always wash hands whenever in doubt.

Key Moments Additional Information

1. Before initial contact with patient/client/resident or | Before touching a patient (e.g., feeding, toileting, or personal care)
environment contact
Before touching the patient’s environment
Before adjusting an IV rate

Before taking a pulse or blood pressure

©@® 7 (1.3.1)



LibreTexts"

2. Before any clean (routine) or aseptic (sterile)
procedure

Before applying clean or sterile gloves
Before performing a sterile dressing change
Before feeding a patient

Before performing oral/dental care

Before inserting eye drops

Before inserting Foley catheter

Before preparing medication

3. After blood or body fluid risk/exposure

After contact with body secretions, mucous membranes, or non-intact
skin

After glove removal (clean or sterile gloves)
After handling waste (urine, drainage, wound care)
After wound care or a sterile procedure

When moving from a contaminated area on the body to a non-
contaminated area

4. After contact/touching the patient/client/resident

After taking a blood pressure or pulse, touching a urinary catheter, or
feeding or dressing a patient

5. After contact with the patient’s/client’s/resident’s
environment

After touching a bed table or bathroom light
After touching personal toiletries

After touching walkers or wheelchairs
After touching electronic IV devices

After taking blood pressure or pulse

After changing bed linen

Data source: Kampf & Loffler, 2003; WHO, 20093, 2009b
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Figure 1.1 Five moments in hand hygiene

Safety Alert: Factors that Reduce Hand Hygiene Effectiveness

Jewellery: Rings and bracelets increase microbial count on hands. Rings also increase the risk of torn or pierced gloves.
Jewellery should not be worn during patient care (Longtin, Sax, Allegranzi, Schneider, & Pittet, 2011). All jewellery must be
removed. In an instance where a bracelet may not be removed due to religious reasons, the bracelet may be pushed as high
as possible above the wrist before performing hand hygiene.

Skin integrity: The condition of the hands can influence the effectiveness of hand hygiene, and proper skin care is essential
for infection control (Bissett, 2007). Skin cracks, dermatitis, or cuts can trap bacteria and may place patients at an increased
risk (CDC, 2007). Inspect hands for cuts and open sores, and cuticles for tears. Open cuts, sores, or abrasions should be
covered prior to starting work. Use barrier creams and lotion after patient care to keep skin healthy and hydrated.

Artificial nails and nail extenders: Artificial nails and nail extenders increase the viral load of bacteria up to nine times
compared with bacteria found on hands. Extenders or artificial nails are not recommended for health care workers (Kennedy,
2013).

Nail length: Nails should be a maximum of 1/4-inch long and should not extend past the end of the finger (Patrick & Van
Wicklin, 2812). Most microbes on hands come from under the fingernails. Subungual areas (under the fingernails) can harbour
higher concentrations of microorganisms (Kennedy, 2013). In addition, long nails are harder to clean and may lead to more
frequent puncture in gloves from the thumb and forefinger (Patrick & Van Wicklin, 2012).

Nail polish: Nail polish should be freshly applied and be free from chips or cracks. Studies have shown that chipped nail
polish and polish older than four days can harbour microorganisms (Patrick & Van Wicklin, 2812).

Water temperature and products: Warm water removes less protective oils than hot water, whereas hot water increases the
likelihood of skin damage (WHO, 200%a). To prevent contamination, products must be dispensed in a disposable pump
container that is not topped up. An adequate amount of soap is required to dissolve fatty materials and oils from hands as
water alone is not sufficient to clean soiled hands (WHO, 2009a).

How to Wash Hands: Types of Hand Hygiene

Two types of hand hygiene are commonly used in the health care setting: hand hygiene with an alcohol-based hand rub (see
Figure 1.2) and hand hygiene with soap and water.

©@® 9 (1.3.3)
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Figure 1.2 Alcohol-based
hand rub

Alcohol-based hand rub (ABHR) is a product containing 60% to 908% alcohol concentration and is recommended for hand
hygiene in health care settings (CDC, 2012). ABHR is the preferred method of hand hygiene and is more effective than washing
hands with soap and water (WHO, 2009a). ABHRs:

¢ Kill the majority of germs (including viruses) from hands

e Require less time to use than soap and water (20 to 30 seconds)

e Are easy to use and have high levels of availability at the point of care
e Provide better skin tolerability

See Checklist 3 for the steps to take when washing hands with ABHR.

Checklist 3: Hand Hygiene with ABHR

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

e Do not use in combination with soap and water. This practice may increase skin irritation.
¢ Use ABHR that contains emollients (oils) to help reduce skin irritation and overdrying.
¢ Allow hands to dry completely before initiating tasks or applying clean or sterile gloves.
¢ ABHR may be used for all five moments in hand hygiene (see Checklist 2) as long as hands are not contaminated or
visibly soiled.
e DO NOT use ABHR if patient is suspected to have or confirmed with Clostridium difficile, norovirus, or Bacillus anthracis.
ABHR will not kill spore-forming pathogens.

©@® 10 (1.3.4)
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Steps

Additional Information

1. Remove all jewellery on hands. Apply 1to
2 pumps of product into palm of dry hands.

Remove jewellery
Product should not be applied to wet hands, as this will dilute the product.

Enough product should be applied to thoroughly wet hands and fingers for the
entire procedure of 20 to 30 seconds.

Apply ABHR onto hands

Always follow the manufacturer’s guidelines.

2. Rub hands together, palm to palm.

Rubbing hands together ensures palm surfaces are covered by the product.

Rub alcohol over entire
surface of palms

©@®
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3. Rub the back of the hands.

Rubbing the back of the hands allows all surfaces of the fingers to be exposed to the
product.

Rub back of hands

4. Rub the alcohol between all the fingers
to cover all the fingers.

Rubbing between the fingers allows all surfaces of the hands to be exposed to the
product.

Rub between the fingers

5. Press fingertips into the palm of
opposing hand and rub back and forth.

Pressing fingertips into opposing palms and rubbing ensures fingertips and nails
are exposed to the cleaning product. Nails harbour more bacteria than do hands.

Clean with ABHR under the
fingernails

©@®
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6. Rub each thumb in a circle in the palm
of the opposite hand.

Rubbing each thumb provides complete coverage of the product on the thumb.

Clean the surface of thumb

7. Rub hands together until they are dry. Do | Rubbing hands together provides adequate time for the alcohol to dry. The minimum
not use a paper towel to dry hands. time required for proper rubbing technique when using ABHR is 20 to 30 seconds.

Rub hands until dry

8. Hands are now safe to use.

Clean hands

Data source: CDC, 2012; PIDAC, 2012; PHAC, 2012b; WHO, 20093, 2009b

Hand Hygiene with Soap and Water

Hand hygiene with water requires soap to dissolve fatty materials and facilitate their subsequent flushing with water. Soap must
be rubbed on all surfaces of both hands followed by thorough rinsing and drying, Water alone is not suitable for cleaning soiled
hands (WHO, 2009%a). The entire procedure should last 40 to 60 seconds and should use soap approved by the health agency.
See the steps in Checklist 4.

©® 13 (1.3.7)
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Checklist 4: Hand Hygiene with Soap and Water

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

e Always wash hands with soap and water if hands are visibly dirty or soiled.
e When working with patients where Clostridium difficile (CDI), norovirus, or Bacillus anthracis is suspected or confirmed,
soap and water must be used. CDI can remain dormant on surfaces for long periods of time.
e Always use soap and water if hands are exposed to blood or body fluids.
e Multi-step rubbing techniques using soap and water are required to promote coverage of all surfaces on hands. Friction
and rubbing are required to remove oil and debris from hands.

Steps Additional Information

1. Remove all jewellery. Wet hands with warm water.

Remove jewellery

A comfortable temperature of water should be used. Hot water may
damage skin.

0

Regulate water temperature

©@® 14 (1.3.8)
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2. Apply 1to 2 pumps of soap.

Enough soap should be used to lather the palms, back of hands, fingers,
and thumbs.

Dispense soap

3. Lather soap and rub palms together.

Ensure all surfaces of the palms are covered with soap, using friction to
remove debris and oil.

Lather hands with soap and water

4. Rub in between fingers and around fingers.

Ensure all surfaces of the fingers are covered with soap, using friction
to remove debris and oil.

Rub hands to remove debris
and oil

©@®
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5. Rub the back of each hand with the palm of the
opposite hand.

Ensure all surfaces on the back of the hands are covered with soap,
using friction to remove debris and oil.
T

Rub the back of the hands

6. Press and rub fingernails and fingertips into the palm
of the opposite hand.

Ensure all surfaces around the fingertips are covered with soap, using
friction to remove debris and oil.

Clean tips of fingers and
underneath nailbeds

7. Rub each thumb in a circle with the palm of the
opposite hand.

Ensure all surfaces around the thumbs are covered with soap, using
friction to remove debris and oil.

Clean around the thumb up
to the wrist on both hands

©@®
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8. Rinse hands under water by keeping fingers pointing [ Rinsing in this way allows the oil and debris to be washed off the hands
downward toward the drain. and down the drain.
TR

Rinse soap and water off
hands

9. Pat hands dry using clean paper towel. Use a gentle action to prevent skin irritation.

e —

Dry hands

10. Using a clean paper towel, turn off faucet. Using a paper towel prevents re-contamination of hands by touching
dirty faucet handles.

Turn off faucet with dry paper
towel

©® 17 (1.3.11)
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11. Hands are now safe to use.

Clean hands

Data source: Accreditation Canada, 2013; CDC, 2014; PHAC, 2012a; WHO, 2009a

Non-sterile (Clean) Gloves

Both hand hygiene and clean glove use are strategies to prevent transmission of infections through hand contact. In the context
of patient care, it makes sense to think of glove use and hand hygiene as complementary strategies to prevent transmission of
pathogens. Gloves are critical to prevent the transmission of organisms when hand hygiene alone is not enough in an outbreak
such as Clostridium difficile or the norovirus, or when a patient has a suspected or known pathogen. Studies have shown that
gloves reduce transmission of microbes from the hands of health care workers (PIDAC, 2012).

Non-sterile gloves are single use and should be applied:
o Before an aseptic procedure
e When anticipating contact with blood or body fluid, non-intact skin, secretions, excretions, mucous membranes, or
equipment/environmental surfaces contaminated with the above blood or body fluids
¢ When in contact with a patient or patient equipment/environment during additional precautions
Non-sterile gloves should be removed:
e If gloves are damaged and integrity is compromised
e When contact with blood, body fluid, non-intact skin, or mucous membranes has ended

¢ When contact with a single patient and that patient’s surrounding or a contaminated body site on a patient has ended
e When there is an indication for hand hygiene

See Checklist 5 for steps on how to apply non-sterile gloves.
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Checklist 5: Applying Non-Sterile Gloves

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

Hands must be clean and dry before putting on gloves. Gloves do not replace the need for hand hygiene.

Hand hygiene must be performed every time gloves are removed. Gloves are not completely free of leaks or 190% tear-
proof, and hands may become contaminated when gloves are removed.

Gloves are for single patient use and must be removed after caring for one patient. Reuse of gloves has been associated
with transmission of antibiotic-resistant organisms.

Change or remove gloves if moving from a contaminated site to a non-contaminated site on the same person or if
touching the environment.

Wear gloves that fit properly. Different sizes are available.

Gloves must be removed immediately and discarded in a waste bin after the activity for which they were used and before
exiting a patient’s environment.

Gloves are not required for health care activities where contact is limited to intact skin, such as taking blood pressure.
Indiscriminate or improper glove use (e.g., wearing gloves all the time) has been linked to transmission of pathogens.
Gloves should fit snugly around wrists and hands for use with a gown to provide a better skin barrier.

Steps Additional Information

1. Perform hand hygiene.

Hand hygiene with ABHR

2. Select the appropriate size of non-sterile gloves. Remove gloves one at a time out of the
box, touching only the top of the cuff.

Remove gloves from box
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3. Put hand through opening and pull up to the wrist.

Apply first glove

4., Repeat procedure with the second hand.

Apply second glove

5. Adjust gloves to cover wrists or gown as required.

Prevents the contamination of the
wrists.

6. Complete care as required.

Non-sterile gloved hands

How to Remove Gloves

1. Grasp glove on the outside about 1/2 inch below the cuff (edge of the glove opening). Do
not touch the wrist with the other hand.

2 inch below the cuff

Grasp glove on the outside
1/2 inch below the cuff
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2. Pull down glove, turning it inside out. Hold the inside-out glove in the gloved hand.

Pull glove off ...

... inside out

3. Gather the inside-out glove in the gloved hand.

Gather inside-out glove in
remaining gloved hand

4. Insert finger of the bare hand under the cuff of the gloved hand.

Insert finger under cuff of
gloved hand
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5. Pull down the glove until it is inside out, drawing it over the first glove.

Remove second glove

6. Discard gloves in a garbage container. This step reduces the spread of
microorganisms.

Discard used non-sterile
gloves

7. Perform hand hygiene. This step reduces the spread of
microorganisms.

Hand hygiene with ABHR

Data source: Braswell & Spruce, 2012; PIDAC, 2012; Poutanen, Vearncombe, McGeer, Gardam, Large, & Simor, 2005; PHAC,
2012a; WHO, 2009a

Latex Allergies and Non-sterile (Clean) Glove Use

A latex allergy is a reaction to the proteins in natural rubber latex (American Academy of Allergy, Asthma and Immunology,
2014). When people come in contact with latex, an allergic reaction may occur. Most reactions are mild (asthma-like symptoms or
contact dermatitis), but there are some rare severe cases (reactions). Many hospitals have moved away from using latex gloves,
but latex is commonly used in many health care products such as IV tubing, urinary catheters, syringes, dressings, and bandages.
People at risk for developing a latex allergy are:
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e Health care workers and others who frequently wear latex gloves

e People who have had many surgeries (10+)

e People who are often exposed to natural rubber latex

e People with other allergies, such as hay fever (allergic rhinitis), or allergies to certain foods

Note that powdered latex gloves have also been associated with latex allergies. If an allergy to latex exists, the best treatment is
to avoid latex and use a medical alert bracelet to inform others of the allergy (PIDAC, 2012).

Critical Thinking Exercises

1. Name four factors that decrease the effectiveness of hand hygiene.
2. What are two ways to reduce or prevent skin irritation with hand hygiene or non-sterile (clean) glove use?

This page titled 1.3: Hand Hygiene and Non-Sterile Gloves is shared under a CC BY 4.0 license and was authored, remixed, and/or curated by
via source content that was edited to the style and standards of the LibreTexts platform.
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1.4: Additional Precautions and Personal Protective
Equipment (PPE)

Certain pathogens and communicable diseases are easily transmitted and require additional precautions to interrupt the spread
of suspected or identified agents to health care providers, other patients, and visitors (PIDAC, 2012). Additional precautions are
used in addition to routine precautions and are defined by how a microorganism is transmitted (Perry et al., 2014).

Types of Additional Precautions

There are three categories of additional precautions: contact precautions, droplet precautions, and airborne precautions.

Contact precautions are are the most common type of additional precautions. They are used in addition to routine practice
for patients who are known or suspected to be infected with microorganisms that can be transferred by direct (touching) or
indirect (shared equipment) contact. Types of organisms in this category are antibiotic-resistant organisms (AROs) such as
methicillin-resistant Staphylococcus aureus (MRSA), vancomycin-resistant Enterococci (VRE), extended spectrum beta-
lactamase (ESBL), Clostridium difficile (CDI), carbapenemase-producing organisms (CPO), diarrhea, and scabies. AROs are
also known as multi-drug-resistant organisms (MDROs).

Droplet precautions are used in addition to routine practices for patients who are known or suspected to be infected with
microorganismes that are spread through the air by large droplets. Types of organisms and unconfirmed conditions in this category
include mumps, influenza, vomiting of unknown cause, norovirus, and unconfirmed cough.

Airborne precautions are used in addition to routine practices for patients who are known to have or are suspected of having an
illness that is transmitted by small droplet nuclei that may stay suspended in the air and be inhaled by others. These particles can
remain infectious for a long period of time when spread through the air. Types of organisms in this category include tuberculosis
(TB), measles, chicken pox (varicella), disseminated zoster, and severe acute respiratory syndrome (SARS).

Special considerations:

e Signage and accommodation: Signs must state the type of precaution required for the patient and be displayed on the
door or at the foot of the bed. Accommodation in a private room, or cohorting patients with the same type of infection, is
acceptable. Private bathrooms are preferred.

e Personal protective equipment (PPE): PPE is clothing or equipment worn to protect staff from catching or transmitting an
infection. Depending on the type of additional precaution, PPEs are required when performing patient care tasks and may
consist of a mask, gown, gloves, face shield, and/or eyewear.

e Consistent communication: Patients on additional precautions must be clearly identified on their patient chart or requisitions
to ensure all hospital personnel, departments, or other health care settings know what additional precautions to use.

e Visitor information: Visitors must be informed of the precautions and must wear the appropriate PPEs and follow the routine
practices for health care settings. Visitors also must wear the same PPEs as the health care provider if providing direct care
for the patient.

e Multiple additional precautions: Some microorganisms may be transmitted by more than one mode and, therefore, more than
one additional precaution is needed. For example, a patient with suspected or confirmed Ebola virus disease (EVD) would be
on contact and droplet precautions.

e Aerosol procedures: Aerosol-generating medical procedures (such as tracheostomy care, CPR, nebulized therapy) may
increase risk of transmitting infectious agents. Airborne precautions may be initiated during specific procedures when a
patient is suspected of having or confirmed to have TB.

Tables 1.1, 1.2, and 1.3. summarize the three categories of additional precautions.

Table 1.1 Contact Precaution Guidelines

PPE Private Room Visitors Patient Cleaning
Transport
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Gown,
gloves

Private room preferred or
cohort patients.

Must have own dedicated
equipment.

Gown and gloves must be worn if
providing direct care.

Must perform hand hygiene before
and after care.

Must not go into other patient
rooms.

Patient: none
required

Staff: gown
and gloves

Additional daily room cleaning
may be required.

Data source: PIDAC, 2012; PHAC, 20813; Siegal, Rhinehart, Jackson, & HICPAC, 2007

Table 1.2 Droplet Precautions

respirator after
exiting the room.

No immune-
compromised
persons to enter
room. Care providers
should have current
vaccines.

The room should have bathroom facilities.

The room must be a single room, preferably one
that is under negative pressure. When a negative
pressure room is unavailable, refer to your health
authority policy to determine whether a transfer to
another facility is mandated.

patient rooms.

PPE Private Room Visitors Patient Cleaning
Transport
Gloves, gown, and a Private room Gown, gloves, surgical masks, and eye protection | Patient: Additional daily
surgical mask if within two | preferred or are worn for all activities within two metres of the | gown, room cleaning
metres of the patient cohort. patient. surgical may be required.
mask
Must have The patient must wear a surgical mask when
own leaving the room.
dedicated
equipment. The door may remain open.
Strict adherence to hand hygiene must be
observed.
Gloves, gown, and surgical mask must be worn if
providing direct care. Must perform hand
hygiene before and after care.
Visitors may not go into other patient rooms.
Data source: PIDAC, 2012; PHAC, 2013; Siegal et al., 2007
Table 1.3 Airborne Precautions
PPE Private Room Visitors Patient | Cleaning
Transport
Must wear N95 Yes. Gloves, gown, and Patient: Additional
respirator prior to surgical mask required if | must wear | daily
entering room. Must have a negative pressure room. providing direct surgical room
care.Must perform hand mask cleaning
Strict adherence to | Must have own dedicated equipment. hygiene before and after may be
hand hygiene. care. Staff: required.
Keep the door closed whether or not the patient is N95
Must remove N95 in the room. Must not go into other mask
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Data source: PIDAC, 2012; PHAC, 2013; Siegal et al., 2007

Personal Protective Equipment (PPE)

Additional precautions require the use of personal protective equipment (PPE), which is equipment or clothing worn by staff
to prevent the transmission of infection from patient to staff or to family member (PIDAC, 2012). All PPE must be applied and
removed in a specific order to ensure the skin, nose, mouth, and eyes are covered to prevent transmission of infection to health
care providers. Depending on the type of additional precaution or risk assessment, a gown, goggles, face shield, and mask
(surgical or N95) may be used during patient care. Refer to Checklist 6 for steps to take when donning (putting on) PPE.

Checklist 6: Donning PPE

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

e The selection of PPE is based on the nature of the interaction with the patient and the likelihood of transmission of
infectious agents.
e PPE should be put on just prior to the interaction with the patient and should be removed immediately after the
interaction, followed by hand hygiene.
e Patients may feel depressed or lonely when isolated in a room or experiencing decreased contact with health care
providers. Support for individuals on isolation must be provided. Conversely, some patients may appreciate the privacy of
an individual room.

Steps Additional Information

1. Remove rings, bracelets, and watches. Perform hand

This prepares hands for direct patient care.
hygiene. = il

Perform hand hygiene
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2. Apply waterproof long-sleeved gown. Tie the neck and waist
strings.

Waterproof gown prevents any potential cross-contamination
from blood or body fluids onto forearms and body.

Apply waterproof gown

3. Apply surgical or N95 mask. Ensure the fit is secure with no
air leaks. Secure the metal band around the nose and pull
mask over chin as required.

Wearing a poor-fitting mask is the number one reason for
exposure to pathogens for health care providers.

Masks should be worn if provider is within two metres of a
coughing or sneezing patient or if there is a potential for spray
of secretions or excretions.

Surgical mask (left) and N95 mask (right)

Replace mask if it becomes wet or soiled.

Apply mask
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4. Apply goggles or face shield.

Goggles or a face shield prevents accidental exposure to eyes,
nose, and mouth. Goggles can be placed on top of eyeglasses.

Prescription glasses are not an alternative to goggles as they
do not protect the entire eye.

Apply goggles

5. Apply non-sterile gloves over top of the cuff of the gown.

Non-sterile gloves ensure complete coverage of skin on arms for
direct patient care.

Apply non-sterile gloves over top of
sleeves

Data source: Barratt, Shaban, & Moyle, 2011; PIDAC, 2012; PHAC, 2012b

See Checklist 7 for steps on how to doff or remove PPE.
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Checklist 7: Doffing PPE

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Steps

Additional Information

1. Remove gloves.

Grasp outer edge of glove by wrist and peel away from hand, rolling the glove inside out. Roll it into a ball in
gloved hand.

With the bare hand, reach under the second glove and gently peel down off the fingers.

Place bare finger under glove to avoid
contamination from glove

Drop glove into garbage bin.

Always perform hand hygiene after removing gloves. Gloves are not tear- or leak-proof. Hands may have
been contaminated upon removal of the gloves.

2. Perform hand
hygiene.

Clean hands if they feel or look dirty.

Perform hand hygiene
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3. Remove gown.

Remove gown in a manner that does not contaminate clothing. Starting at the neck ties, pull the outer
(contaminated) part forward and, turned inward, roll into a ball. Discard in appropriate receptacle bin.

Remove gown

4. Perform hand
hygiene.

Always perform hand hygiene after removing gown. Hands may have been contaminated upon removal of the
gown.

Perform hand hygiene

5. Remove eye
protection or face
shield.

Arms of goggles and the headband on the face shield are considered clean. Handle these only by the sides.
The front of the face shield or goggles is considered contaminated. Dispose them according to agency
policy.

Remove goggles
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6. Remove mask/ | Ties, earlobe loops, or straps are considered clean and may be touched. If tied, remove bottom tie first, then
N95 respirator. top tie. Remove ear loops or straps by leaning forward to allow the mask to slip off your face.

Dispose of the mask in the garbage bin.

Remove mask

7. Perform hand This step reduces the transmission of microorganisms.
hygiene.

Perform hand hygiene

Data source: Barratt et al., 2011; Perry et al., 2014; PHAC, 2012b; Siegal et al., 2007

Go through the Protecting Patti interactive activity to review donning and doffing.

Blood or Body Fluid (BBF) Exposure

A blood and body fluid (BBF) exposure is defined as an exposure to potentially infectious body fluids or blood through the
following methods: a puncture wound by a sharp object or needle (percutaneous exposure), from a body fluid/blood splash onto
your mucous membranes (permucosal exposure) or exposure through eczema, an open wound/skin or scratch (non-intact skin
exposure) (BCCDC, 2015).

Post-exposure management is only required when (1) percutaneous, permucosal, or non-intact skin is exposed to a BBF; (2) the
exposure is to blood or potentially infectious body tissue or fluid; (3) the source is considered potentially infectious (e.g., patient
is part of a high-risk group, exposure occurred in a high-risk setting, or patient has a positive test); and (4) the exposed person is
considered susceptible to HIV, hepatitis B, or hepatitis C. Checklist 8 explains what to do if exposed.
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Checklist 8: BBF Exposure

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

made by the physician to the exposed person.

exposed person.

e Evidence shows that antiretroviral therapy can reduce the transmission of HIV by 86%.
e The risks and benefits of the post-exposure immunoprophylaxis should be discussed and appropriate recommendations

o Despite the relatively low risk of infection from an exposure, the event is associated with stress and anxiety for the
e Seek advice from a physician at a hospital, walk-in clinic, or community clinic within two hours of any BBF exposure.

e Not all body fluids are implicated in transmission of viruses. Review the CDC guidelines to understand which body fluids
are implicated in transmitting HIV and hepatitis B and C.

Steps

Additional Information

1. Wash the exposed skin, mucous membrane, or eye.

Skin: Wash the area thoroughly with soap and water.

Mucous membranes or eye: Rinse area with water or normal saline.
Allow injury/wound site to bleed freely and then cover lightly.

Do not promote bleeding of percutaneous injuries by cutting,
scratching, or squeezing or puncturing the skin. This may damage

the skin and increase uptake of any pathogens.

Do not apply bleach or soak wound/injury in bleach.

2. Contact first aid for assistance and obtain proper
forms. These forms are also available in emergency
departments.

If unable to contact first aid, proceed to the emergency room.

3. Advise your supervisor or charge nurse of the
incident. Ask them to complete the required form and
return it to you.

This step allows for follow-up by the manager, in relation to a BBF
exposure.

4. A risk assessment should be completed within two
hours. Go to the emergency room or urgent care centre
and be assessed by a physician/NP.

Inform the department personnel that an occupational
BBF exposure has occurred. You will be assessed and
blood work will be drawn.

Emergency rooms or other health agencies are supplied with
antiretroviral kits from the BC Centre for Excellence in HIV/AIDS.

Physicians will assess your risk of exposure and the risk of
transmission from source.

5. Following treatment, return to your department and
report the incident according to agency policy.

This ensures that the proper procedure is followed and the incident
form is filled out to prevent or minimize further exposure.
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Data source: BCCDC, 2015

Critical Thinking Exercises
1. A family member has come into the health care setting to visit his mother, who has been admitted with chicken pox. List four

infection preventive measures to discuss with the family member.
2. How is PPE selected for patient care?

This page titled 1.4: Additional Precautions and Personal Protective Equipment (PPE) is shared under a CC BY 4.0 license and was authored,
remixed, and/or curated by via source content that was edited to the style and standards of the LibreTexts platform.
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1.5: Surgical Asepsis and the Principles of Sterile Technique

Surgical Asepsis

Asepsis refers to the absence of infectious material or infection. Surgical asepsis is the absence of all microorganisms within
any type of invasive procedure. Sterile technique is a set of specific practices and procedures performed to make equipment and
areas free from all microorganisms and to maintain that sterility (BC Centre for Disease Control, 2018). In the literature, surgical
asepsis and sterile technique are commonly used interchangeably, but they mean different things (Kennedy, 2013). Principles of
sterile technique help control and prevent infection, prevent the transmission of all microorganisms in a given area, and include
all techniques that are practised to maintain sterility.

Sterile technique is most commonly practised in operating rooms, labour and delivery rooms, and special procedures or
diagnostic areas. It is also used when performing a sterile procedure at the bedside, such as inserting devices into sterile areas
of the body or cavities (e.g., insertion of chest tube, central venous line, or indwelling urinary catheter). In health care, sterile
technique is always used when the integrity of the skin is accessed, impaired, or broken (e.g., burns or surgical incisions). Sterile
technique may include the use of sterile equipment, sterile gowns, and gloves (Perry et al.,, 2014).

Sterile technique is essential to help prevent surgical site infections (SSI), an unintended and oftentimes preventable
complication arising from surgery. SSI is defined as an “infection that occurs after surgery in the area of surgery” (CDC, 2010,
p. 2). Preventing and reducing SSI are the most important reasons for using sterile technique during invasive procedures and
surgeries.

Principles of Surgical Asepsis

All personnel involved in an aseptic procedure are required to follow the principles and practice set forth by the Association
of periOperative Registered Nurses (AORN). These principles must be strictly applied when performing any aseptic procedures,
when assisting with aseptic procedures, and when intervening when the principles of surgical asepsis are breached. It is the
responsibility of all health care workers to speak up and protect all patients from infection. See Checklist 9 for the principles of
sterile technique.

Checklist 9: Principles of Sterile Technique

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

e Hand hygiene is a priority before any aseptic procedure.

¢ When performing a procedure, ensure the patient understands how to prevent contamination of equipment and knows to
refrain from sudden movements or touching, laughing, sneezing, or talking over the sterile field.

e Choose appropriate PPE to decrease the transmission of microorganisms from patients to health care worker.

e Review hospital procedures and requirements for sterile technique prior to initiating any invasive procedure.

e Health care providers who are ill should avoid invasive procedures or, if they can’t avoid them, should double mask.
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Steps

Additional Information

1. All objects used in a sterile field must be sterile.

Commercially packaged sterile supplies are marked as sterile; other
packaging will be identified as sterile according to agency policy.

Check packages for sterility by assessing intactness, dryness, and expiry
date prior to use.

Any torn, previously opened, or wet packaging, or packaging that has been
dropped on the floor, is considered non-sterile and may not be used in the
sterile field.

2. A sterile object becomes non-sterile when
touched by a non-sterile object.

Sterile objects must only be touched by sterile equipment or sterile gloves.
Whenever the sterility of an object is questionable, consider it non-sterile.
Fluid flows in the direction of gravity. Keep the tips of forceps down during

a sterile procedure to prevent fluid travelling over entire forceps and
potentially contaminating the sterile field.

3. Sterile items that are below the waist level, or
items held below waist level, are considered to be
non-sterile.

Keep all sterile equipment and sterile gloves above waist level.

Table drapes are only sterile at waist level.

4. Sterile fields must always be kept in sight to be
considered sterile.

Sterile fields must always be kept in sight throughout entire sterile
procedure.

Never turn your back on the sterile field as sterility cannot be guaranteed.

5. When opening sterile equipment and adding
supplies to a sterile field, take care to avoid
contamination.

Set up sterile trays as close to the time of use as possible.
Stay organized and complete procedures as soon as possible.

Place large items on the sterile field using sterile gloves or sterile transfer
forceps.

Sterile objects can become non-sterile by prolonged exposure to airborne
microorganisms.

6. Any puncture, moisture, or tear that passes
through a sterile barrier must be considered
contaminated.

Keep sterile surface dry and replace if wet or torn.

7. Once a sterile field is set up, the border of one
inch at the edge of the sterile drape is considered
non-sterile.

Place all objects inside the sterile field and away from the one-inch border.

8. If there is any doubt about the sterility of an
object, it is considered non-sterile.

Known sterility must be maintained throughout any procedure.
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9. Sterile persons or sterile objects may only The front of the sterile gown is sterile between the shoulders and the waist,
contact sterile areas; non-sterile persons or items | and from the sleeves to two inches below the elbow.
contact only non-sterile areas.

Non-sterile items should not cross over the sterile field. For example, a
non-sterile person should not reach over a sterile field.

When opening sterile equipment, follow best practice for adding supplies
to a sterile field to avoid contamination.

Do not place non-sterile items in the sterile field.

10. Movement around and in the sterile field must | Do not sneeze, cough, laugh, or talk over the sterile field.
not compromise or contaminate the sterile field.
Maintain a safe space or margin of safety between sterile and non-sterile
objects and areas.

Refrain from reaching over the sterile field.

Keep operating room (OR) traffic to a minimum, and keep doors closed.
Keep hair tied back.

When pouring sterile solutions, only the lip and inner cap of the pouring

container is considered sterile. The pouring container must not touch any
part of the sterile field. Avoid splashes.

Data source: Kennedy, 2013; Infection Control Today, 2000; ORNAC, 2011; Perry et al., 2014; Rothrock, 2014

Critical Thinking Exercises

1. When should a sterile field be opened (under normal circumstances)?
2. What part of the sterile field is considered non-sterile?

This page titled 1.5: Surgical Asepsis and the Principles of Sterile Technique is shared under a CC BY 4.0 license and was authored, remixed,
and/or curated by via source content that was edited to the style and standards of the LibreTexts platform.
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1.6: The Operating Room Environment

The operating room (OR) is a sterile, organized environment. As a health care provider, you may be required to enter the OR
during a surgical procedure or to set up before a surgical procedure. It is important to understand how to enter an OR area and
how the OR area functions to maintain an sterile environment.

Members of the surgical team work hard to coordinate their efforts to ensure the safety and care of their patients. The surgical
team is in charge of the OR and makes decisions regarding patient care procedures. The OR environment has sterile and non-
sterile areas, as well as sterile and non-sterile personnel. It is important to know who is sterile and who not, and which areas in
the OR are sterile or non-sterile.

Sterile OR Personnel

e Surgeon
e Surgical assistant
e Scrub nurse

Non-sterile OR Personnel

e Anesthesiologist
e Circulating nurse
e Technologist, student, or observer

There are specific requirements for all health care professionals entering the OR to minimize the spread of microorganisms and
maintain sterility of the OR environment. Prior to entering the OR, show your hospital-issued ID and inform the person in charge
of the purpose of your visit. Refer to Checklist 10 for the specific steps to take before entering an OR.

Checklist 10: Entering the OR

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Steps Additional Information

1. Bring all required supplies to the OR. This step prevents the need to unnecessarily leave the restricted area.
Sterilize or disinfect them as required.
Movement in the OR should be kept to a minimum to avoid contamination of

sterile items or persons.

2. State the purpose of your visit to OR This step allows for clear communication with the health care team.
personnel and show your ID.

3. Artificial nails should not be worn, and Artificial nails, extenders, and chipped nail polish harbour more microorganisms
nail polish should be fresh (not more than than hands and can potentially contaminate the sterile area.
four days old) and not chipped.

4. Remove all jewellery. Wedding bands may | Jewellery harbours additional microorganisms and must be removed prior to a
be permitted under agency policy. surgical hand scrub.
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5. Don surgical attire (top and bottom). Surgical attire must be worn only in the surgical area to avoid contamination
Surgical attire must be worn only in the outside the surgical area.
surgical area. Tuck top into pants.

6. Cover shoes according to agency policy. Shoe covers will protect work shoes from accidental blood or body fluid spills in the
OR. Shoe covers must not be worn outside the OR area.

7. Perform a surgical hand scrub according | Surgical hand scrubs reduce the bacterial count on hands prior to applying sterile

to agency policy. gloves. Hands are kept above waist at all times.
8. Prior to entering the restricted or semi- Mask must cover nose, mouth, and chin for a proper seal. Mask should be changed
restricted area: if it becomes wet or soiled.

1. Apply mask. A surgical mask or N95 mask may be required, depending on whether the

2. Apply head covering to cover earrings, | patient is on additional precautions.
beard, and sideburns.
3. Once in the OR, introduce yourself to Knowing what area is sterile/non-sterile will prevent accidental contamination of
the surgical staff and inquire about the | sterile fields and delays in surgery.
sterile area and non-sterile areas.

Sterile persons/area

The sterile field should be created as close as possible to the time of use.
Covering sterile fields is not recommended.

Sterile areas should be continuously kept in view. An unguarded sterile field is
considered contaminated.

Sterile persons should keep well within the sterile area. Sterile persons should

pass each other back to back or front to front. A sterile person should face a
sterile area to pass it and stay within the sterile field.

Non-sterile person/area

A non-sterile person should stay at least one foot away from the sterile field, and
face the sterile field when passing it.

A non-sterile person should not walk between two sterile fields or reach over the
sterile field.

Data source: Kennedy, 2013; ORNAC, 2011; Perry et al., 2014; Rothrock, 2014

Critical Thinking Exercises

1. Why should the sterile field always be kept in sight by the scrub nurse or circulating nurse?
2. Name three health care providers who are considered sterile in the OR area.

This page titled 1.6: The Operating Room Environment is shared under a CC BY 4.0 license and was authored, remixed, and/or curated by via
source content that was edited to the style and standards of the LibreTexts platform.
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1.7: Sterile Procedures and Sterile Attire

Sterile procedures are required before and during specific patient care activities to maintain an area free from microorganisms
and to prevent infection. Performing a surgical hand scrub, applying sterile gloves, and preparing a sterile field are ways to prevent
and minimize infection during surgeries or invasive procedures.

Surgical Hand Scrub

Skin is a major source of microorganisms and a major source of contamination in the OR setting (CDC, 2010). Since skin cannot
be sterilized, members of the surgical team must wear sterile gloves. The purpose of the surgical hand scrub is to significantly
reduce the number of skin bacteria found on the hands and arms of the OR staff (Kennedy, 2013). A surgical hand scrub is an
antiseptic surgical scrub or antiseptic hand rub that is performed prior to donning surgical attire (Perry et al,, 2014) and lasts two
to five minutes, depending on the product used and hospital policy. Studies have shown that skin bacteria rapidly multiply under
surgical gloves if hands are not washed with an antimicrobial soap, whereas a surgical hand scrub will inhibit growth of bacteria
under gloved hands (Kennedy, 2013).

Types of surgical hand scrubs

Surgical hand scrub techniques and supplies to clean hands will vary among health care agencies. Most protocols will require
a microbial soap-and-water, three- to five-minute hand scrub procedure. Some agencies may use an approved waterless hand
scrub product. See Checklist 11 for the steps to follow when scrubbing with medicated soap.

Checklist 11: Surgical Hand Scrub with Medicated Soap

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

e All personnel entering the operating room (OR) or a specific sterile procedure must perform a surgical hand scrub.

e Hands must be free from rings, watches, and bracelets. Nails should be free from any nail enhancements, artificial
extenders, acrylics, wraps, and tips. Nail polish must be free from chips or cracks. Research shows that the amount of
bacteria is nine times higher on rings and on the skin beneath the fingernails.

e All skin on the forearm and hands (including cuticles) should be free from open lesions and breaks in skin integrity. Any
allergies to the cleansing products should be reported to the manager.

e If hands touch anything during cleaning, the entire procedure must be started from the beginning.
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Steps

Additional Information

1. Remove all jewellery.

Jewellery harbours microorganisms.

Remove jewellery

2. No artificial nails, extenders, or chipped nail polish should be
worn in the OR.

Artificial nails, extenders, and chipped nail polish can
harbour microorganisms.

3. Inspect hands for sores or abrasions; cover or report to
supervisor as required.

Open sores can harbour microorganisms.

4. Ensure sleeves are at least two to three inches above the
elbows.

This step prevents sleeves from becoming moist.

5. Clean hands with ABHR or soap and water to remove visible
debris.

Hand hygiene is recommended by the Association of
periOperative Registered Nurses (AORN).

Hand hygiene with ABHR

6. Turn on water.

Regulate the temperature of the water. Warm water is
recommended to prevent drying out of hands.
s i =

Wet hands

7. Apply the required amount of microbial soap to hands.

A good amount of soap is required to create lather for a
three- to five-minute scrub.
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8. Keeping hands above elbows, start timing; scrub each side of
each finger, between fingers, under each nail with a nail file, and
the back and front of hands for the recommended time, according
to agency policy.

Nail files work more effectively than a nail brush. Clean the
subungal area (under the fingernails) with a nail file. Nail
brushes are not recommended as they may damage the skin
around the nail.

9. Scrub the arms, using an up-and-down motion, keeping hands
above the elbows at all times. Wash each side of the arm from
wrist to elbow for one minute.

Keeping hands above the wrist allows for the
microorganisms to slide off the hands into the sink.

10. Repeat the entire process with the other hand and forearm.

Use an equal amount of time to wash each hand.

11. With hands raised, rinse hands and arms by passing them
through running water, letting the water drip down from the
fingertips to the elbow.

This step allows for all the soap to be rinsed off from
cleanest to dirtiest area.

12. Proceed into the operating room (keep hands above the waist),
and dry arms using a sterile towel, starting at the fingertips and
working down toward the forearms using a dabbing motion.

This step prevents contamination of the hands and adheres
to the principles of sterile technique.

Data source: ATI, 2015a; Bartlett, Pollard, Bowker, & Bannister, 2002; Kennedy, 2013; WHO, 2009a

Watch a video or demonstration to learn how to perform hand hygiene using the traditional hand scrub method.
Watch a video or demonstration to learn how to perform surgical hand scrub using an alcohol-based hand rub method.

Applying Sterile Gloves

Sterile gloves are gloves that are free from all microorganisms. They are required for any invasive procedure and when contact
with any sterile site, tissue, or body cavity is expected (PIDAC, 2012). Sterile gloves help prevent surgical site infections and
reduce the risk of exposure to blood and body fluid pathogens for the health care worker. Studies have shown that 18% to 35%
of all sterile gloves have tiny holes after surgery, and up to 88% of the tiny puncture sites go unnoticed by the surgeon (Kennedy,
2013). Double gloving is known to reduce the risk of exposure and has become common practice, but does not reduce the risk of

cross-contamination after surgery (Kennedy, 2013).

To apply sterile gloves, follow the steps in Checklist 12.

Checklist 12: Donning Sterile Gloves

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

e Choose the right size of gloves. Gloves come in multiple sizes. Make sure the gloves are tight enough so that objects are
easy to pick up.
e Sterile gloving does not replace hand washing. Hands must be washed before and after any procedure.
o Gather all supplies and prepare your patient for the procedure prior to applying gloves.
e Ensure the patient does not have a latex allergy prior to applying sterile gloves.
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Steps

Additional Information

1. Remove all jewellery.

Jewellery harbours more microorganisms than do hands.

Remove jewellery

2. No artificial nails, extenders, or chipped
nail polish should be worn.

Artificial nails, extenders, and chipped nail polish can harbour additional
microorganisms.

3. Inspect hands for sores and abrasions.
Cover or report to supervisor as required.

Open sores can harbour microorganisms.

4. Ensure sleeves are at least two to three
inches above the elbows.

This step prevents sleeves from becoming moist, and prevents the transfer of
microorganisms from the sleeves.

5. Clean hands with ABHR or soap and water.

This step decreases the bacterial count on hands and prevents contamination of
sterile equipment.

Hand hygiene with ABHR

6. Clean surface to open sterile field and
raise its height to waist level.

All sterile items must be kept above waist level.

©@®
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7. Inspect packaging for sterility. All sterile items must be checked for sterility prior to use. Always examine sterile
glove packaging for expiry date, intactness, and tears. The package should be dry.
Sterile gloves have outer packaging that must be removed prior to starting the
procedure of applying sterile gloves.

Inspect outer packaging

8. Open sterile packaging by peeling open Open sterile packaging without contaminating inner package.

the top seam and pulling down.

Open sterile glove packaging
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9. Place inner package on working surface
and open up to see right and left gloves.
Start with dominant hand first. Open
packaging.

Place inner packaging on clean surface

L1080
THoIH

Y L
. [/

Start with dominant hand

Open packaging
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10. Pick up glove for dominant hand by
touching the inside cuff of the glove. Do not
touch the outside of the glove. Pull glove
completely over dominant hand.

This step allows ease of application.

Grasp the glove of the dominant
hand

——..-"'ﬁ-_"‘—-__.—._-—.-

Insert hand into opening

—_— .

Pull glove on up to wrist

©@®
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11. Insert gloved hand into the cuff of the
remaining glove. Pull remaining glove on
non-dominant hand and insert fingers. Adjust
gloves if necessary.

This ensures proper fit of gloves.

Place gloved hand under the cuff

ST
S

Insert fingers

Pull glove up to wrist

12. Once gloves are on, interlock gloved
hands and keep at least six inches away from
clothing, keeping hands above waist level and
below the shoulders.

This step prevents the accidental touching of non-sterile objects or the front of
the gown.

Keep hands above waist level and away from
clothing

©@®
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13. To remove gloves, grasp the outside of the
cuff or palm of glove and gently pull the glove
off, turning it inside out and placing it into
gloved hand.

Doing this, prevents the contamination of the hand when removing glove.
2 inch below the cuff

Grasp the outside of the glove 1/2 inch
below the cuff

Turn glove inside out

Place inside-out glove in gloved hand

©@®
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14. Take ungloved hand, place fingers inside
the other glove, and pull glove off inside out.

This step prevents the contamination of gloved hand touching ungloved hand.

Insert finger under the cuff

Remove second glove inside out

15. Perform hand hygiene. This removes powder from the gloves, which can irritate the skin; it also prevents
contamination from potential pinholes in the gloves.

Hand hygiene with ABHR

Data source: ATI, 2015b; Berman & Snyder, 2016; Kennedy, 2013; Perry et al., 2014; Rothrock, 2014

Watch this Donning Sterile Gloves video for a demonstration on donning sterile gloves.

Setting up a Sterile Field

Aseptic procedures require a sterile area in which to work with sterile objects. A sterile field is a sterile surface on which to
place sterile equipment that is considered free from microorganisms (Perry et al., 2014). A sterile field is required for all invasive
procedures to prevent the transfer of microorganisms and reduce the potential for surgical site infections. Sterile fields can be
created in the OR using drapes, or at the bedside using a prepackaged set of supplies for a sterile procedure or wound care. Many
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sterile kits contain a waterproof inner drape that can be set up as part of the sterile field. Sterile items can be linen wrapped or
paper wrapped, depending on whether they are single- or multi-use. Always check hospital policy and doctor orders if a sterile
field is required for a procedure. See Checklist 13 for the steps for preparing a sterile field.

Checklist 13: Preparing a Sterile Field

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

e Check physician orders and hospital policy regarding procedure.
e Instruct patient how to assist throughout the procedure (e.g., lying still, not talking over the sterile field or touching sterile
objects).
o If required, check dressing on wound to assess for required supplies needed for the procedure.
¢ Offer analgesic and/or bathroom to ensure patient comfort throughout the procedure.
e Explain procedure to the patient and give an approximate time frame for completing the procedure.

Steps Additional Information
1. Perform hand hygiene, gather supplies, check Gathering additional supplies at the same time will help avoid
equipment for sterility, and gather additional supplies leaving the sterile field unattended. Prepackaged sterile kits may not

(gauze, sterile cleaning solution, sterile gloves, etc.). have all the supplies required for each procedure.

Hand hygiene with ABHR
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2. Place package on clean, dry, waist-level table.

A clean, dry surface is required to set up a sterile field.
Items below waist level are considered contaminated.

Prepare sterile field as close to the time of procedure as possible.

Place package on waist-high, dry,
clean surface

3. Remove the outside sterile packaging and discard.

This allows more space to set up a sterile field.

4. Grab the outer surface’s outermost tip (corner of folded
drape) and open the flap away from you.

The one-inch border on the sterile field is considered non-sterile.
Make sure your arm is not over the sterile field.

The inside of the sterile packaging is your sterile drape.

Stand away from your sterile field when opening sterile packaging.

Open first flap
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5. Grab the side flaps and open outwards, and let it lie flat
on the table.

Touch only the one-inch border on the sterile field. Do not reach over

the sterile field.

Second flap

Third flap

6. Grasping the outermost corner, pull the last flap toward
you, and lay it flat on the table.

This step creates an open sterile field.

Remove forceps prior to opening last
flap

Open last flap towards you
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7. Using sterile forceps, rearrange sterile equipment on This step saves time for completing sterile procedure; it also limits
the sterile field in order of usage. the amount of time the sterile field is exposed to air.
I

Arrange sterile items on
field

Sterile field

Adding Sterile Items to a Sterile Field
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8. Supplies can be opened (following packaging
directions), then gently dropped onto the sterile field.

Gently drop items onto the sterile field or use sterile forceps to place
sterile items onto the field.

If using equipment wrapped in linen, ensure sterility by checking
the tape for date and to view chemical indicator (stripes on the
tape ensure sterility has been achieved).

When using paper-wrapped items, they should be dry and free from
tears. Confirm expiry date.

Do not flip or toss objects onto the sterile field.

Add sterile items to sterile field

Add sterile supplies
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9. Add solution to the sterile tray by pouring the solution Do not touch the edge of the solution receptacle. Place the
carefully into the receptacle: receptacle near the edge of the sterile field.

o Verify solution and expiry date.

e Open cap and place face up on non-sterile surface.

e Hold bottle two inches above receptacle and pour
the required amount slowly and without splashing.

e If bottle is multi-use, recap and label it with the
date and time of opening. Most sterile solutions are
good for 24 hours.

Sterile solution

Add sterile solution to the sterile field

This ensures the sterility of the solution and the use of the correct
solution.

It also ensures the bottle of solution does not come in contact with
the sterile field.

Lastly, it verifies the type of solution required for the procedure.
Be careful not to drip solution onto the sterile field, causing

contamination. (When liquid permeates a sterile field it is called
strike through.)

Data source: ATI, 2015c; Berman & Snyder, 2016; Kennedy, 2013; Perry et al., 2014; Rothrock, 2014

Read this Surgical Aseptic Technique and Sterile Field PDF for information about surgical asepsis and setting up a sterile field at
the bedside.
Watch this Medical Assistant Training Prepare for Minor Surgical Procedures video to see how to set up a sterile field.

Sterile Attire in the OR

Wearing sterile surgical attire (sterile gowns, closed gloving, and masks) and PPE is essential to keep the restricted and semi-
restricted areas clean and to minimize sources of microbial transmission and contamination. It is important to minimize the
patient’s exposure to the surgical team’s skin, mucous membranes, and hair by the proper application of surgical attire. An
extensive list of recommendations for surgical attire can be located on the Association of periOperative Registered Nurses
(AORN) website at Recommendations for surgical attire (Braswell & Spruce, 2012).

Watch a video or demonstration to learn how to don surgical attire.

Watch a video or demonstration to learn how to apply a sterile gown independently.

Watch a video or demonstration to learn how to apply sterile gloves using the closed gloving method.
Watch a video or demonstration to learn how to apply sterile gloves using the assisted gloving technique.
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Critical Thinking Exercises
1. Name four differences between a medical hand wash with soap and water and a surgical hand scrub.

2. When preparing a sterile field, is the first flap open toward the health care provider or away from the health care provider?
3. Name two reasons for performing hand hygiene before and after applying sterile gloves.

This page titled 1.7: Sterile Procedures and Sterile Attire is shared under a CC BY 4.0 license and was authored, remixed, and/or curated by via
source content that was edited to the style and standards of the LibreTexts platform.
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1.8: Summary

Infection control and prevention practices are a critical component of patient safety in the health care environment. In order
to protect the public and cut health care costs, all health care professionals must take part in preventing infections before they
occur. The use of routine practices, effective hand hygiene techniques, additional precautions, and sterile procedures contribute
to enhancing patient safety and eliminating significant health care risks such as health care-associated infections. If effectively
applied, infection control and prevention practices will prevent and minimize transmission of infections in health care settings.

Key Takeaways

e Hand hygiene is the single most important part of infection prevention and control practices in the health care setting.

e Plan your care: each health care worker is responsible to perform a risk assessment before every contact with a patient and/
or patient’s environment to ensure the proper control measures are in place to prevent transmission of infections.

e The most common sites for HAIs are the urinary tract and the respiratory tract. It is vital to implement preventive measures
at all times during patient care or during procedures related to these areas.

e Be aware of potential risk factors of patients that make them more susceptible to infections. Susceptible patients include
very young children; patients who are elderly, nutritionally deficient, or chronically ill; patients undergoing medical treatments
such as chemotherapy or taking medications such as high doses of steroids; and individuals who are already ill or have open
wounds (Perry et al., 2014).

e Be aware how the chain of infection works and implement ways to break the chain of infection in practice.

e Practise strict adherence to the principles of sterile technique to prevent and minimize infections during sterile and invasive
procedures.

Suggested Online Resources

1. BC Centre for Disease Control: Blood and body fluid exposure management. This resource outlines risk assessment and
guidelines for potential exposures of percutaneous, permucosal, and non-intact skin to HIV, hepatitis B, and hepatitis C.

2. British Columbia: Home and community care - Policy manual. This manual offers guidelines for working in the community and
residential care.

3. Centers for Disease Control and Prevention: Antibiotic/antimicrobial resistance. This resource covers common viruses/bacteria
found in the health care setting, such as:

e Clostridium difficile infection (CDI)

e Carbapenemase-producing organisms (CPO)

e Multi-drug-resistant organisms (MDRO) or antibiotic-resistant organisms (ARO): MRSA/VRE
e Severe acute respiratory syndrome (SARS)

e Middle East respiratory syndrome (MERS)

e Ebola virus disease (EVD)

4. Centers for Disease Control and Prevention: Guidelines for disinfection and sterilization in healthcare facilities. The goal of this
document is to reduce the rates of health care associated infections. Each recommendation listed is categorized according to
scientific evidence, theoretical rationale, and applicability.

5. Infection and Prevention Control Canada. (IPAC): Evidence-based guidelines. This website offers the latest reports, guidelines,
standards, and policies related to infection control issues. U.S. and international resources are also provided. These documents
may be used to support your own documentation practice and best practices.

6. Ontario Agency for Health Protection and Promotion: Routine practices and additional precautions. This excellent resource
provides routine practice and additional precautions in all health care settings. These were developed by the Ontario Provincial
Infectious Disease Advisory Committee (PIDAC) on Infection Prevention and Control (IPC).

7. Provincial Infection Control Network of British Columbia (PICNet): BC infection control and hand hygiene module. This course
teaches the basic principles of infection control in the health care system, sharps management, hand hygiene, blood and body
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fluid exposure and cleanup, the proper use of personal protective equipment, and isolation precautions.

8. Provincial Infection Control Network of British Columbia (PICNet): Infection control guidelines.Providing health care to the
client living in the community.

PICNet Educational Links.This document is intended to provide guidance in the writing of policies pertaining to infection
prevention and control within community health care, and home care programs and settings.

9. Public Health Agency of Canada: Hand hygiene practices in healthcare settings. This excellent Canadian resource covers
infectious disease prevention and control policies.

10. World Health Organization: Clean care is safer care. This website provides links to the five moments in hand hygiene, diagrams
on hand washing and hand rubs, and leaflets for teaching.
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2.1: Introduction

Systematic health assessments are performed regularly in nearly every health care setting. For example:

e A health history is taken when a patient is admitted and whenever additional subjective information is required to inform
care.

¢ Comprehensive head-to-toe assessments are done when a patient is admitted, at the beginning of each shift, and when it is
determined to be necessary by the patient’s hemodynamic status and context.

e Brief physical assessments are done as necessary and to identify changes in a patient’s status and for comparison with the
previous assessment.

e Focused assessments are done in response to a specific problem recognized by the assessor as needing further assessment
of a body system.

¢ Emergency assessments are done in emergency situations.

A routine physical assessment reveals information to supplement a patient’s database. The assessment is documented according
to agency policy, and unusual findings are reported to appropriate members of the health care team. Ongoing, objective, and
comprehensive assessments promote continuity in health care.

The ability to think critically and interpret patient behaviours and physiologic changes is essential. The skills of physical
assessment are powerful tools for detecting both subtle and obvious changes in a patient’s health. The assessment skills outlined
in this chapter are meant to provide a framework to develop assessment competencies applicable and salient to everyday practice
as recommended by Anderson, Nix, Norman, and McPike (2014).

Learning Objectives

Physical assessment objectives include being able to:

e Describe the purposes of physical assessment

¢ Describe the different types of assessment and when they should be used to inform care

e Discuss techniques to promote a patient’s physical and psychological comfort during an examination
e Make environmental preparations before an assessment

o Identify data to collect from the nursing history before an examination

e Incorporate health promotion and health teaching into an assessment

e Use physical assessment techniques and skills during routine nursing care

¢ Document assessment findings according to agency policy

e Communicate abnormal findings to appropriate members of the health care team

This page titled 2.1: Introduction is shared under a CC BY 4.0 license and was authored, remixed, and/or curated by via source content that was
edited to the style and standards of the LibreTexts platform.
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2.2: Pain Assessment

“Pain is whatever the experiencing person says it is, existing whenever the experiencing person says it does” (McCaffery, 1968,
cited in Rosdahl & Kowalski, 2007, p. 704). Pain is a subjective experience, and self-report of pain is the most reliable indicator
of a patient’s experience. Determining pain is an important component of a physical assessment, and pain is sometimes referred
to as the “fifth vital sign.”

Ho Pair Hurm a Lena HITS v HUITS @ o HLTE a8 much

mers % possibin

Figure 2.1 Example of a pain scale

Pain assessment is an ongoing process rather than a single event (see Figure 2.1). A more comprehensive and focused
assessment should be performed when someone’s pain changes notably from previous findings, because sudden changes may
indicate an underlying pathological process (Jarvis, Browne, MacDonald-Jenkins, & Luctkar-Flude, 2014).

Always assess pain at the beginning of a physical health assessment to determine the patient's comfort level and potential need
for pain comfort measures. At any other time you think your patient is in pain, you can use the mnemonic LOTTAARP (location,
onset, timing, type, associated symptoms, alleviating factors, radiation, precipitating event) to help you remember what questions
to ask your patient. See Checklist 14 for the questions to ask and steps to take to assess pain.

Checklist 14: Pain Assessment

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Steps Additional Information

1. Start your assessments by asking patients to rate their pain on a scale from ®
to 10, with 10 being the worst possible pain and ® being no pain.

L: Location Where are you feeling pain?

O: Onset
When did the pain start?

How long have you been in pain?

T: Timing Is the pain constant or intermittent?
Has the intensity changed over time?
T: Type What does the pain feel like?
A: Associated symptoms Do you have any associated symptoms such

as nausea, vomiting, fever, etc.?

A: Alleviating factors What makes the pain feel better?
Do you take any medications for this pain? If
so, are they effective?
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R: Radiation Does the pain move anywhere else?

P: Precipitating event
What was happening when the pain started?
What has caused the pain to occur?

Has this happened before?

2. Provide analgesia as prescribed and other comfort measures, such as
distraction, massage, and the application of warmth or cold, as appropriate.

3. Report and document assessment findings and related health problems
according to agency policy.

Data source: Assessment Skill Checklists, 2014

Read this section on vital signs to learn how to take a full set of vital signs.

Critical Thinking Exercises

1. You are caring for a patient who has just returned from a surgical procedure. The patient has a history of chronic pain. Would
the patient’s assessment provide the same data as an assessment of a person who does not have a history of chronic pain?
2. What is more important: the subjective or the objective data in a pain assessment?

Attribution

Figure 2.1
Children’s pain scale by Robert Weis is used under a CC BY SA 4.0 licence.

This page titled 2.2: Pain Assessment is shared under a CC BY 4.0 license and was authored, remixed, and/or curated by via source content that
was edited to the style and standards of the LibreTexts platform.
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2.3: Vital Signs

Temperature, pulse, respiration, blood pressure (BP), and oxygen saturation, are measurements that indicate a person’s
hemodynamic status. These are the five vital signs most frequently obtained by health care practitioners (Perry, Potter, &
Ostendorf, 2014). Vital signs will potentially reveal sudden changes in a patient’s condition and will also measure changes that
occur progressively over time. A difference between patients’ normal baseline vital signs and their present vital signs may indicate
the need for intervention (Perry et al., 2014). Checklist 15 outlines the steps to take when checking vital signs.

Checklist 15: Vital Signs

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Steps

Additional Information

1. Temperature:

Normal (oral) = 35.8°C to 37.3°C

Oral temperature: Place the thermometer in the mouth under the tongue and instruct patient
to keep mouth closed. Leave the thermometer in place for as long as is indicated by the device
manufacturer.

Axillary temperature: Usually 1°C lower than oral temperature. Place the thermometer in
patient’s armpit and leave it in place for as long as is indicated by the device manufacturer.

Tympanic membrane (ear) temperature: Usually 0.3°C to 8.6°C higher than an oral
temperature. The tympanic membrane shares the same vascular artery that perfuses the
hypothalamus. Do not force the thermometer into the ear and do not occlude the ear canal.

Rectal temperature: Usually 1°C higher than oral temperature. Use only when other routes are
not available.

©@®
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2. Pulse:

Normal resting heart rate =
60 to 100 beats per minute

Radial pulse

Apical pulse

Radial pulse: Use the pads of your first three fingers to gently palpate the radial pulse at the
inner lateral wrist.

Apical pulse: Taken as part of a focused cardiovascular assessment and when the pulse rate is
irregular. Apical heart rate should be used as the parameter indicated in certain cardiac
medications (e.g., digoxin). Apical pulse rate should be taken for a full minute for accuracy, and
is located at the fifth intercostal space in line with the middle of the clavicle in adults.

Carotid pulse: May be taken when radial pulse is not present or is difficult to palpate.

3. Respiration rate:

Normal resting respiratory
rate = 10 to 20 breaths per
minute

Respiratory rate

Count respiratory rate unobtrusively while you are taking the pulse rate so that the patient is not
aware that you are taking the respiration rate. Count for 30 seconds or for a full minute if
irregular.
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4. Blood pressure (BP): The systolic pressure is the maximum pressure on the arteries during left ventricular
contraction.

The diastolic pressure is the resting pressure on the arteries between each cardiac
contraction.

The patient may be sitting or lying down with the bare arm at heart level. Palpate the brachial
artery just above the antecubital fossa medially. Wrap the BP cuff around the upper arm about
2.5 cm above the brachial artery.

Palpate the radial or brachial artery, and inflate the BP cuff until the pulse rate is no longer felt.
i Then inflate 28 to 3® mmHg more.

Blood pressure cuff Place the bell of the stethoscope over the brachial artery, and deflate the cuff slowly and
evenly, noting the points at which you hear the first appearance of sound (systolic BP), and the
The average BP for an adult | disappearance of sound (diastolic BP).

is 120/80 mmHg, but
variations are normal for
various reasons.

A pulse oximeter sensor attached to the patient’s finger or earlobe measures light absorption of
5. Oxygen saturation (SpO2): | hemoglobin and represents arterial SpO>.

A healthy patient will have an
Sp07 of = 97%.

Pulse oximeter sensor

Data source: Jarvis et al., 2014; Stephen, Skillen, Day, & Jensen, 2012

Critical Thinking Exercises

1. Which type of thermometer is the best example of a non-invasive, safe, and efficient tool for measuring temperature?
2. A 40-year-old male patient has a blood pressure of 148/100 mmHg. Is this normal for this patient? What additional data
would you need to collect before making a decision about care for this patient?

This page titled 2.3: Vital Signs is shared under a CC BY 4.0 license and was authored, remixed, and/or curated by via source content that was
edited to the style and standards of the LibreTexts platform.
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2.4: Health History

The purpose of obtaining a health history is to gather subjective data from the patient and/or the patient’s family so that the
health care team and the patient can collaboratively create a plan that will promote health, address acute health problems, and
minimize chronic health conditions. The health history is typically done on admission to hospital, but a health history may be
taken whenever additional subjective information from the patient may be helpful to inform care (Wilson & Giddens, 2013).

Data gathered may be subjective or objective in nature. Subjective data is information reported by the patient and may
include signs and symptoms described by the patient but not noticeable to others. Subjective data also includes demographic
information, patient and family information about past and current medical conditions, and patient information about surgical
procedures and social history. Objective data is information that the health care professional gathers during a physical
examination and consists of information that can be seen, felt, smelled, or heard by the health care professional. Taken together,
the data collected provides a health history that gives the health care professional an opportunity to assess health promotion
practices and offer patient education (Stephen et al., 2012).

The hospital will have a form with assessment questions similar to the ones listed in Checklist 16.

Checklist 16: Health History Checklist

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Steps Additional Information

Determine the following:
e Source of history

1. Biographical data ¢ Name

e Age

e Occupation (past or present)

e Marital status/living arrangement

2. Reason for seeking care and
history of present health concern | e Chief complaint

e Onset of present health concern

e Duration

e Course of the health concern

e Signs, symptoms, and related problems

e Medications or treatments used (ask how effective they were)
e What aggravates this health concern

e What alleviates the symptoms

o What caused the health concern to occur

e Related health concerns

e How the concern has affected life and daily activities

e Previous history and episodes of this condition
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3. Past health history

e Allergies (reaction)

e Serious or chronic illness

e Recent hospitalizations

e Recent surgical procedures

e Emotional or psychiatric problems (if pertinent)

e Current medications: prescriptions, over-thecounter, herbal remedies
e Drug/alcohol consumption

4. Family history

e Pertinent health status of family members

e Pertinent family history of heart disease, lung disease, cancer, hypertension, diabetes,
tuberculosis, arthritis, neurological disease, obesity, mental illness, genetic disorders

5. Functional assessment
(including activities of daily e Activity/exercise, leisure and recreational activities (assess for falls risk)
living) e Sleep/rest

e Nutrition/elimination

e Interpersonal relationships/resources

e Coping and stress management

e Occupational/environmental hazards

6. Developmental tasks
e Current significant physical and psychosocial changes/issues

7. Cultural assessment
e Cultural/health-related beliefs and practices

e Nutritional considerations related to culture

e Social and community considerations

e Religious affiliation/spiritual beliefs and/or practices
e Language/communication

Data source: Assessment Skill Checklists, 2014

Critical Thinking Exercises

1. You are taking a health history. Why is it important for you to obtain a complete description of the patient’s present illness?
2. You are taking a health history. What is one reason it is important for you to obtain a complete description of the patient’s
lifestyle and exercise habits?

This page titled 2.4: Health History is shared under a CC BY 4.0 license and was authored, remixed, and/or curated by via source content that
was edited to the style and standards of the LibreTexts platform.
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2.5: Head-to-Toe Assessment

A comprehensive head-to-toe assessment is done on patient admission, at the beginning of each shift, and when it is determined
to be necessary by the patient’s hemodynamic status and the context. The head-to-toe assessment includes all the body systems,
and the findings will inform the health care professional on the patient’s overall condition. Any unusual findings should be followed

up with a focused assessment specific to the affected body system.

A physical examination involves collecting objective data using the techniques of inspection, palpation, percussion, and

auscultation as appropriate (Wilson & Giddens, 2013). Checklist 17 outlines the steps to take.

Checklist 17: Head-to-Toe Assessment

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

e Perform hand hygiene.

e Check room for contact precautions.

e Introduce yourself to patient.

e Confirm patient ID using two patient identifiers (e.g.,, name and date of birth).
e Explain process to patient.

e Be organized and systematic in your assessment.

e Use appropriate listening and questioning skills.

e Listen and attend to patient cues.

e Ensure patient’s privacy and dignity.

e Assess ABCCS (airway, breathing, circulation, consciousness, safety)/suction/oxygen/safety.
e Apply principles of asepsis and safety.

e Check vital signs.

o Complete necessary focused assessments.
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Steps

Additional Information

1. General appearance:

Affect/behaviour/anxiety

Level of hygiene

Body position

Patient mobility

Speech pattern and articulation

Alterations may reflect neurologic impairment, oral injury or impairment, improperly fitting
dentures, differences in dialect or language, or potential mental illness. Unusual findings
should be followed up with a focused neurological system assessment.

Assess general appearance

This

is not a specific step.

Evaluating the skin, hair, and
nails is an ongoing element of a
full body assessment as you work
through steps 3-9.

2. Skin, hair, and nails:

Inspect for lesions, bruising,
and rashes.

Palpate skin for temperature,
moisture, and texture.
Inspect for pressure areas.
Inspect skin for edema.
Inspect scalp for lesions and
hair and scalp for presence of
lice and/or nits.

Inspect nails for consistency,
colour, and capillary refill.

Check for and follow up on the presence of lesions, bruising, and rashes.Variations in skin
temperature, texture, and perspiration or dehydration may indicate underlying conditions.

Redness of the skin at pressure areas such as heels, elbows, buttocks, and hips
indicates the need to reassess patient’s need for position changes.

Unilateral edema may indicate a local or peripheral cause, whereas bilateral-pitting
edema usually indicates cardiac or kidney failure.

Check hair for the presence of lice and/or nits (eggs), which are oval in shape and
adhere to the hair shaft.

©@®
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3. Head and neck:

e Inspect eyes for drainage.

e Inspect eyes for pupillary
reaction to light.

e Inspect mouth, tongue, and
teeth for moisture, colour,
dentures.

e Inspect for facial symmetry.

Check eyes for drainage, pupil size, and reaction to light. Drainage may indicate infection,
allergy, or injury.

Slow pupillary reaction to light or unequal reactions bilaterally may indicate
neurological impairment.

Check pupillary reaction to light
Dry mucous membranes indicate decreased hydration.

Facial asymmetry may indicate neurological impairment or injury. Unusual findings
should be followed up with a focused neurological system assessment.

©@®
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4. Chest:

e Inspect:

o Expansion/retraction of
chest wall/work of
breathing and/or
accessory muscle use

> Jugular distension

e Auscultate:

o For breath sounds
anteriorly and posteriorly

o Apices and bases for any
adventitious sounds

o Apical heart rate

e Palpate:

o For symmetrical lung

expansion

©@®

Chest expansion may be asymmetrical with conditions such as atelectasis, pneumonia,
fractured ribs, or pneumothorax.

Use of accessory muscles may indicate acute airway obstruction or massive atelectasis.

Jugular distension of more than 3 cm above the sternal angle while the patient is at 45°
may indicate cardiac failure.

The presence of crackles or wheezing must be further assessed, documented, and
reported. Unusual findings should be followed up with a focused respiratory
assessment.

Auscultate anterior chest; blue dots indicate stethoscope
placement for auscultation

Auscultate posterior chest; blue dots indicate
stethoscope placement for auscultation
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Auscultate apical pulse at the fifth intercostal space and
midclavicular line

Note the heart rate and rhythm, identify S1 and S2, and follow up on any unusual
findings with a focused cardiovascular assessment.

©@®
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5. Abdomen:

Inspect:
o Abdomen for distension,
asymmetry
Auscultate:
o Bowel sounds (RLQ)
Palpate:

o Four quadrants for pain
and bladder/bowel
distension (light palpation
only)

Check urine output for
frequency, colour, odour.
Determine frequency and type
of bowel movements.

Abdominal distension may indicate ascites associated with conditions such as heart
failure, cirrhosis, and pancreatitis. Markedly visible peristalsis with abdominal distension
may indicate intestinal obstruction.

Hyperactive bowel sounds may indicate bowel obstruction, gastroenteritis, or subsiding
paralytic ileum.

Hypoactive or absent bowel sounds may be present after abdominal surgery, or with
peritonitis or paralytic ileus.

Pain and tenderness may indicate underlying inflammatory conditions such as
peritonitis.

Unusual findings in urine output may indicate compromised urinary function. Follow up
with a focused gastrointestinal and genitourinary assessment.

Unusual findings with bowel movements should be followed up with a focused
gastrointestinal and genitourinary assessment.

Auscultate abdomen

Palpate abdomen

©@®
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6. Extremities:

Inspect:

o Arms and legs for pain,
deformity, edema, pressure
areas, bruises

o Compare bilaterally

Palpate:

o Radial pulses

o Pedal pulses: dorsalis
pedis and posterior tibial

o CWMS and capillary refill
(hands and feet)

Assess handgrip strength and
equality.

Assess dorsiflex and plantarflex
feet against resistance (note
strength and equality).

Check skin integrity and
pressure areas.

Limitation in range of movement may indicate articular disease or injury.

Palpate pulses for symmetry in rate and rhythm. Asymmetry may indicate cardiovascular
conditions or post-surgical complications.

Unequal handgrip and/or foot strength may indicate underlying conditions, injury, or
post-surgical complications.

CWMS: colour, warmth, movement, and sensation of the hands and feet should be
checked and compared to determine adequacy of perfusion.

Check skin integrity and pressure areas, and ensure follow-up and in-depth assessment
of patient mobility and need for regular changes in position.

Assess plantar flexion

Assess dorsiflexion
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Assess CWMS - colour, warmth, movement, and
sensation

Assess bilateral hand strength

Palpate and inspect capillary refill and report if more than 3 seconds.

Assess pedal pulses
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Check capillary refill

To check capillary refill, depress the nail edge to cause blanching and then release.
Colour should return to the nail instantly or in less than 3 seconds. If it takes longer,
this suggests decreased peripheral perfusion and may indicate cardiovascular or
respiratory dysfunction. Unusual findings should be followed up with a focused
cardiovascular assessment.

Clubbing of nails, in which the nails present as straightened out to 180 degrees, with
the nail base feeling spongy, occurs with heart disease, emphysema, and chronic
bronchitis.

7. Back area (turn patient to side or
ask to sit up or lean forward):

e Inspect back and spine.
e Inspect coccyx/buttocks.

Check for curvature or abnormalities in the spine.

Check skin integrity and pressure areas, and ensure follow-up and in-depth assessment
of patient mobility and need for regular changes in position.

©@®
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8. Tubes, drains, dressings, and IVs:

e Inspect for drainage, position,
and function.
e Assess wounds for unusual

Note amount, colour, and consistency of drainage (e.g., Foley catheter), or if infusing as
prescribed (e.g., intravenous).

e Check if full or partial weight-
bearing.

e Determine gait/balance.

e Determine need for and use of
assistive devices.

drainage.
Urinary catheter bag
Assess wounds for large amounts of drainage or for purulent drainage, and provide
wound care as indicated.
9. Mobility: Assess patient’s risk for falls. Document and follow up any indication of falls risk. Note use

of mobility aids and ensure they are available to the patient on ambulation.
r =

Patient position prior to standing

10. Report and document
assessment findings and related
health problems according to agency
policy.

Accurate and timely documentation and reporting promote patient safety.

Data source: Assessment Skill Checklists, 2014; Jarvis et al., 2014; Stephen et al., 2012
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Critical Thinking Exercises

1. You are assessing a patient at the beginning of your shift. Which assessment would be the most appropriate?
2. You come back from a break to find your patient complaining that she feels short of breath. Which assessment would be the
most appropriate?

This page titled 2.5: Head-to-Toe Assessment is shared under a CC BY 4.0 license and was authored, remixed, and/or curated by via source
content that was edited to the style and standards of the LibreTexts platform.
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2.6: Initial and Emergency Assessment

The ABCCS assessment (airway, breathing, circulation, consciousness, safety) is the first assessment you will do when you meet
your patient. This assessment is repeated whenever you suspect or recognize that your patient’s status has become, or is

becoming, unstable.

For example, if you assess that your patient is short of breath (dyspneic) with an increased respiration rate (tachypneic), then you

should proceed with an ABCCS assessment and a focused respiratory assessment with appropriate interventions.

The ABCCS assessment includes the steps in Checklist 18.

Checklist 18: Initial and Emergency Assessment

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Steps

Additional Information

A - Airway

e Is the patient’s airway compromised?

Does the patient’s position need to be changed?

If patient is choking on thick secretions, consider oral
suctioning (check suction equipment).

B - Breathing

e Assess rate and ease of breathing.
e Assess the effectiveness of the oxygen delivery.

Is the oxygen flow connection intact? Is the rate, flow, and
percentage as ordered?

Based on your assessment, consider the need for potential
oxygen supplementation.

C - Circulation

e Assess for the presence of a radial pulse.

e Assess skin colour, moisture, and temperature for signs of
decreased tissue perfusion (pale, dusky, cool, or clammy
skin).

Note whether the pulse is too fast, too slow, or absent.
If a radial pulse is not detectable, check for a carotid pulse.

If no pulse is present, call for help and start CPR.

C - Consciousness

e Check the patient’s level of consciousness (LOC).

Is the patient alert, drowsy, disoriented, restless, agitated,
unconscious?

Note if there is a change from the patient’s normal or
previously noted LOC.

©@®
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S - Safety Check for name band and allergy band.

¢ Ensure the patient is safe and free from risk of harm or Check oxygen saturation level.
injury at all times.
Check that suction is working.

Check brakes on the bed, bedrail position (up, if required),
bed is at the appropriate level, and call bell is within reach.

Are there any fall risk indicators?

Are there any dysphagia (difficulty swallowing) guidelines, or
should there be some requested?

Report and document assessment findings and related health problems according to agency policy.

Data source: Assessment Skill Checklists, 2014

Critical Thinking Exercises

1. Initial assessment of your patient reveals that the patient is having trouble speaking. What would be your next steps?
2. What is included in the safety check on your unit? Is there anything that is not listed here?

This page titled 2.6: Initial and Emergency Assessment is shared under a CC BY 4.0 license and was authored, remixed, and/or curated by via
source content that was edited to the style and standards of the LibreTexts platform.
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2.7: Focused Assessments

Health care professionals do focused assessments in response to a specific patient health problem recognized by the assessor
as needing further assessment of a body system or systems.

Focused Respiratory System Assessment
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Figure 2.2 Respiratory system

A focused respiratory system assessment includes collecting subjective data about the patient’s history of smoking, collecting the
patient’s and patient’s family’s history of pulmonary disease, and asking the patient about any signs and symptoms of pulmonary
disease, such as cough and shortness of breath. Objective data is also assessed.

The focused respiratory system assessment in Checklist 19 outlines the process for gathering objective data.
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Checklist 19: Focused Respiratory System Assessment

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

Perform hand hygiene.
Check room for contact precautions.
Introduce yourself to patient.

Confirm patient ID using two patient identifiers (e.g., name and date of birth).

Explain process to patient.

Be organized and systematic in your assessment.
Use appropriate listening and questioning skills.
Listen and attend to patient cues.

Ensure patient’s privacy and dignity.

Assess ABCCS/suction/oxygen/safety.

Apply principles of asepsis and safety.

Check vital signs.

Complete necessary focused assessments.

Steps

Additional Information

1. Conduct a focused interview related to history of
respiratory disease, smoking, and environmental
exposures.

Ask relevant questions related to dyspnea, cough/sputum, fever, chills,
chest pain with breathing, previous history, treatment, medications, etc.

2. Inspect:

For use of accessory muscles and work of
breathing

Configuration and symmetry of the chest
Respirations for rate (1 minute), depth, rhythm
pattern

Skin colour of lips, face, hands, feet

07 saturation with a pulse oximeter

Patients in respiratory distress may have an anxious expression, pursed
lips, and/or nasal flaring.

Asymmetrical chest expansion may indicate conditions such as
pneumothorax, rib fracture, severe pneumonia, or atelectasis.

Assess respiration rate

With hypoxemia, cyanosis of the extremities or around the mouth may
be noted.
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3. Auscultate (anterior and posterior) lungs for breath Fine crackles (rales) may indicate asthma and chronic obstructive
sounds and adventitious sounds. pulmonary disease (COPD).

Coarse crackles may indicate pulmonary edema.
Wheezing may indicate asthma, bronchitis, or emphysema.

Low-pitched wheezing (rhonchi) may indicate pneumonia.

Pleural friction rub (creaking) may indicate pleurisy.

Auscultate anterior chest; blue dots indicate stethoscope
placement for auscultation

Auscultate posterior chest; blue dots indicate
stethoscope placement for auscultation

4. Report and document assessment findings and Accurate and timely documentation and reporting promote patient
related health problems according to agency policy. safety.

Data source: Assessment Skill Checklists, 2014; Jarvis et al., 2014; Perry et al., 2014; Stephen et al., 2012; Wilson & Giddens, 2013
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Focused Cardiovascular and Peripheral Vascular System Assessment
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Sectional Anatomy of the Heart

Figure 2.3 Anatomy of the heart

The cardiovascular and peripheral vascular system affects the entire body. A cardiovascular and peripheral vascular system
assessment includes collecting subjective data about the patient’s diet, nutrition, exercise, and stress levels; collecting the
patient’s and the patient’s family’s history of cardiovascular disease; and asking the patient about any signs and symptoms of
cardiovascular and peripheral vascular disease, such as peripheral edema, shortness of breath (dyspnea), and irregular pulse rate.
Objective data is also assessed.

The focused cardiovascular and peripheral vascular system assessment in Checklist 20 outlines the process for gathering
objective data.

Checklist 20: Focused Cardiovascular/Peripheral Vascular System Assessment

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

e Perform hand hygiene.

e Check room for contact precautions.

e Introduce yourself to patient.

e Confirm patient ID using two patient identifiers (e.g., name and date of birth).
e Explain process to patient.

e Be organized and systematic in your assessment.
e Use appropriate listening and questioning skills.
e Listen and attend to patient cues.

e Ensure patient’s privacy and dignity.

e Assess ABCCS/suction/oxygen/safety.

e Apply principles of asepsis and safety.

e Check vital signs.

e Complete necessary focused assessments.
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Steps

Additional Information

1. Conduct a focused interview related to
cardiovascular and peripheral vascular disease.

Ask relevant questions related to chest pain/shortness of breath (dyspnea),
edema, cough, fatigue, cardiac risk factors, leg pain, skin changes, swelling
in limbs, history of past illnesses, history of diabetes, injury.

2. Inspect:

e Face, lips, and ears for cyanosis

e Chest for deformities, scars

e Bilateral arms/hands, noting CWMS, edema,
colour of nail beds, and capillary refill

o Bilateral legs, noting CWMS, edema to lower
legs and feet, presence of superficial
distended veins, colour of nail beds, and
capillary refill

o calf size/pain for signs of DVT

Cyanosis is an indication of decreased perfusion and oxygenation.

Assess capillary refill

Assess bilateral lower legs

Alterations and bilateral inconsistencies in colour, warmth, movement,
and sensation (CWMS) may indicate underlying conditions or injury.

Sudden onset of intense, sharp muscle pain that increases with
dorsiflexion of foot is an indication of deep venous thrombosis (DVT),
as is increased warmth, redness, tenderness, and swelling in the calf.

Note: DVT requires emergency referral because of the risk of developing
a pulmonary embolism.

©@®

85 (2.7.5)




LibreTextS“

3. Auscultate apical pulse for one minute. Note the | Note the heart rate and rhythm. Identify S1 and S2 and follow up on any
rate and rhythm. unusual findings.

Auscultate apical pulse at the fifth intercostal space and
midclavicular line

4. Palpate the radial, brachial, dorsalis pedis, and Absence of pulse may indicate vessel constriction, possibly due to surgical
posterior tibialis pulses. procedures, injury, or obstruction.

Assess tibial pulses

Assess pedal pulses

5. Report and document assessment findings and Accurate and timely documentation and reporting promote patient safety.
related health problems according to agency policy.

Data source: Assessment Skill Checklists, 2014; Jarvis et al., 2014, Perry et al., 2014; Stephen et al., 2012; Wilson & Giddens, 2013
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Focused Gastrointestinal and Genitourinary Assessment

File:Digestive_system_diagram_en.svg
Figure 2.4 Gastrointestinal system
Urinary_bladder_disease

Figure 2.5 Components of the urinary system

The gastrointestinal and genitourinary system is responsible for the ingestion of food, the absorption of nutrients, and the
elimination of waste products. A focused gastrointestinal and genitourinary assessment includes collecting subjective data about
the patient’s diet and exercise levels, collecting the patient’s and the patient’s family’s history of gastrointestinal and genitourinary
disease, and asking the patient about any signs and symptoms of gastrointestinal and genitourinary disease, such as abdominal
pain, nausea, vomiting, bloating, constipation, diarrhea, and characteristics of urine and faeces. Objective data is also assessed.

The focused gastrointestinal and genitourinary assessment in Checklist 21 outlines the process for gathering objective data.

Checklist 21: Focused Gastrointestinal and Genitourinary Assessment

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

e Perform hand hygiene.

e Check room for contact precautions.

¢ Introduce yourself to patient.

e Confirm patient ID using two patient identifiers (e.g.,, name and date of birth).
e Explain process to patient.

e Be organized and systematic in your assessment.
e Use appropriate listening and questioning skills.
e Listen and attend to patient cues.

e Ensure patient’s privacy and dignity.

e Assess ABCCS/suction/oxygen/safety.

e Apply principles of asepsis and safety.

e Check vital signs.

e Complete necessary focused assessments.

Position patient supine if tolerated

Steps Additional Information

1. Conduct a focused interview related to Ask relevant questions related to the abdomen, urine output, last bowel movement,
gastrointestinal and genitourinary systems. | flatus, any changes, diet, nausea, vomiting, diarrhea.

failure, cirrhosis, and pancreatitis. Markedly visible peristalsis with abdominal

e Abdomen for distension, striae, scars, | distension may indicate intestinal obstruction.
contour, and symmetry

e Observe any abdominal movements
associated with respiration, or any
pulsations or peristaltic waves

2. Inspect: Abdominal distension may indicate ascites associated with conditions such as heart

©® 87 (2.7.7)



LibreTextS"

3. Auscultate abdomen for bowel sounds in
all four quadrants before palpation.

Hyperactive bowel sounds may indicate bowel obstruction, gastroenteritis, or
subsiding paralytic ileus.

Hypoactive or absent bowel sounds may be present after abdominal surgery, or
with peritonitis or paralytic ileus.

Auscultate abdomen for bowel sounds in all four
quadrants

4. Palpate abdomen lightly in all four
quadrants.

Palpate to detect presence of masses and distension of bowel and bladder.

Palpate abdomen lightly in all four quadrants

Pain and tenderness may indicate underlying inflammatory conditions such as
peritonitis.

Note: If patient is wearing a brief, ensure it is clean and dry. Inspect skin underneath for signs of redness/rash/breakdown.

breakdown.

Note: If patient has a Foley catheter, inspect bag for urine amount, colour, and clarity. Inspect skin at insertion site for redness/

5. Report and document assessment
findings and related health problems
according to agency policy.

Accurate and timely documentation and reporting promote patient safety.

Data source: Assessment Skill Checklists, 2014; Jarvis et al., 2014; Perry et al., 2014; Stephen et al., 2012; Wilson & Giddens, 2013

Focused Musculoskeletal System Assessment
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Figure 2.6 Anterior and
posterior views of
muscles

A focused musculoskeletal assessment includes collecting subjective data about the patient's mobility and exercise level,
collecting the patient’s and the patient’s family’s history of musculoskeletal conditions, and asking the patient about any signs
and symptoms of musculoskeletal injury or conditions. Objective data is also assessed.

The focused musculoskeletal assessment in Checklist 22 outlines the process for gathering objective data.

Checklist 22: Focused Musculoskeletal System Assessment

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

e Perform hand hygiene.

e Check room for contact precautions.

e Introduce yourself to patient.

e Confirm patient ID using two patient identifiers (e.g., name and date of birth).
e Explain process to patient.

e Be organized and systematic in your assessment.
e Use appropriate listening and questioning skills.
e Listen and attend to patient cues.

e Ensure patient’s privacy and dignity.

o Assess ABCCS/suction/oxygen/safety.

e Apply principles of asepsis and safety.

e Check vital signs.

e Complete necessary focused assessments.
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Steps

Additional Information

1. Check patient information prior to assessment:

e Activity order

e Mobility status

e Falls risk

¢ Need for assistive devices

Determine patient’s activity as tolerated (AAT)/bed rest requirements.

Patient position prior to standing

Determine if patient has non-weight-bearing, partial, or full weight-
bearing status.

Determine if patient ambulates independently, with one-person assist
(PA), two-person assist (2PA), standby, or lift transfer.

Check alertness, medications, pain.
Ask if patient uses walker/cane/wheelchair/crutches.

Consider non-slip socks/hip protectors/bed-chair alarm.

2. Conduct a focused interview related to mobility
and musculoskeletal system.

Ask relevant questions related to the musculoskeletal system, including
pain, function, mobility, and activity level (e.g., arthritis, joint problems,
medications, etc.).

©@®
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3. Inspect, palpate, and test muscle strength and
range of motion:

e Bilateral handgrip strength
e Range of motion (ROM) of knees
e Dorsi/plantar flexion

Evaluate client’s ability to sit up before standing,
and to stand before walking, and then assess
walking ability.

Note strength of handgrip and foot strength for equality bilaterally.

Assess strength on dorsiflexion

Assess strength on plantar flexion

Assess grip strength

Note patient’s gait, balance, and presence of pain.

4. Report and document assessment findings and
related health problems according to agency policy.

Accurate and timely documentation and reporting promote patient safety.

Data source: Assessment Skill Checklists, 2014; Jarvis et al., 2014, Perry et al., 2014; Stephen et al., 2012; Wilson & Giddens, 2013
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Focused Neurological System Assessment
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Figure 2.7 Nervous system

The neurological system is responsible for all human function. It exerts unconscious control over basic body functions, and it also
enables complex interactions with others and the environment (Stephen et al., 2012). A focused neurological assessment includes
collecting subjective data about the patient’s history of head injury or dysfunction, collecting the patient’s and the patient’s
family’s history of neurological disease, and asking the patient about signs and symptoms of neurological conditions, such as
seizures, memory loss (amnesia), and visual disturbances. Objective data is also assessed.

The focused neurological assessment in Checklist 23 outlines the process for gathering objective data.

Checklist 23: Focused Neurological System Assessment

Disclaimer: Always review and follow your hospital policy regarding this specific skill.

Safety considerations:

e Perform hand hygiene.

e Check room for contact precautions.

e Introduce yourself to patient.

e Confirm patient ID using two patient identifiers (e.g.,, name and date of birth).
e Explain process to patient.

e Be organized and systematic in your assessment.
e Use appropriate listening and questioning skills.
e Listen and attend to patient cues.

e Ensure patient’s privacy and dignity.

o Assess ABCCS/suction/oxygen/safety.

e Apply principles of asepsis and safety.

e Check vital signs.

e Complete necessary focused assessments.
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Steps Additional Information
1. Conduct a focused interview | Ask relevant questions related to past or recent history of head injury, neurological illness, or
related to the neurological symptoms, confusion, headache, vertigo, seizures, recent injury or fall, weakness, numbness,
system. tingling, difficulty swallowing (dysphagia) or speaking (dysphasia), and lack of coordination of

body movements.

Focused interview

2. Assess mental health status. | Assess mental status by observing the patient’s appearance, attitude, activity (behaviour), mood
and affect, and asking questions similar to those outlined in this example of a mini-mental
state examination (MMSE).
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3. Assess neurological function
using the Glasgow Coma Scale
(GCS):

e Assess best eye-opening
response.

e Assess best motor
response.

e Assess best verbal
response.

©@®

Best eye-opening response

Record “C” if eyes closed due to swelling.

Spontaneously

To speech

To pain

No response

Best motor response (to painful stimuli)
Press at fingernail bed and record best upper-limb

response.

Obeys verbal command

Localizes pain

Flexion - withdrawal

Flexion - abnormal

Extension - abnormal

No response

Best verbal response

Record “E” if endotracheal tube is in place, and “T" if

tracheostomy is in place.

Oriented x 3 (to person, time,
and place)

Conversation - confused

Speech - inappropriate

Sounds - incomprehensible

No response
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Glasgow Coma Scale adapted from Jarvis et al., 2014, p. 699.

4. Note patient’s LOC (level of
consciousness, oriented x 3),
general appearance, and
behaviour.

Note hygiene, grooming, speech patterns, facial expressions.

5. Assess pupils for size,
equality, reaction to light
(PERL), and consensual
reaction to light.

Unequal pupils may indicate underlying neurological disease or injury.

Assess pupillary reaction to light
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6. Assess motor strength and
sensation.

e Arms and legs for strength
(compare bilaterally)

e Handgrips, drift

e Extremities for sensation,
numbness, tingling

Unequal motor strength and unusual sensation may indicate underlying neurological disease or
injury, such as stroke or head injury.

Assess motor strength and sensation of extremities

Assess motor strength and sensation of extremities

Assess motor strength and sensation of extremities

7. Report and document
assessment findings and
related health problems
according to agency policy.

Accurate and timely documentation and reporting promote patient safety.

Data source: Assessment Skill Checklists, 2014; Jarvis et al.,, 2014, Perry et al., 2014; Stephen et al., 2012; Wilson & Giddens, 2013
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Critical Thinking Exercises

1. Your patient complains of stomach pain during your head-to-toe assessment. What would be your next steps?
2. You notice that your patient seems lethargic during your head-to-toe assessment. What would be your next steps?

Attributions

Figure 2.2
The respiratory system by LadyofHats is in the public domain.

Figure 2.3
Sectional anatomy of the heart by Blausen Medical Communications, Inc. is used under a CC BY 3.0 licence.

Figure 2.4
Digestive system diagram by Mariana Ruiz Villarreal is in the public domain.

Figure 2.5
Urinary system is in the public domain.

Figure 2.6
Anterior and posterior views of muscles by OpenStax College is used under a CC BY 3.0 licence.

Figure 2.7
Nervous system diagram by William Crochot is used under a CC BY SA 4.0 licence.

This page titled 2.7: Focused Assessments is shared under a CC BY 4.0 license and was authored, remixed, and/or curated by via source content
that was edited to the style and standards of the LibreTexts platform.
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2.8: Summary

This chapter has outlined the different components of health assessment. Different assessments are done in different contexts
and are dependent on the type of patient, health care professional, and environment.

The health assessment is an opportunity to develop a therapeutic relationship with the patient, optimize communication, promote
health, and provide patient education as necessary. Throughout the assessment, be aware of ensuring patient safety, privacy, and
dignity.

The assessment must always be documented according to the agency policy, and any unusual findings must be reported
comprehensively, in conjunction with other pertinent findings, to appropriate members of the health care team.

Key Takeaways

e Health assessment refers to a systematic method of collecting and analyzing data for the purpose of planning patient-centred
care.

e A pain assessment should be measured at the beginning of the physical assessment, and comfort measures taken as
necessary.

o Safety considerations should be followed throughout any physical assessment.

e Components of health assessment include conducting a health history, performing a physical examination, and
communicating and documenting the findings according to agency policy.

e The amount of information gained during a health assessment depends on several factors, including the context of care,
patient needs, and the health care professional.

e The types of health assessments are head-to-toe, focused, initial, and emergency assessment.

e The data collected during the health assessment is organized and interpreted to initiate or continue a plan of care.

Suggested Online Resources

1. Auscultation Assistant, The. This website provides audio clips of heart murmurs and lung sounds.

2. BC Patient Safety & Quality Council: 48/6 Model of care. This resource offers a model of care for hospitalized seniors (aged
70 and older) in British Columbia. It is an integrated care initiative that addresses six care areas of functioning through patient
screening and assessment (assessments are completed only where screening shows areas of concern) within the first 48 hours
of hospital admission.

3. Canadian Patient Safety Institute (CPSI): The Canadian framework for teamwork and communication. This framework provides
health care providers with techniques to improve teamwork and collaboration.

4. Canadian Patient Safety Institute (CPSI): The safety competencies. Developed by the Safety Competencies Steering Committee

of CPSI, this interprofessional patient safety framework identifies the knowledge, skills, and attitudes required by all health care
professionals to practise safely.
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